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ABOUT  THE  COVER  — John  H.  Gay,  M.D.,  retir- 
ing president  of  the  Polk  County  Medical  Socie- 
ty, left,  talks  with  two  young  men  pursuing 
careers  as  physicians.  Michael  Toth,  senior 
osteopathic  student  in  Des  Moines,  center,  and 
W.  L.  Booker,  M.D.,  second-year  family  practice 
resident  at  Broadlawns  Medical  Center,  discuss 
matters  with  Dr.  Gay,  a pediatric  cardiologist. 
Beginning  on  page  8,  Dr.  Gay  has  written  an 
imaginary  and  provocative  conversation  be- 
tween a veteran  physician  and  a neophyte.  It 
may  be  close  to  the  mark;  see  what  you  think. 
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PRESIDENT'S 

PRIVILEGE 


WELCOME  to  our  renamed  Iowa  Medical 
Society  publication.  As  you  see,  the  new 
name  is  Iowa  Medicine.  We  hope  this  short, 
descriptive  title  meets  with  your  approval.  It 
follows  the  pattern  of  many  sister  states  — 
Minnesota  Medicine,  Colorado  Medicine, 
Michigan  Medicine  and  so  on. 

With  our  new  name  the  editors  have  said  — 
acknowledging  factors  of  budget  and  time  — 
they  will  rededicate  themselves  to  supplying 
information  that  is  interesting,  timely,  some- 
times provocative,  always  trying  to  establish  a 
record  of  what  is  happening  in  Iowa  Medicine. 

Your  thoughts,  ideas,  opinions,  etc.,  are  im- 
portant in  this  process.  If  you  have  something 
to  say  on  a medical  issue  or  subject,  send  it  in. 
We  want  to  provide  an  open  forum. 

If  you  were  the  IMS  president,  starting  a 
new  year,  what  admonitions,  or  resolutions,  if 
you  prefer,  would  you  set  for  yourself  which 
might  be  worthy  of  emulation  by  your  col- 
leagues? Here  are  six  of  mine: 

• To  be  as  concerned  and  compassionate  with  my 
patients  as  my  personal  capacity  zvill  alloiu. 

• To  be  as  zoilling  and  as  patient  as  I can  in 
supplying  explanation  and  allaying  the  fears  of  those 
zvho  come  to  me. 


• To  keep  my  knozvledge  and  skills  as  up-to-date, 
again,  as  my  personal  capacity  will  allow. 

• To  be  fair  and  open  in  making  my  charges, 
knowing  1 have  this  obligation  to  my  patients,  to 
myself  — azid  to  those  others  concerned  about  the 
high  cost  of  medical  care. 

• To  be  active,  not  only  in  my  own  practice,  but 
also  to  budget  time,  and  not  grudgingly,  to  those 
broader  activities  that  raise  and  sustain  the  positwe 
identity  of  medicine. 

• To  do  all  this  — also  keeping  in  mind  the  impor- 
tant needs  of  my  family  — and  those  individuals 
zvho  work  with  and  for  me  in  delivering  medical  care. 

The  job  is  as  tall  as  Jack's  beanstalk.  But  it 
deserves  our  best  effort. 


Erling  Larson,  M.D. 
President 
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CLINICAL  PROFESSOR  OF  MEDICINE 
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TOPICS:  “PROSTAGLANDINS  IN  PAIN: 

NEW  INSIGHTS  INTO  ANTI- 
INFLAMMATORY THERAPY” and 
“ENDORPHINS  IN  PAIN:  SOME 
STRATEGIES  IN  MANAGING 
CHRONIC  ARTHRITIC  CONDITIONS” 

JON  BLASCHKE.  M.D. 
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McBRIDE  CLINIC 
OKLAHOMA  CITY,  OKLAHOMA 

TOPIC:“NON-STEROIDAL  ANTI- 
INFLAMMATORY DRUGS” 

BENJAMIN  CRUE,  II,  M.D. 

CLINICAL  PROFESSOR  OF  SURGERY 
(NEUROLOGICAL) 

UNIVERSITY  OF  SOUTHERN  CALIFORNIA 
LOS  ANGELES,  CALIFORNIA 
PAIN  CENTER  DIRECTOR 
NEW  HOPE  PAIN  CENTER 
ALHAMBRA,  CALIFORNIA 

TOPIC:  “NON-SURGICAL  TREATMENT 
OF  PAIN” 


ROBERT  KUNKEL,  M.D. 

CLEVELAND  CLINIC  FOUNDATION 
DEPARTMENT  OF  INTERNAL  MEDICINE 
CLEVELAND,  OHIO 

TOPICS:  “MIGRAINE  HEADACHE” 
and 

“CLUSTER  HEADACHE” 


RICHARD  SALIB,  M.D. 

DIRECTOR,  ORTHOPAEDIC  SECTION 
INSTITUTE  FOR  LOW  BACK  CARE 
MINNEAPOLIS,  MINNESOTA 

TOPIC:  ““LOW  BACK  PAIN” 


Physicians  Fee $50.00 

Physicians’  Assistants  Fee  $20.00 

Nursing  Fee  $20.00 

Paramedical  Fee  $20.00 

Complimentary Residents, 


Interns  & Medical  Students 
ADVANCED  REGISTRATION  REQUESTED! 


A.M. A.  Approved  for  6 hours  Category  1 of 
the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 

Approved  A.A.F.P.  6 hours  Prescribed  Credit. 
A.O.A.  6 hours  Category  2-D  Credit. 

CEU’s:  0.6  (6  contact  hours) 


THE  SEMINAR  WILL  BE  HELD  IN  BEH  AUDITORIUM  SOUTH-1 
Medical  Education  Department 
contact:  Mercy  Hospital  Medical  Center 

Sixth  and  University 
Des  Moines,  Iowa  50314 
Ph.  # (515)  247-3042 


Medical  Developments 

THINGS  YOU 
SHOULD  KNOW 


1  MALPRACTICE  NEGOTIATIONS  Matters  related  to  the  IMS/Aetna  Liability  Insurance 

Program  continue  under  close  scrutiny  by  the  Medico- 
Legal  Committee.  Aetna  has  asked  for  a 32%  premium  increase  effective  2/1/84.  Study  of 
the  program  experience  and  financial  needs  is  being  made  with  help  from  an  acturial  con- 
sultant. 


2  medical  staff  forum  a forum  for  hospital  medical  staff  representatives 

has  been  authorized  by  the  Iowa  Medical  Society 
Board  of  Trustees  to  be  held  with  the  1984  IMS  House  of  Delegates.  Each  hospital  medi- 
cal staff  in  Iowa  will  be  invited  to  name  a forum  representative.  The  session  is 
planned  Friday  afternoon.  May  4.  Further  information  will  be  forthcoming. 


3  '84  ASSEMBLY  ASSEMBLES  January  9 is  the  starting  date  for  the  second  ses- 

sion of  the  current  Iowa  legislative  biennium.  All 
bills  from  1983  remain  open  for  consideration  the  coming  several  months.  More  about 
anticipated  lawmaker  activity  is  provided  in  the  Question/Answer  feature. 


4>  NEW  IMS  FIELD  STAFFER  Meredith  D.  Olson  begins  her  duties  this  month  as  a 

member  of  the  IMS  administrative  staff.  Her  princi- 
pal assignment  is  that  of  personal  contact  with  member  physicians  --  working  on  legisla- 
tive and  related  matters.  A graduate  of  the  University  of  Minnesota,  Meredith  is  a Des 
Moines  native  and  has  worked  most  recently  with  American  Hospital  Supply. 


5 CHILD  RESTRAINT  FOLDER  Several  thousand  copies  of  an  informational  folder 

promoting  use  of  child  restraint  systems  in  motor 
vehicles  have  been  requested  by  member  physicians.  100  folders  will  be  sent  at  no 
charge  on  request  to  the  Society. 

6 JANUARY  SURVEY  PROJECT  Selected  lowans  with  young  children  will  be  sur- 

veyed by  telephone  this  month  by  the  Center  for 
Health  Services  Research  at  the  U.  of  I.  College  of  Medicine.  Queries  will  cover 
health  status  and  Iowa  availability  of  certain  maternal  and  child  health  services. 

The  study  stems  from  a legislative  mandate  and  is  supported  by  a grant  from  The  Com- 
monwealth Fund. 


7  looking  ahead  to  '84  HOUSE  County  medical  societies  should  begin  thinking  about 

the  1984  session  (May  5 & 6)  of  the  IMS  House  of 
Delegates.  Delegate  selection,  resolution  development,  candidate  consideration,  district 
caucuses  need  to  be  kept  in  mind  the  next  several  months. 


8  FUTURE  TRAVEL  IDEAS  Two  INTRAV  adventures  are  available  to  IMS  member 

physicians  later  this  year.  A May  23  to  June  5 ex- 
cursion to  Spain  and  Portugal  is  set,  also  planned  in  1984  is  a July  6 to  19  Orient- 
Express  trip  to  Vienna,  Venice  and  Paris.  More  info  is  available  from  the  IMS. 
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The  Old  Order  Changeth 


JOHN  H.  GAY,  M.D. 
Des  Moines,  Iowa 


"I  know,  a lot  of  us  wonder  what  we'll  have  to  do  to 
survive  in  that  kind  of  market."  So  says  the  medical 
student.  "There  will  always  be  a place  for  knowledge- 
able, caring  and  honest  doctors."  So  answers  the  ex- 
perienced physician.  Read  what  else  they  have  to  talk 
about. 


He  was  young,  a student  in  the  middle 
years  of  medical  school.  1 had  known 
him  for  25  years,  since  he  was  a baby.  After  his 
father  died  two  years  ago,  he  had  come  visiting 
in  my  home  for  a few  hours  occasionally,  espe- 
cially during  breaks  at  school.  His  father  had 
been  a close  friend.  Today,  the  lad's  somber 
voice  had  a slightly  pleading  quality.  "Where 
do  you  think  medicine  is  headed?" 

"Tm  not  sure."  There  was  a pause,  followed 
by,  "But  your  own  practice  of  medicine  will 
probably  go  in  the  direction  you  want  it  to  go, 
within  limits.  Why  do  you  ask?" 

"Well,  at  first  1 thought  1 had  it  made  when  1 
got  accepted  to  med  school  — my  grades 
weren't  the  greatest,  you  know.  I've  done  pret- 
ty good,  and  1 thought  after  my  residency. 
. . ."  His  voice  trailed  off.  He  shifted  unfo- 
cused eyes  to  the  wall  behind  me. 


The  author  is  in  the  private  practice  of  pediatric  cardiology  in  Des 
Moines.  He  will  complete  his  service  as  president  of  fhe  Polk  County 
Medical  Society  this  month. 


"You'd  hang  out  the  proverbial  shingle  and 
live  happily  ever  after?" 

"Exactly,"  he  said,  with  a faint  twinkle  in  his 
eyes.  "In  fact,  a lot  of  us  are  really  concerned 
about  what  we'll  do  when  we  get  out.  There's 
so  much  uncertainty  — rumors  about  what  it'll 
be  like  in  a few  years.  ..."  He  eased  forward 
in  the  chair,  picking  nervously  at  a fingernail. 
"Doctors  advertising,  hospitals  setting  up  clin- 
ics in  malls,  HMO's." 

"Things  aren't  quite  as  simple  as  you 
thought  they'd  be  a few  years  ago,  are  they?" 

"No,  at  least  1 don't  think  so.  I wanted  to 
become  a doctor  because  I wanted  to  help 
others  and  I still  do,  but  it  seems  so  confusing 
and  complex  now." 

"The  fact  that  doctors  enjoy  a high  income 
and  an  equally  high  social  status  didn't  enter 
into  it?  Most  of  us  have  nice  memories  of  kind- 
ly ol'  Doc  Smith  who  could  always  be  counted 
on  to  help  — but  Doc  also  lived  in  the  biggest 
house  and  drove  the  biggest  car  in  town.  And 
when  the  good  doctor  spoke,  people  listened.  I 
know  you  want  to  help,  but  'doctorin'  has  cer- 
tain advantages." 

"Well,  sure,  I kind  of  expected  to  have  a 
good  income,  but  ..." 

"Listen,  you'll  do  all  right,  but  it  might  not 
be  as  much  as  you  were  expecting.  I think  the 
days  of  instant  financial  success  are  gone  for 
most  of  us.  A generation  ago  you  could  open 
the  door  of  your  new  office,  and  if  you  treated 
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people  well,  all  you  had  to  do  was  step  aside 
and  let  the  patients  in." 

He  laughed,  a delighted  laugh,  and  leaned 
back  in  the  chair. 

I continued.  "Well,  it  may  not  have  been  that 
easy,  but  you  could  do  well  in  a short  time. 
Now  things  are  much  more  complicated,  as 
you  say.  For  one  thing,  you'll  be  graduating 
with  about  16,000  others.  I read  recently  there 
are  nearly  half  a million  active  physicians  in  the 
U.S.  The  mean  age  is  46  — only  46.  These 
doctors  will  be  practicing  another  20  years  or 
so.  Tm  no  statistician,  but  I think  I agree  with 
the  reports  of  a physician  glut  in  a few  years. 
And  don't  forget  the  attraction  the  U.S.  holds 
for  bright  foreign  doctors  — they  represent 
20%  of  U.S.  physicians.  In  short,  there's  more 
competition  for  the  patient,  and  it'll  get 
worse." 

"I  know,  a lot  of  us  wonder  what  we'll  have 
to  do  to  survive  in  that  kind  of  market.  I'm 
afraid  I might  make  the  wrong  decision, 
choose  the  wrong  practice  setting,  something 
like  that." 


//X/  OUR  CHOICES  certainly  are  much  wider 
A than  when  I started  out.  It  was  private 
practice,  or  academics,  or  the  service.  Not 
much  else.  Now  you've  got  much  more,  most 
of  them  called  by  their  acronyms  — HMO's, 
PPO's,  IPA's  — I can't  keep  them  all  straight. 
There's  considerable  pressure  on  medicine, 
both  on  the  institution  and  on  the  individual, 
to  do  things  differently,  especially  cheaply." 

"Because  it's  too  costly." 

"It's  also  the  finest  in  the  world."  I thought  I 
sounded  a bit  defensive. 

"Agreed,  but  when  did  American  medicine 
cross  the  line  and  become  too  expensive  for  its 
own  good?  It's  almost  an  embarassment  to  us 
as  students.  At  least,"  he  flushed  slightly, 
"that's  what  some  in  med  school  are  saying." 

"You  have  some  good  points,  and  they  con- 
cern doctors  my  age  also.  We're  confused,  too, 
probably  more  than  you,  because  there's  a real 
temptation  to  blame  the  doctor  for  the  predica- 
ment. Did  we  all  go  wrong  while  doing  such 
things  as  discovering  hundreds  of  antibiotics, 
beating  polio,  making  tremendous  progress 


LOOKING  TO  THE  FUTURE  — As  with  many  Iowa  physicians,  author  John  Gay,  M.D.,  has  opportunities  to  teach,  counsel  and  just 
plain  talk  with  young  people  pursuing  health  care  careers.  Dr.  Gay's  thoughts  here  emanate  from  these  experiences.  In  the 
above  picture  are,  from  left.  Bill  Andresini,  PA  student;  Shirley  Hartman,  M.D.,  family  practice  resident;  Dr.  Gay;  Michael  Toth, 
third-year  osteopathic  student;  William  Booker,  M.D.,  family  practice  resident,  and  Stanton  Bree,  third-year  osteopathic 
student. 
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against  leukemia,  doing  heart  surgery  in  small 
kids?  These  are  American  contributions  from 
the  American  system  of  medicine.” 

"And,  yet,  many  people  cannot  afford 
American  medicine  any  more.” 

//T  HEAR  WHAT  you're  saying,  but  don't  just 
A blame  the  doctor,  okay?  Any  idea  what 
percent  of  total  health  care  costs  goes  to  physi- 
cian services?” 

"No,  not  that  much,  say  30%?” 

"Excellent  guess,  my  good  friend!  It's 
around  20%. ” (I  had  just  read  that  figure  the 
other  day.)  "And  the  percent  of  the  GNP  for 
total  health  expenditures  is  a nip  under  10%. ” 
"Putting  it  that  way,  it  doesn't  seem  so  bad. 
But  big  business  does  complain!” 

"There's  no  question  that  employee  health 
care  has  been  cutting  into  profits.  It's  felt  at  all 
levels,  certainly  in  my  own  office,  with  our 
employee  health  insurance  premiums  going 
up  and  up.  But  big  business  relates  to  medicine 
as  only  it  knows  how  — as  a business.  It  wants 
cheaper  health  care  and  quality  is  not  much  of 
a consideration.  What's  important  is  the  profit 
margin  at  the  end  of  the  year.  And  so  they  turn 
to  the  expedient,  not  the  expensive.  Frankly,  I 
can't  blame  them.” 

"You  seem  to  dislike  some  of  the  newer  op- 
tions that  big  business  likes.” 

"If  you  mean  HMO's,  no,  I don't  like  them. 
You  see,  in  our  traditional  system  of  medicine 
— the  kind  that  easily  made  American  medi- 
cine the  best  in  the  world  — the  doctor  gets 
paid  more  when  he  does  more.  Of  course,  that 
leads  to  some  excesses,  and  there  are  a few 
unscrupulous  doctors  around.  But  consider 
the  opposite,  which  is  the  HMO  system  — the 
doctor  gets  paid  more  for  doing  less.” 

There  was  silence.  I could  see  my  young 
friend  was  thinking  it  through.  Then  he  sur- 
prised me  with,  "You'd  better  not  get  sick  in  an 
HMO.” 

"Exactly  what  I've  concluded,  too.  You  see, 
both  systems  have  their  obvious  built-in  de- 
fects, but  there's  a lot  to  say  for  not  having 
financial  constraints  when  you  are  aggressive- 
ly seeking  a diagnosis  or  using  the  latest  in 


treatment  management.  Now,  don't  get  me 
wrong.  There  are  plenty  of  good  doctors  who 
do  good  jobs  in  HMO's,  but  I think  the  philoso- 
phy leaves  some  patients  at  great  risk.” 

"We're  asked  to  be  so  many  things  nowa- 
days — being  a good  doc  as  well  as  being  a 
businessman.” 

"An  artist,  a scientist,  a businessman.  Be- 
cause the  physician  finds  medicine  to  be  part 
art,  part  science,  part  business.  Hopefully, 
we'll  never  be  asked  to  play  the  game  of  medi- 
cine and  move  medical  chess  pieces  across  an 
economic  board,  sacrificing  some  here  to  get 
an  advantage  there.  But  I sense  that  some  hos- 
pitals and  some  businesses  may  get  caught  up 
too  much  in  the  financial  maneuverings  of 
health  care  and  see  it  more  like  a game.” 

"You  sure  aren't  very  encouraging,  you 
know.  Somehow,  though,  you  don't  seem 
very  pessimistic.”  He  looked  at  me  steadily, 
waiting  for  an  answer. 

"No  one  feels  comfortable  with  change,  and 
as  Tennyson  said,  'the  old  order  changeth'  rapid- 
ly at  this  time.  I think  the  changes  we  have 
been  experiencing  the  last  few  years  in  medi- 
cine are  more  profound  than  those  in  the  last 
three  decades  or  so.  But  remember  this,  there 
will  always  be  a place  for  knowledgeable,  car- 
ing and  honest  doctors  — and  you  will  be  one 
of  those.  And  Tm  depending  on  you  to  keep 
American  medicine  the  best  as  it  changes  with 
the  times.” 

"That's  a tall  order.”  His  voice  seemed  to 
have  a more  mature  quality.  "Any  sugges- 
tions?” 

//T  HREE  THINGS.  Get  the  best  training  you 
X can!  Do  what's  right  for  your  patients! 
And  get  involved!  Become  active  in  organized 
medicine  in  the  hospital,  and  in  the  county  and 
state.  Make  sure  medicine  goes  in  the  right 
direction.” 

"Speaking  of  getting  involved,”  he  quickly 
glanced  at  his  watch  and  began  to  get  up,  "Tve 
got  a date  with  Diane.  Better  run  — and 
thanks!” 

He  left  quickly.  I stared  absentmindedly  at 
an  AMA  pamphlet  on  DRG's  — another  set  of 
initials  I'm  sure  I won't  like  either. 
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Marion  E.  Alberts,  M.D. 

COMMENTING 

EDITORIALLY 

SEE  OUR  NEW  NAME 


The  journal  of  the  iowa  medical  society 
will  be  73  years  old  in  about  six  months. 
We  originated  on  May  18,  1911,  when  the 
House  of  Delegates  of  the  Iowa  State  Medical 
Society  voted  to  establish  an  official  journal. 
The  first  issue  was  published  in  July  of  that 
year.  Before,  in  1906,  the  Society  contracted  for 
five  years  with  the  Iowa  Medical  Journal  to  pub- 
lish its  official  transactions. 

Many  tumultuous  years  were  experienced 
by  the  original  Iowa  Medical  Journal.  It  survived, 
off  and  on,  however.  It  finally  merged  in  1914 
with  the  JOURNAL  of  the  iowa  medical  society. 
From  August  1853  to  June  1858,  the  Iowa  Medi- 
cal Journal  was  published  in  Keokuk,  “.  . .by 
the  faculty  of  the  Medicine  Department  of 
Iowa  University."  There  were  monthly  issues 
the  first  year,  then  bimonthly  the  second  and 
third  years,  and  quarterly  the  fourth  year. 

In  1867,  Dr.  J.  C.  Hughes  published  the  Jour- 
nal for  two  years.  In  1895,  it  was  resumed 
under  the  direction  of  Dr.  J.  W.  Kline  of  Fort 
Dodge.  In  1900,  the  Journal  was  sold  to  Dr.  E.  E. 
Dorr  of  Des  Moines,  who  published  it  inde- 
pendently until  its  purchase  and  merger  by  the 
iowa  State  Medical  Society. 

Our  Society's  journal  has  had  a regular  life 
since  1911.  The  editorial  leadership  has  rested 
in  the  hands  of  each  specific  scientific  editor  for 
a reasonable  time.  The  following  physician 
members  of  the  Iowa  Medical  Society  have 
served  in  this  capacity  for  the  years  noted: 


David  S.  Fairchild,  M.D. 
Ralph  R.  Simmons,  M.D. 
Lee  Forrest  Hill,  M.D. 
Everett  M.  George,  M.D. 
Dennis  H.  Kelly,  M.D. 
Marion  E.  Alberts,  M.D. 


1911-1928 
1928-1937 
1937-1946 
1946-1961 
1961-1971 
1 971  -present 


The  present  managing  editors  are  em- 
ployees of  the  IMS  administrative  staff.  They 
have  the  skills  needed  to  assemble  the  jour- 
nal. Donald  Neumann  and  Polly  Lynch  have 
furnished  these  services  for  nearly  15  years. 

This  month  we  submit  our  editorial  wares 
under  a new  monicker.  We  have  become  iowa 
MEDICINE  — even  though  in  doing  so  we  retain 
our  historical  designation  beneath. 

You  will  observe  some  changes  inside.  The 
design  of  our  standing  heads  is  new  — hope- 
fully conveying  a contemporary  and  sprightly 
feeling,  while  preserving  the  appropriate  pro- 
fessional flavor.  As  months  pass  we  expect  to 
try  more  new  design  and  content  ideas.  Our 
goal,  quite  obviously,  is  to  give  you  an  interest- 
ing publication  in  an  attractive  format. 

Dr.  David  S.  Fairchild,  the  first  editor  of  the 

JOURNAL  OF  THE  IOWA  STATE  MEDICAL  SOCIETY, 

had  this  to  say  in  1909:  "The  journal  of  the 
IOWA  STATE  MEDICAL  SOCIETY  is  the  most  impor- 
tant link  in  binding  the  profession  with  an  effi- 
cient functioning  body." 

We  believe  that!  Tell  us  if  you  agree,  or  if  you 
don't!  We  want  you  to  be  the  forum  for  iowa 
MEDICINE  — as  we  are  now  called.  — M.E.A. 


COMING  FULL  CIRCLE 


Times  change,  but  not  all  that  much.  As 
testimony,  we  present  these  excerpts  from 
speeches  made  a half  century  ago  by  two  presi- 
dents of  the  Iowa  Medical  Society.  One  is  by 
Charles  J.  Saunders,  M.D.,  in  speaking  in  1923 
before  the  72nd  annual  session  of  the  Iowa 
State  Medical  Society.  The  other  is  by  A.  P. 
Stoner,  M.D.,  in  a presidential  talk  before  the 
Polk  County  Medical  Society.  Both  talks  were 
(Please  turn  to  page  12) 
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COMMENTING  EDITORIALLY 

(Continued  from  page  11) 


published  in  the  journal  of  the  iowa  medical 
SOCIETY.  — M.E.A. 

"'We  have  ceased  to  be  individual  practitioners.  Up 
until  the  present  generation  the  practice  of  medicine 
was  purely  individualistic.  The  physician's  respon- 
sibility ended  with  his  duties  to  the  patient  without 
any  particular  concern  for  society  at  large.  We  face 
today  a broadening  conception  of  the  functions  of 
medical  service  in  its  relation  to  social  needs.  The 
social  structure  of  our  civilization  depends  upon 
proper  functmiing  of  the  health  and  sanity  of  our 
people,  and  we  as  physicians  who  hold  the  closest 
relations  to  the  views,  to  the  inturiate  lives  and 
thoughts  of  the  people,  must  play  a larger  part  in  the 

Letters  to  the  Editor 

COMMENT  RE  ONCOLOGY 

Dear  Editor: 

While  1 was  flipping  through  the  pages  of 

the  JOURNAL  OF  THE  IOWA  MEDICAL  SOCIETY, 

November  1983,  I was  surprised  by  your  def- 
inition of  an  “oncologist."  You  said  that  an 
oncologist  is  a physician  who  treats  people 
who  have  cancer  which  is  determined  to  be 

IMMUNIZATION  SCHEDULE 

Dear  Editor: 

Thank  you  for  sending  me  a copy  of  the 
November  issue  of  journal  of  the  iowa  medi- 
cal SOCIETY.  1 was  pleased  with  the  colorful 
format  and,  in  general,  with  the  editing  of  the 
article.  We  do  have  a problem,  however, 
which  was  brought  to  my  attention  by  Dr. 
Laverne  Wintermeyer  of  the  State  Health  De- 
partment today.  The  immunization  schedule 
as  printed  left  out  some  important  ages  and 


disposition  of  individual  problems  that  contributes 
an  integral  part  of  the  public  existence."  — A.  P. 
Stoner,  M.D. 

“.  . . It  is  our  common  observation  that  in  recent 
years  there  has  been  an  increasing  tendency  on  the 
part  of  the  members  of  our  profession  to  confine  their 
efforts  to  some  one  of  the  specialties.  Admitting  this 
to  be  true,  the  question  naturally  arises  — 'Is  the 
community  at  large  properly  served?  Have  we  too 
many  specialists  and  too  few  general  practitioners?' 

"It  would  be  better  if  the  newly  graduated  physi- 
cians would  practice  general  medicine  for  a sufficient 
length  of  time  to  become  familiar  with  the  signs, 
symptoms,  and  causes  of  the  diseases  which  are  prev- 
alent in  the  community . In  this  way  he  could 
broaden  his  vision  and  lay  a better  foundation  for 
any  special  line  of  work  which  he  might  elect  to 
follow  afterwards."  — Charles  J.  Saunders, 
M.D. 

responsive  to  chemotherapeutic  agents.  If  this 
was  correct,  the  oncologist  would  be  called  a 
medical  oncologist  or  a chemo-oncologist. 

For  your  information  there  is  a radiation 
oncologist  or  radiation  therapist  who  treats 
different  types  of  tumors  with  radiation  ther- 
apy. 

I sincerely  hope  that  this  error  would  be  cor- 
rected in  the  next  edition  of  the  journal.  — 
Hamed  H.  Tewfik,  M.D.,  Professor  and  Director, 
Division  of  Radiation  therapy.  University  of  Iowa. 

otherwise  has  some  errors.  I have  submitted  a 
corrected  outline  for  you  to  submit  in  the  next 
month's  journal.  Your  cooperation  in  making 
the  immunization  schedule  (See  Below)  an 
accurate  one  is  appreciated. 

Again,  I enjoyed  working  with  your  journal 
on  this  project.  — Brenda  M.  Cruikshank,  M.D., 
F.A.A.P.,  Assistant  Professor,  Department  of 
Pediatrics,  University  of  Iowa. 

Editor's  Note:  The  revised  immunization  sched- 
ule will  appear  in  all  of  the  "Join  the  Well  Child 
Team"  folders  requested  by  physicians  and  others. 


lAAMUNIZATION  SCHEDULE 


AGE  lAAMUNIZATIONS 


Age  Two  months,  four  months,  six  months,  18  months. 
Age  15  months 

Every  10  years  after  age  four  to  six  years 


DTP  (diphtheria,  tetanus,  pertussis)  OPV  (oral  polio) 
and  four  to  six  years 

MMR  (measles,  mumps,  rubella) 

Td  (tetanus  and  diphtheria  booster) 
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Clarence  H.  Denser,  jr.,  M.D. 

QUESTIONS 

AND  ANSWERS 

ACTIVISM  ESSENTIAL 


The  following  brief  comments  are  a reminder  the  Iowa 
General  Assembly  resumes  deliberations  this  month.  Dr. 
Clarence  Denser  is  chairman  of  the  IMS  Committee  on 
Legislation.  He  is  a Des  Moines  pathologist. 


What  general  comments  might  you  give  on  the 
1984  Assembly  which  convenes  January  9? 

In  1984  we  will  see  much  of  what  we  saw  in 
1983.  Many  groups,  some  of  which  hold  views 
counter  to  those  of  Iowa  medicine,  are  seeking 
to  influence  the  legislative  process  through 
aggressive  at  home  constitutent  activism  in 
each  legislative  district. 


Financial  considerations  will  surely  domi- 
nate, right? 

Under  the  Democrat  majority  the  budgeting 
process  is  an  annual  proposition,  instead  of 
biennial. We  know  the  state  fiscal  picture  is 
very  tight  despite  some  improvement  in  the 
employment  picture.  A major  budget  issue  will 
be  that  of  raises  for  state  employees;  Govenor 
Branstad  has  said  this  must  occur,  involved  is 
as  much  as  $47  million.  Funding  here  and  else- 
where will  be  a challenge. 


Health  care  issues  have  been  discussed  in  re- 
cent IMS  member  communications.  Updated 
legislative  developments  will  be  communi- 
cated, right? 


Yes.  As  indicated  this  fall  in  our  7 legislative 
briefings,  understanding  and  participation  by 
Iowa  physicians  is  so  important.  We  will  keep 
members  informed  of  new  developments.  We 
have  said  Society  priority  will  be  given  to  4 
bills:  support  for  use  of  child  restraint  systems; 
opposition  to  mandated  benefits  and  cover- 
ages (involving  2 bills),  and  opposition  to 
further  restrictions  on  dispensing. 


How  can  good  legislation  be  enacted? 

By  conscientious  effort  on  the  part  of  legisla- 
tors to  receive  and  evaluate  information.  If 
these  elected  officials  never  hear  the  views  of 
their  constitutent  physicians,  the  position  of 
medicine  won't  be  represented.  Knowing  your 
legislator  and  communicating  with  him  or  her 
is  essential. 


What  if  an  Iowa  physician  wants  information 
on  a bill  or  issue? 

Encourage  him  or  her  to  contact  IMS  head- 
quarters for  such  information.  We  will  be  hap- 
py to  assist  any  physician  who  wants  to  iden- 
tify and  become  acquainted  with  his/her  legis- 
lators. 


Anything  else? 

Please  acknowledge  the  previous  efforts  of 
our  legislative  contact  physicians.  We  appreci- 
ate and  need  their  ongoing  participation.  Re- 
member the  grass-roots  nature  of  the  legisla- 
tive process.  We  need  this  kind  of  involvement 
by  many  physicians  if  good  legislation  is  to 
emerge. 
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We  can  help. 

We  offer  professional  opportunities 
in  more  than  75  communities  throughout 
the  midwestern  and  mountain  states.  We  work 
with  you  to  create  an  innovative  practice  tailored 

to  meet  your' 
needs.  After 
placement,  we 
continue  our 
assistance  as 


' your  practice 
grows. 


Where  Do  I Go  From  Here 

Where  can  I establish  a practice 
that  will  provide  me  with 

as 

to  be  with 
family?  A 
place 
my 

may  ^ 

opportuni- 

to 

Service  Corps 

WE  MAKE  THE  INTELLIGENT  MATCH 


OFFICE  OF  RURAL  HEALTH 

University  of  North  Dakota  School  of  Medicine 

Grand  Forks,  ND  58201  — Mary  Helen  Pelton,  Ph.D.  (701)  777-3848 


A 

X JLs  specialists  in 
medical  practice  management  for  38 
years,  we  have  given  good  advice  to 
thousands  of  doctors. 

We  maintain  specialty  depart- 
ments to  stay  abreast  of  changing 
conditions  in  marketing,  estate  tax, 
financial  planning,  personnel  manage- 
ment and  practice  analysis  as  they 
relate  to  physicians. 

Contact  us  today  for  a com- 
pletely confidential  discussion  of  your 
needs  and  our  many  services. 

Resident  consultants  throughout  Iowa. 

Professional  Management  Midwest 

8420  W.  Dadf’c  Road  1956  i.st  Aiv.  N.E. 

Tower  Piiijti,  S.  305  Cedar  Rapids,  Iowa  52402 

Omaha,  Nehraska  68114  319/363-2194 

402/397-5462 
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BRIEF  SUMMARY 

PROCARDIA  “ (nifedipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE  I Vasospastic  Angina:  PROCARDIA  (mfedipmel  is  indicated  tor  the 
management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 1 classical  pattern 
of  angina  al  rest  accompanied  by  ST  segment  elevation  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovme  or  3)  angiograpbically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  cl'nical  presentation  suggests  a possible  vasospastic  component  but 
where  vasbspasm  has  not  been  confirmed  e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm or  when  angina  is  refractory  to  nitrates  and  or  adeguate  doses  of  beta  blockers 

If  Chrome  Stable  Angina  (Classical  Ettorl-Associaled  Angina):  PRDCARDIA  is  indicated  lor 
the  management  of  chronic  stable  angina  (eftort-associated  angina)  without  evidence  of  vasospasm 
in  patients  who  remain  symptomatic  despite  adeguate  doses  of  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (ettorl-associaled  anginal  PRDCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation IS  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment  especially  in 
patients  with  compromised  left  ventricular  tunction  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  ot  the  drugs  (See  Warnings  ) 
CONTRAINDICATIDNS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS  Excessive  Hypotension:  Although  in  most  patients  the  hypotensive  effect  ot 
PROCARDIA  IS  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subsequent  upward  dosage  adiustment  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  m patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  tentanyl  anesthesia  The  interaction  with  high  dose  lentanyl  appears  to  be 
due  to  the  combination  ot  PR0(5aR0IA  and  a beta  blocker  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  of  tentanyl.  in  other  surgical  procedures  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
lentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  ot  these  potential  problems  and, 
if  the  patient  s condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  (or 
PROCARDIA  to  be  washed  out  of  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  trequency  du- 
ration or  severity  of  angina  on  starting  PROCARDIA  or  at  the  time  ot  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  pertusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Bela  Blocker  Withdrawal:  Patients  recently  withdrawn  (rom  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  ot  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  ot 
increased  angina  m a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible  rather  than  stopping  them  abruptly  belore  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  lor 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
of  PROCARDIA  IS  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  laken 
to  differentiate  this  peripheral  edema  from  the  effects  ot  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
m over  t400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  lolerated  bul  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure  severe  hypolension  or  exacerbation  ot  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  ot  this  combination 

Digitalis  Administration  of  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  ot  twelve 
normal  volunteers  The  average  increase  was  45°o  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating  ad|ust- 
ing.  and  discontinuing  PROCARDIA  lo  avoid  possible  over-  or  under-digitalization 

Carcinogenesis  mutagenesis  impairment  of  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats  embryotoxicity  in  rats,  mice  and  rabbits  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  evenls  include  dizziness  or  light-headedness. 
peripheral  edema  nausea  weakness,  headache  and  flushing  each  occurring  in  about  t0%  of  pa- 
tients transient  hypotension  m about  5%.  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
ginal  medication  Additionally  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion  diarrhea  constipation,  inflammation  loint  stiffness,  shaki- 
ness.  sleep  disturbances  blurred  vision  difficulties  in  balance  dermatitis  pruritus,  urticaria,  fe- 
ver. sweating,  chills  and  sexual  difficulties  Very  rarely,  introduction  ot  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition  more  serious  adverse  events  were  observed  not  readily  distinguishable  from  the  nat- 
ural history  of  the  disease  in  these  patients  It  remains  possible  however  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  ol  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2\  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  of  patienfs 

Laborafory  Tests:  Rare  mild  to  moderate,  transient  elevations  ol  enzymes  such  as  alkaline  phos- 
phatase CPK  LDH  SGOT  and  SGPT  have  been  noted  and  a single  incident  of  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  ol  gall  bladder 
disease  alter  about  eleven  months  ot  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis  possibly  due  to  PROCARDIA  therapy  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange  soft  gelatin  PROCARDIA  CAPSULE  contains  tO  mg  ol  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NDC  0069-2600-661  300  (NDC  0069- 
2600-72)  and  unit  dose  (10x10)  INDC  0069-2600-41)  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77  F(15  to  25  C)  in  the  man- 
ufacturer s original  container- 

More  detailed  professional  information  available  on  request 
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joining  the  human  race  again” 
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"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive  " 


"My  doctor  switched  me  to 
PROCARDIA^*]  as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 


"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work... and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,'  taking 
fewer  nitroglycerin  tablets, ^ doing  more,  and  being  more 
productive  once  again 


Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0 5%). 


* Procardia  is  indicated  for  the  management  of: 

1 ) Confirmed  vasospastic  angina. 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component. 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
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Progress  in  the  treatment  of  renal  disease  is  described  by 
the  authors.  Advances  in  transplant  methodology  and 
technology  have  been  significant.  The  difference  in 
quality  of  life  for  the  transplant  patient  exceeds  sub- 
stantially the  long-term  dialysis  patient. 


A MAJOR  CONTRIBUTING  FACTOR  tO  One  of  the 
most  widely  discussed  topics  of  the  past 
few  years,  the  rapid  increase  in  health  care 
costs,  is  the  spiraling  expense  of  caring  for 
patients  with  chronic  renal  disease.  The 
National  Kidney  Foundation  estimates  that  no 
fewer  than  150,000  residents  of  Iowa  and  west- 
ern Illinois  suffer  from  some  form  of  renal  dis- 
ease, which  accounts  for  10%  of  all  patient 
visits  to  the  physician's  office.^  In  effect,  renal 
disease  causes  more  deaths  than  car  accidents 
and  extracts  untold  amounts  of  money  not 
only  from  the  health  care  system,  but  from 
society  as  a whole  in  the  form  of  lost  productiv- 
ity. 

In  spite  of  the  prevalence  of  renal  disease, 
the  overwhelming  majority  of  the  money  spent 

The  authors  are  associated  with  the  Department  of  Surgery,  the  Uni- 
versity of  Iowa  College  of  Medicine,  Iowa  City,  Iowa. 


on  its  treatment  goes  for  the  care  of  those  rel- 
atively few  patients  who  have  end-stage  renal 
disease  (ESRD).  According  to  the  Health  Care 
Financing  Administration,  of  the  more  than  13 
million  Americans  afflicted  with  renal  disease, 
in  1982  only  70,000  were  being  treated  for  end- 
stage  disease,  a number  which  they  feel  will 
double  by  the  year  2035.^  There  are  basically 
two  types  of  treatment  for  ESRD  patients,  kid- 
ney transplantation  and  long-term  or  chronic 
dialysis.  Indeed,  ESRD  patients  are  unique  in 
that,  through  dialysis,  they  can  survive  indef- 
initely, unlike  other  types  of  transplant  pa- 
tients who  cannot  live  without  the  trans- 
planted organ. 

These  two  modalities  of  treatment  cost  in  the 
neighborhood  of  $23,000  during  the  first  year. 
However,  after  the  first  year,  the  successful 
transplant  patient  will  see  the  yearly  costs  drop 
to  a maximum  of  $5,000,  whereas  the  annual 
expenses  of  the  patient  on  chronic,  in-center 
dialysis  continue  the  same  or,  in  the  case  of 
continuous  ambulatory  peritoneal  dialysis, 
may  go  even  higher  (Table  1).  Many  of  these 
dialysis  patients  depend  on  county,  state  and 
federal  funds,  thus  adding  a greater  burden  to 
society  as  a whole. 

Despite  these  glaring  cost  differences,  the 
number  of  ESRD  patients  on  chronic  dialysis  is 
increasing  while  the  number  of  transplants  re- 
mains constant  (Figure  1).  Several  factors 
account  for  this  seemingly  unfitting  situation. 
First  of  all,  with  improvements  in  technology, 
the  number  of  dialysis  centers  is  multiplying 
rapidly,  thus  making  their  services  evermore 
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available  to  patients  at  a local  level.  These  cen- 
ters are  able  to  treat  older  and  otherwise  higher 
risk  patients  that  in  the  past  would  not  have 
been  treated.  With  more  ESRD  patients  surviv- 
ing indefinitely  on  chronic  dialysis,  each  year 
their  numbers  grow  exponentially.  In  addi- 
tion, as  a result  of  the  numerous  blood  transfu- 
sions while  on  long-term  dialysis,  a number  of 
patients  begin  to  develop  cytotoxic  antibodies 
against  potential  donor  organs,  thus  rendering 
them  poor  risk  candidates  for  transplantation. 

NO  GAIN  IN  ORGANS 

In  contrast,  the  availability  of  suitable 
cadaveric  organs  for  transplantation  has  re- 
mained the  same  or  decreased  over  the  years, 
primarily  owing  to  the  reduction  in  number  of 
motor  vehicle  accidents  as  a result  of  lower 
speed  limits  (Figure  2).  Although  there  prob- 
ably are  enough  kidneys  to  supply  the  best 
potential  transplant  recipients,  more  kidneys 
are  needed  overall  to  improve  the  transplant 

Number 

(thous.) 


Figure  1 . Annual  number  of  dialysis  and  transplant  patients  since 
1974  and  projected  number  for  1984. 


Year 


Figure  2.  Cause  of  donor  death  overtime.  Motor  vehicle  fatalities 
are  decreasing  while  other  causes  of  death  remain  constant. 

chances  for  the  harder-to-match  potential  re- 
cipients (Table  2). 

Recent  advances  in  renal  transplantation  are 
providing  an  appealing  and  viable  alternative 
to  long-term  dialysis.  The  newly  developed 
ability  to  match  HLA-DR  antigens  greatly  en- 
hances cadaveric  graft  survival.  Another 
breakthrough  has  come  in  utilizing  living  re- 
lated donors.  Administration  of  donor-specific 
transfusions  from  the  donor  to  the  potential 
recipient  greatly  improves  graft  survival.  A re- 
cent report  in  the  January,  1983,  Bulletin  of  the 
American  College  of  Surgeons  indicates  that, 
in  one  study,  when  subsequent  cross- 
matching was  negative,  the  chances  of  graft 
survival  exceeded  90%.^  These  effects  coupled 
with  improvements  in  the  computerized  organ 


"As  transplantation  becomes  more  common,  the  need 
for  donor  organs  will  continue  to  grow,  and  it  is  only 
through  active  public  participation  in  organ  recovery 
programs  that  this  need  can  be  met." 


sharing  bank  are  serving  to  expand  the  donor 
pool  and  providing  well-matched  kidneys  for 
the  recipients. 

In  addition  to  the  improvement  in  matching 
ability,  the  much  heralded  immunosuppres- 
sant, Cyclosporine,  was  finally  approved  on 
September  2,  1983,  by  the  Food  and  Drug 
Administration  for  use  in  humans.  This  new 
drug,  which  suppresses  the  body's  rejection 
mechanism  without  interfering  greatly  with  its 
ability  to  fight  off  exogenous  infections,  can 
increase  cadaveric  graft  survival  by  as  much  as 
20%.  Cyclosporine  may  also  make  possible 
transplantation  for  less  well-matched  recip- 
ients. 
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TABLE  1 

COMPARISON  OF  AVERAGE  COSTS  PER  PATIENT 


Treafmenf 

1st  yr 

rsj 

2nd  yr 
($) 

3rd  yr 

(S) 

All  Subsequent 
yrs  ($) 

Home  hemodialysis 

22,760 

13,237 

13,237 

13,237 

In-center  hemodialysis 
National 

24,800 

24,800 

24,800 

24,800 

Iowa 

32,000 

32,000 

32,000 

32,000 

Continuous  abdomino-peritoneal  dialysis 

14,000- 

14,000- 

14,000- 

14,000- 

44,000 

44,000 

44,000 

44,000 

Cadaver  donor  transplant 

23,400 

3,000 

1,500 

750 

Living-related  transplant 

20,700 

1,500 

500 

500 

TABLE  2 

KIDNEY  USE  IN  IOWA 

1977 

1978 

1979 

1980 

1981 

1982 

Kidneys  recovered  in  Iowa 

36 

60 

57 

61 

69 

65 

Kidneys  received  from  other  transplant  centers 

20 

24 

26 

45 

36 

40 

Kidneys  transplanted 

39 

52 

50 

77 

61 

54 

Kidneys  sent  to  other  transplant  centers 

10 

25 

15 

18 

30 

39 

Kidneys  not  used 

7 

7 

18 

11 

14 

12 

QUALITY  OF  LIFE 

A significant  advantage  that  the  successful 
transplant  patient  has  over  the  long-term  di- 
alysis patient  comes  from  improvement  in  the 
quality  of  life.  Freed  from  severe  dietary  re- 
strictions and  the  constant  necessity  of  being 
near  or  hooked  to  a dialysis  machine,  the  trans- 
plant recipient  finds  greater  potential  for  re- 
habilitation. An  analysis  by  Rosenbaum  et  al^ 
revealed  that  88%  of  transplant  recipients  are 
fully  rehabilitated.  Contrasting  with  this  re- 
port, Roy  et  al^  found  that  only  48%  of  ESRD 
patients  under  age  60  years  were  able  to  con- 
tinue working  after  initiation  of  home  hemo- 
dialysis treatments.  Although  many  dialysis 
patients  are  quite  satisfied  with  their  treat- 
ment, many  take  a dim  view  of  their  numerous 
restrictions,  and  most  would  be  hard  pressed 
to  compare  their  life  styles  favorably  with 
those  of  the  successful  transplant  recipient. 

With  the  new  advances  in  methods  of 
matching  and  the  increased  survival  rates  that 
they  and  Cyclosporine  are  producing,  the 
criteria  for  transplant  candidacy  are  becoming 
less  stringent.  Consequently,  many  patients 
who  previously  would  not  have  been  consid- 
ered for  transplant  may  now  be  candidates. 
Patients  under  the  age  of  65  years  who  in  the 


past  were  thought  to  be  borderline,  should 
now  be  reevaluated  for  possible  transplanta- 
tion. When  adding  to  the  technological  and 
methodological  advances,  the  tremendous 
cost  advantage  and  improvements  in  quality  of 
life  that  the  successful  transplant  recipient  en- 
joys, reassessment  of  possible  candidates  can 
only  seem  more  prudent.  Every  effort  should 
be  made  to  increase  the  awareness  of  the  pub- 
lic as  well  as  the  local  medical  community. 

PUBLIC  PARTICIPATION 

As  transplantation  becomes  more  common, 
the  need  for  donor  organs  will  continue  to 
grow,  and  it  is  only  through  active  public  par- 
ticipation in  organ  recovery  programs  that  this 
need  can  be  met. 
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Pseudocholecystitis 


JAMES  A.  PETERSON,  JR.  M.D.,  F.A.C.S 
Clinton,  Iowa 


Patients  with  epigastric  pain  and  positive  oral  chole- 
cystograms  may  be  referred  for  operation  when,  in  fact, 
there  is  no  biliary  disease.  The  most  common  cause  for 
this  ''pseudocholecystitis''  is  peptic  ulcer  disease  which  is 
often  detectable  only  by  gastroscopy.  A thorough  his- 
tory and,  when  indicated,  endoscopy  should  identify 
these  patients  and  prevent  unnecessary  or  inappropriate 
operations. 


ORAL  CHOLECYSTOGRAPHY  has  been  invalu- 
able in  the  diagnosis  of  biliary  disease.  It 
is  especially  useful  when  patients  do  not  pre- 
sent with  “classical"  symptoms.  However, 
over  the  years  the  oral  cholecystogram  (OCG) 
has  become  so  infallible  its  results  are  frequent- 
ly accepted  without  question.  False  negatives 
have  long  been  known  to  exist,  and  tests  like 
sonography  and  duodenal  aspiration  often 
help  to  resolve  those  situations.  Isotope  stud- 
ies offer  the  promise  of  even  greater  accuracy. 
But  what  about  false  positives? 

The  following  cases  illustrate  the  fallacy  of 
committing  patients  to  operation  solely  on  the 
basis  of  seemingly  conclusive  radiographic  re- 
sults. 

Case  1 — A 56-year-old  man  with  severe  in- 
operable coronary  artery  disease  was  evalu- 
ated for  acute  abdominal  pain,  nausea,  and 
vomiting.  OCG  produced  nonvisualization  of 
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the  gall  bladder.  An  upper  gastrointestinal 
series  showed  an  acute  duodenal  ulcer. 
Sonography  was  unavailable  at  the  time. 
When  referred  for  operation,  the  patient  could 
not  report  any  symptoms  truly  suggestive  of 
biliary  disease;  instead  everything  pointed  to  a 
chronic  peptic  ulcer.  For  this  reason,  plus  his 
high  operative  risk,  we  declined  operation. 
Two  months  after  the  ulcer  healed,  a repeat 
OCG  showed  full  visualization  of  the  gall  blad- 
der with  normal  contractility  after  a fatty  meal, 
and  no  calculi. 

Case  2 — A 73-year-old  man  in  excellent 
health  developed  acute  epigastric  pain  shortly 
after  shoveling  snow.  He  sought  medical 
attention  3 days  later  after  no  improvement. 
No  nausea,  vomiting,  or  belching  were  re- 
ported. His  workup  confirmed  no  cardiac  in- 
volvement. Tenderness  was  present  in  the 
midepigastrium.  An  OCG  showed  nonvis- 
ualization of  the  gall  bladder  while  the  UGI 
series  indicated  “duodenitis."  When  referred 
for  cholecystectomy,  the  patient  could  not  re- 
late any  symptoms  truly  consistent  with  biliary 
disease,  and  the  tenderness  had  totally  sub- 
sided, having,  in  fact,  been  confined  to  the 
abdominal  wall.  Sonography  was  negative  for 
calculi.  It  seemed  strange  that  an  elderly  pa- 
tient with  diagnosed  acalculous  cholecystitis 
should  be  so  symptom-free.  Therefore  it  was 
decided  to  treat  him  empirically  with  a 2- 
month  course  of  Tagamet®  and  an  unrestricted 
diet.  During  that  time  he  remained  completely 
asymptomatic.  Two  weeks  after  completion  of 
the  medical  course,  gastroscopy  revealed  4 
3mm  ulcers  in  the  post-bulbar  duodenum,  plus 
a mild  stricture  of  the  pylorus  from  probable 
previous  inflammatory  episodes.  He  under- 
went antrectomy  and  vagotomy  and  recovered 
uneventfully.  The  gall  bladder  was  carefully 
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inspected  at  operation.  It  was  found  complete- 
ly normal  and  left  in  place. 

COAAMENT 

The  failure  of  the  gall  bladder  to  visualize 
after  a double-dose  of  contrast  is  taken  by 
many  physicians  as  proof  that  a patient  with 
epigastric  pain  has  active  gall  bladder  disease. 
The  presence  of  a “normal"  UGI  series  rein- 
forces that  impression.  Nonetheless,  it  is 
essential  for  the  consulting  surgeon  to  review 
the  patient's  symptoms  — or,  more  important- 
ly, the  lack  of  symptoms  — in  detail.  The  ulti- 
mate responsibility  for  avoiding  an  unneces- 
sary or  wrong  operation  rests  solely  with  the 
surgeon.  As  always,  the  key  is  a careful,  dis- 
cerning history  to  detect  those  patients  whose 
symptoms  do  not  coincide  with  the  x-ray  find- 
ings. 

The  phenomenon  of  pseudocholecystitis 
may  take  different  forms  as  illustrated  above. 
Every  surgeon  probably  will  encounter  a pa- 
tient who  seems  to  have  subacute  cholecystitis 
only  to  find  at  operation  a subhepatic  abscess 
from  a ruptured,  displaced  appendix.  In  the 
one  case  seen  by  this  author,  the  OCG  pro- 
duced nonvisualization  of  the  gall  bladder 
although  there  was  absolutely  no  prior  history 
of  biliary  symptoms.  At  operation,  in  the  face 
of  gross  contamination,  we  elected  to  leave  the 
gall  bladder  in  place.  Eight  months  later  a re- 
peat OCG  showed  normal  visualization,  no 
calculi,  and  prompt  contraction  following  a fat- 
ty meal  bolus. 

While  such  a case  is  easy  to  understand  con- 
ceptually, other  situations  require  a look  at  the 
recognized  causes  for  apparent  malfunction  of 
the  gall  bladder  during  an  OCG:  failure  to 
swallow  the  tablets;  vomiting;  retention  of  the 
tablets  in  the  stomach;  diarrhea  or  rapid  transit 
through  the  small  bowel;  jaundice;  previous 
cholecystectomy;  cholecystitis,  and  obstruc- 
tion of  the  cystic  duct.  In  almost  all  cases  of  true 
biliary  disease,  the  history,  physical  examina- 
tion, laboratory  data,  and  the  double-dose 
approach  eliminate  all  other  causes  but  the  last 
two. 

Almost. 

If  contrast  is  delayed  in  leaving  the  stomach 
— for  whatever  reason  — it  will  not  reach  the 
gall  bladder  in  sufficient  concentration  in  time 
for  routine  filming.  Swallowing  the  tablets  too 
late  the  preceding  evening  is  almost  too  ob- 
vious an  example,  but  it  emphasizes  the  time- 


dependency  of  the  OCG.  What  about  a phys- 
iologic delay? 

Delayed  gastric  emptying  does  not  occur 
only  with  advanced  pyloric  stenosis  and  stric- 
ture. Inflammation  in  the  antrum  and/or 
duodenum  can  very  easily  accomplish  the 
same  result,  and  in  our  society  the  most  com- 
mon cause  for  that  inflammation  is  peptic  ulcer 
disease.  Therefore,  we  believe  in  those  cases 
where  delayed  gastric  emptying  is  suspected, 
preoperative  gastroscopy  is  essential.  If  a thor- 
ough history  is  taken,  there  should  be  few,  if 
any,  negative  examinations.  After  all,  the 
physiology  is  not  new,  only  the  realization  that 
peptic  ulcer  disease  (and  gastritis  as  well)  may 
have  more  subtle  effects  than  had  been  sus- 
pected previously.  And  who  wishes  to  remove 
a normal,  disease-free  gall  bladder? 

CONCLUSION 

It  is  suggested  when  active  inflammation  is 
present  in  the  stomach  and/or  duodenum  a 
timed  test,  such  as  the  OCG  may  be  seriously 
compromised.  Therefore,  the  use  of  gastros- 
copy is  encouraged  whenever  there  is  any 
suspicion  of  a false-positive  result. 
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A Surgical  Idea 

For  the  Ingrowing  Toenail 


SIDNEY  ROBINOW,  M.D., 

A.  IVAN  PAKIAM,  M.D.,  and 
DOUGLAS  J.  WEEDMAN,  M.D. 
Des  Moines,  Iowa 


A technique  of  skin  and  soft  tissue  excision  is  advo- 
cated for  the  common  problem  of  ingrowing  toenails. 
The  amount  of  excision  depends  on  the  severity  of  the 
condition.  Primary  wound  closure  shortens  the  period  of 
healing.  Results  have  been  successful  in  95%  of  cases. 
Consideration  of  the  procedure  is  suggested. 


ONCHOCRYPTOSIS  — (“hidden  toe")  — or 
ingrowing  toenail  is  a common,  dis- 
abling condition.  Its  limited  consideration  in 
the  medical  literature  is  noted.  There  appears 
to  be  a need  to  discuss  what  many  regard  as  a 
mundane  condition. 

The  basic  problem  arises  for  a variety  of 
reasons.  It  occurs  when  the  lateral  part  of  the 
toenail  grows  downwards  into  the  soft  tissue. 
This  creates  an  inflammatory  reaction  and  in- 
fection is  apt  to  compound  the  problem.  In 
severe  cases,  the  nail  edges  then  grow  inwards 
thus  creating  the  “scroll"  deformity. 

Like  most  disease  problems,  prophylaxis 
should  be  the  first  consideration.  Patients 
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should  be  taught  to  trim  the  nail  straight 
across.  In  cases  where  the  nail  has  started  to 
dig  in,  the  use  of  cotton  wool  placed  under  the 
nail  at  the  lateral  edge  will  usually  alleviate  or 
cure  the  problem. 

Surgical  therapy  involves  simple  avulsion  of 
the  nail  with  aftercare  as  indicated  here.  This  is 
said  to  solve  80%  of  those  afflicted.  If,  howev- 
er, the  nail  avulsion  needs  to  be  repeated,  the 
cure  rate  decreases  significantly.^'  ^ 

Radical  treatment  has  been  that  of  total  abla- 
tion of  the  nail  and  nail  bed  with,  in  some 
instances,  shortening  of  the  phalanx.  The  com- 
plication of  nail  splinters  growing  from  re- 
maining nail  remnants  must  be  dealt  with  sur- 
gically. The  most  common  operation  is  to  re- 
move lateral  wedges  of  nail  and  nail  bed.  The 
problem  of  nail  remnants  still  applies. 

It  occurred  to  Sidney  Robinow,  M.D.,  (now 
deceased)  that  if  an  adequate  wedge  of  skin 
plus  underlying  soft  tissue  could  be  removed 
lateral  to  the  ingrowing  portion,  the  improved 
contour  of  the  entire  distal  nail  would  preclude 
further  ingrowing.  Applying  this  thinking, 
appropriate  wedges  of  soft  tissue  have  been 
excised  under  ring  block  local  anesthetic  and 
tourniquet  provided  by  a Penrose  drain.  The 
wounds  are  sutured  directly  instead  of  allow- 
ing them  to  granulate  and  heal  by  second  re- 
tention (Figure  3).  The  results  have  been  grat- 
ifying (Figures  1,  2,  4,  5). 

In  reviewing  the  literature,  Vandenbos  and 
Bowers^  approached  the  problem  in  a similar 
fashion.  They  cite  success  in  55  patients. 
However,  the  wounds  were  left  open  to  heal 
on  their  own. 
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Figure  1 . Superior  view  to  show  ingrowing  of  lateral  side  of  great 
toe. 


Figure  3.  Oblique  view  after  excision  of  suitable  elipse  of  skin  and 
soft  tissue. 


Figure  2.  "End  on"  view  of  Figure  1. 


Figure  4.  Superior  view  6 months  after  operation. 


OPERATIVE  TECHNIQUE 

A ring  block  utilizing  2%  Xylocaine  plain  is 
instituted.  The  foot  is  then  washed  with  phi- 
sohex  or  hibiclens  and  draped.  The  skin  elipse 
is  noted  with  a skin  marker.  The  area  included 
varies  according  to  the  severity  of  the  condi- 
tion and  the  elipse  starts  behind  the  root  of  the 
nail  and  is  widened  near  the  ingrowing  point. 
The  area  of  skin  removed  is  often  more  than  3 
cm  X 1 . 5 cm.  A wedge  of  soft  tissue  is  excised  so 
that  direct  skin  apposition  can  be  accom- 
plished. Closure  is  by  interrupted  nylon  su- 
tures, 4-0  or  3-0.  A light  bandage  is  applied.  An 
injection  of  0.5%  Marcaine  is  used  as  a ring 
block  to  prolong  analgesia  and  we  have  found 
(Please  turn  to  page  22) 


Figure  5.  "End  on"  view  6 months  after  operation. 
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ADVANTAGES 


Figure  6.  Schematic  diagram  to  show  wedge  excision  of  soft  tissue 
and  skin. 


that  when  the  sensation  ot  pain  returns,  pa- 
tients who  have  had  similar  procedures  indi- 
cate the  pain  is  significantly  less. 

The  patients  are  advised  to  keep  their  toes 
elevated  and  to  use  ice  to  diminish  swelling 
and  pain.  They  graduate  to  soft  slippers  or 
footwear  with  open  toes.  Sutures  are  removed 
at  approximately  10  days.  When  pain  di- 
minishes soaks  in  warm  saline  or  hydrogen 
peroxide  are  advised. 

RESULTS 

We  have  operated  on  40  patients  to  date.  In 
only  two  patients  have  the  operations  had  to 
be  repeated  because  not  enough  tissue  was 
removed  — a 95%  rate  of  success. 


1.  A simple,  soft  tissue  operation  can  be  per- 
formed on  an  outpatient  basis  (Figure  6). 

2.  The  operation  can  be  repeated  if  not 
enough  tissue  has  been  removed. 

3.  There  is  no  nail  or  nail  bed  interference 
unless  the  cause  is  fungal  when  the  nail  is 
avulsed  along  with  the  soft  tissue  wedges. 
Long  term  lotrimin  is  started  topically. 

4.  The  problem  of  nail  splinters  is  avoided. 

5.  The  incidence  of  pain  and  morbidity  is 
decreased. 
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WHY  MEDICINE? 

Oral  interviews  conducted  by  the  Iowa  Medical  Soci- 
ety Historical  Committee  contain  interesting  ex- 
cerpts. Here  are  comments  from  William  H.  Myer- 
ly,  M.D.,  Spencer,  in  an  intervieiv  with  John  G. 
Thomsen,  M.D.,  Des  Moines. 

On  selecting  medicine  as  a career:  "Going 
into  medicine  never  entered  my  mind  until  my 
father  became  ill  with  carcinoma  of  the  blad- 
der. One  morning  my  father  was  to  be  ex- 
amined by  some  Mayo  Clinic  urologists.  My 
mother  and  I had  nothing  to  do.  We  wandered 
into  a museum  in  Rochester,  an  old  home 
which  has  now  given  way  to  a parking  lot.  This 


museum  had  a series  of  surgical  procedures 
done  in  wax.  Up  to  that  time,  I had  been  abso- 
lutely nuts  about  airplanes  and  thought  I 
would  be  an  aeronautical  engineer.  The  surgi- 
cal procedures  looked  so  fascinating,  I decided 
on  the  spot  to  become  a surgeon  and  that  was 
the  turning  point." 

As  for  significant  advances  in  medicine: 

"To  me  the  outstanding  experience,  even  to- 
day, was  when  we  were  students  at  Iowa  and 
the  first  penicillin  came  out.  I was  a senior  and, 
as  I recall,  the  dosage  was  10,000  units.  I re- 
member Dr.  Korn  bringing  a chart  of  a patient 
with  pneumonia  to  the  pit  and  showing  this 
precipitous  drop  of  the  fever.  It  was  just  like  a 
waterfall.  ITl  never  forget  that  day." 
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TWO  LITTLE  WORDS 

CAN  MEAN 

A WORLD  OF  DIFFERENCE 
IN  HEALTH  CARE. 


r 


DOE  JOHN  E. 
482  78  9387 


DXL/INC  DIAG  OP 


140/141 

BC  PLAN  CODE 


Those  two  little  words,  “of  Iowa,”  following 
the  nation’s  most  widely  recognized  names  in 
health  care  can  mean  a big  difference  in 
terms  of  the  total  value  our  subscribers 
receive  for  their  health  care  dollar. 

That’s  because  unlike  most  commercial 
carriers,  we’re  involved  in  health  care 
planning  and  cost  containment  on  a local 
basis.  We  are  a part  of  the  fabric  of  health 
care  in  Iowa. 


And  because  we  work  with  lowans,  Iowa 
physicians,  and  Iowa  companies,  we  have  a 
unique  understanding  of  the  state’s  health 
care  needs  and  the  desire  to  obtain  quality 
health  care  affordably. 

Finally,  because  we  cover  more  than 
1 ,000,000  lowans,  we  have  a particular 
interest  in  maintaining  quality  health  care 
at  an  affordable  cost. 

No  wonder  we  say:  “No  one  takes  better 
care  of  lowans  than  we  do.” 

Blue  Cross 
Blue  Shield 

of  Iowa 

636  Grand  Avenue 

Des  Moines,  Iowa  50307 
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Richard  M.  Caplan,  M.D. 

fflf 

OUR  MAIM 

IIM  EDUCATION 

MORTALITY  TABLES 

AND  EDUCATIONAL  PLANNING 

PAGES  FILLED  WITH  columns  of  numbers 
might  not  be  your  cup  of  tea  — nor  mine, 
either.  And  yet,  they  must  hold  a slight  fas- 
cination for  me  because  every  now  and  then  I 
stop  when  I am  leafing  through  an  article  and 
glance  at  such  an  array  of  data.  That  happened 
recently  while  I was  scanning  a report  entitled 
“Blacks  and  the  Health  Professions  in  the 
80's.“  The  bulk  of  the  report  dealt  with  educa- 
tional processes,  admission  rates,  sources  of 
funds,  and  so  on,  in  health  professions 
schools.  But  the  particular  data  that  caught  my 
eye  dealt  with  age-adjusted  death  rates  of 
whites  and  blacks  for  various  causes  of  death. 

The  tables  displayed  numbers  for  the  deaths 
by  enumerated  diseases  in  each  decade  begin- 
ning in  1950  for  whites  and  blacks,  males  and 
females  of  the  USA.  Once  I let  my  eye  alight  on 
these  numbers,  I found  some  interesting  data 
about  the  different  death  rates.  Most  recently, 
for  example  (1979),  black  males  had  an  annual 
death  rate  of  224  per  100,000  from  malignant 
neoplasms,  while  white  males  had  only  161. 
Black  males  died  at  a rate  of  30  per  100,000  from 
cirrhosis  of  the  liver,  whereas  the  figure  for 
white  males  was  only  16. 

Interesting  variations  appeared  according  to 
sex.  For  example,  in  1979  black  women  died  of 
cirrhosis  at  a rate  of  14/100,000  compared  to 
7/100,000  in  white  women,  and  for  either  race, 
then,  the  figure  is  about  half  of  that  for  the 
corresponding  males.  The  rate  for  death  by 
homicide  in  women  of  either  race  (14/100,000 
in  blacks  and  3/100,000  in  whites)  was  far  less 
than  the  71/100,000  in  black  men  and  10/ 
100,000  in  white  men. 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  The 
University  of  Iov\’a  College  of  Medicine. 


Another  way  to  read  the  table,  which  1 found 
interesting,  involved  changes  over  time.  Cer- 
tainly distressing  is  the  death  rate  from  malig- 
nant neoplasms  of  the  respiratory  system, 
essentially  the  same  for  females  of  either  race 
in  1950  (4.6  in  white  women  and  4.1  in  black 
women),  whereas  the  rate  in  1979  had  quadru- 
pled to  17.3  in  white  women  and  18.1  in  black 
women.  There,  race  seemed  to  make  no  differ- 
ence but  almost  surely  women's  increasing  use 
of  cigarettes  caused  the  tremendous  change. 
Women  still  have  a long  way  to  go,  though, 
before  catching  up  with  the  death  rate  for  res- 
piratory system  cancer  in  men  (79  in  blacks  and 
58  in  whites),  but  they  seem  to  be  trying  hard. 

The  data  for  suicide  were  interesting.  In  1950 
the  white  to  black  ratio  among  males  was  18.1 
to  7.0,  and  in  1979  it  was  18.9  to  12.7.  In  other 
words,  the  suicide  rate  among  white  males  had 
remained  about  the  same  but  had  almost  dou- 
bled among  black  males.  In  the  case  of  women, 
the  situation  was  somewhat  comparable,  with 
white  to  black  women  in  1950  at  5.3  to  1.7, 
respectively,  and  it  had  increased  by  1979  to 
6.4  and  3.0  — a slight  increase  for  white 
women  but  almost  doubling  for  black  women. 
As  always,  the  data  show  that  females  attempt 
suicide  far  more  often  than  males,  but  are 
much  less  successful  at  it. 

A final  item  was  especially  stunning,  be- 
cause 1 had  recently  re-read  Bernard  Shaw's 
wonderful  play,  "The  Doctor's  Dilemma,"  in 
which  tuberculosis  figures  prominently.  The 
glorious  story  told  in  the  recent  data  display 
was  this:  for  males  the  1950  death  rate  (23  in 
whites  and  80  in  blacks)  had  decreased  by  1979 
to  the  vanishing  point  — so  greatly  that  the 
data  were  no  longer  adequate  to  be  trustwor- 
thy. For  females  during  that  period  the  white 
to  black  ratio  was  10.2  and  51.2  in  1950,  dwin- 
dling drastically  through  1960  and  1970  so  that 
(Please  turn  to  page  29) 
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DRUG  THERAPY 

REVIEW 

Robert  j.  Roberts,  M.D.,  Editor 

ADRENERGIC  DRUGS  FOR 
THE  TREATMENT  OF  ASTHMA 

Adrenergic  drugs  are  the  oldest  class  of 
. pharmacologic  agents  used  for  asthma 
therapy.  Use  of  these  agents  has  evolved  in 
this  century  as  new  synthetic  compounds  have 
been  introduced.  The  most  recent  addition  to 
this  class  of  antiasthmatic  agents  is  a group  of 
long-acting,  beta2-receptor-selective  drugs 
with  little  betai-receptor  effect  and  virtually  no 
alpha-receptor  effect.  These  newer  agents  are 
also  more  orally  bioavailable  and  longer  acting 
than  their  predecessors.  Some  of  these  beta2- 
receptor-selective  agents  are  currently  mar- 
keted in  the  U.S.  and  others  may  be  available 
here  in  the  future.  Older,  shorter-acting,  less 
receptor-specific  drugs  continue  to  be  available 
as  well  (Table  I). 

ROUTES  OF  ADMINISTRATION 

Adrenergic  drugs  have  been  given  by  in- 
travenous, intramuscular,  subcutaneous,  in- 
haled and  oral  routes  of  administration.  There 
are  considerable  differences  between  these 
routes  in  terms  of  doses  required,  efficacy,  and 
side  effects  produced. 

Intravenous  administration  is  used  exclu- 
sively in  the  treatment  of  the  severely  dyspneic 
patient.  The  rapid  attainment  of  high  plasma 
concentrations  by  this  route  ensures  not  only 
prompt  delivery  of  the  drug  to  the  lungs,  but 
also  a relatively  high  incidence  of  side  effects. 
These  include  tachycardia,  widening  of  the 
pulse  pressure,  hyperglycemia,  hypokalemia, 
and  skeletal  muscle  tremor.^  Myocardial  ische- 
mia and  myocardial  infarction  have  been  re- 
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ported  with  intravenous  isoproterenol,^  but 
not  with  the  more  selective  beta2  agents  terbu- 
taline  and  albuterol.  While  intravenous  terbu- 
taline  has  been  used  on  an  experimental  basis, 
its  routine  use  cannot  yet  be  advocated.  In- 
travenous albuterol  has  been  used  extensively 
in  other  countries  but  it  is  not  currently  avail- 
able here. 

Terbutaline  and  epinephrine  are  the  agents 
currently  available  in  the  U.S.  for  sub- 
cutaneous use.  Subcutaneous  epinephrine  has 
been  traditionally  used  in  emergency  manage- 
ment of  the  severely  dyspneic  asthmatic. 
However,  the  much  lower  incidence  of  adverse 
effects  and  the  greater  efficacy  of  subcutaneous 
terbutaline  make  epinephrine  obsolete.^ 

Oral  administration  of  adrenergic  drugs  had 
been  advocated  for  “prn"  and  maintenance 
therapy  of  the  ambulatory  asthmatic  patient. 
Terbutaline,  albuterol,  isoproterenol,  meta- 
proterenol  and  ephedrine  are  currently  mar- 
keted for  oral  use.  Ephedrine  and  isoprotere- 
nol should  be  considered  obsolete  because  of 
very  limited  effectiveness,  and  in  the  case  of 
ephedrine,  a high  incidence  of  side  effects. 
Even  the  remaining  3 agents  have  limited  ther- 
apeutic usefulness  because  of  their  unreliable 
bioavailability"^  and  a high  incidence  of  side 
effects  compared  to  the  delivery  of  the  same 
drugs  by  the  aerosol  route  of  administration.^ 

Aerosolized  sympathomimetics  have  been 
used  in  virtually  all  types  of  clinical  situations 
encountered  by  the  asthmatic  patient  and  are 
associated  with  fewer  side  effects  than  with  the 
systemic  routes  of  administration.  Relatively 
small  doses  are  capable  of  large  bronchodilator 
effects.  Two  different  delivery  techniques  have 
been  used  clinically.  The  metered-dose  inhaler 
(MDI),  which  delivers  a measured  quantity  of 
drug  per  actuation,  is  convenient  and  widely 
used  by  ambulatory  patients.  However,  con- 
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siderable  patient  education  and  patient  coor- 
dination are  required  for  proper  use.^  Com- 
pressor-driven jet  nebulizers  have  also  been 
used  and  require  less  patient  cooperation. 
Nebulizer  administration  may  be  advan- 
tageous in  individuals  who  are  too  dyspneic  to 
use  the  MDl  in  a carefully  coordinated  fashion 
and  in  young  children. 

The  best  agents  available  in  MDl  form  are 
metaproterenol  and  albuterol.  These  agents 
are  longer  acting  than  the  other  alternatives 
and  are  roughly  equivalent  to  one  another  in 
recommended  doses. ^ The  most  appropriate 
drugs  available  in  this  country  for  use  in  nebu- 
lizers are  metaproterenol  and  terbutaline. 
Metaproterenol  is  available  in  a solution  for 
nebulization.  While  it  is  long  acting,  it  is  not 


very  beta  selective  and  even  the  recommended 
dose  (10-15  mg)  can  cause  tachycardia  and  pal- 
pitations. Terbutaline  is  a more  selective  betaa 
agent.  The  solution  marketed  for  sub- 
cutaneous use  has  commonly  been  delivered 
by  jet  nebulizer  in  doses  of  up  to  2 mg.  It  is 
impractical  to  routinely  use  doses  higher  than 
this  since  the  drug  is  supplied  in  glass  vials 
containing  1 mg  each.  Selective  beta2  agonists 
such  as  albuterol,  fenoterol,  and  terbutaline 
are  available  in  other  countries  in  solutions  for 
nebulization.  The  doses  of  those  agents  com- 
monly reported  in  the  literature  appear  to  be 
up  to  several  times  as  potent  as  the  above 
noted  doses  of  nebulized  terbutaline  and 
metaproterenol.  Introduction  of  nebulized 
albuterol  or  fenoterol  or  a better  preparation  of 


TABLE  1 

CLINICALLY  IMPORTANT  CHARACTERISTICS  OF  SELECTED  BETA  AGONIST  BRONCHODILATORS 


Side  Effects 

Usual 

Duration 

Drug 

Route(s) 

a 

P. 

CNS 

of  action 

Ephedrine 

Oral 

Hypertension, 

Tachycardia 

Anxiety, 

Long 

urinary  retention 

insomnia 

Epinephrine 

Subcutaneous 

Hypertension 

Tachycardia 

Skeletal  muscle 

Anxiety 

< 1 hour 

(transient) 

tremor 

Inhaled 

Tachycardia 

Skeletal  muscle 

< 1 hour 

tremor 

Isoproterenol 

Intravenous 

Tachycardia, 

Decreased 

< 1 hour 

myocardial 

diastolic 

ischemia 

blood  pressure 
Skeletal  muscle 
tremor  (common) 
Hyperglycemia  and 
hypokalemia  (uncommon) 

Inhaled 

Tachycardia 

Skeletal  muscle 

< 1 hour 

tremor  (rare) 

Isoethorine 

Inhaled 

Skeletal  muscle 
tremor  (rare) 

Approx.  1 hour 

Metaproterenol 

Oral 

Tachycardia 

Skeletal  muscle 

3-6  hours 

tremor 

Inhaled 

Tachycardia 

Skeletal  muscle 
tremor  (rare) 

Terbutaline 

Intravenous 

Decreased  diastolic 

2-4  hours 

or 

or 

pressure 

Albuterol 

Subcutaneous 

Tachycardia 
(probably  reflex) 

Skeletal  muscle 
tremor  (common) 
Hyperglycemia  and 
hypokalemia  (uncommon) 

Oral 

Skeletal  muscle 
tremor  (prominent) 

4-6  hours 

Inhaled 

Skeletal  muscle 

3-6  hours 

tremor  (rare) 
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terbutaline  would  be  an  important  addition  to 
the  therapy  of  the  severely  dyspneic  asthmatic 
patient. 

CLINICAL  USE 

Asthma  is  a highly  variable  disease.  It  pro- 
duces a spectrum  of  symptoms  which,  based 
on  frequency  and  severity,  range  from  mild 
and  occasional  to  debilitating  and  continuous. 
Consecjuently,  clinicians  are  presented  with  a 
number  of  distinctly  different  clinical  situa- 
tions to  treat.  Adrenergic  drugs  fill  a number  of 
roles  in  the  management  of  these  clinical  prob- 
lems. 

EMERGENCY  MANAGEMENT 
OF  THE  SEVERELY  DYSPNEIC  ASTHMATIC 

Aerosolized  long-acting  beta2-selective 
agents  appear  to  be  excellent  for  "first-line” 
management  of  this  clinical  problem  because 
of  their  convenience,  rapid  onset  of  action,  and 
minimal  side  effects.  Because  of  the  difficulty 
dyspneic  patients  have  in  coordinating  the  use 
of  metered-dose  inhalers,  they  are  best  deliv- 
ered via  compressed-air  nebulizer  in  this  set- 
ting. In  terms  of  bronchodilator  effect,  aerosol- 
ized sympathomimetics  are  superior  to 
parenteral  adrenergic  drugs  and  parenteral 
theophylline. 

In  the  patient  who  fails  to  respond  promptly 
to  the  use  of  inhaled  beta2  agonist,  subcu- 
taneous terbutaline  should  be  administered. 
Optimal  therapy  in  this  situation  should  also 
include  the  use  of  intravenous  theophylline, 
guided  by  the  measurement  of  serum  concen- 
trations and  the  addition  of  short-term  corti- 
costeroid therapy. 

Intravenous  isoproterenol  may  also  be  indi- 
cated in  children  and  young  adult  asthmatics 
in  impending  respiratory  failure,  but  it  should 
be  used  only  with  extreme  caution  and  in  an 
ICU  setting.^  It  may  well  be  replaced  by  more 
beta2-receptor-selective  intravenous  agents  in 
the  near  future.^ 

AMBULATORY  THERAPY 

Acute  Bronchodilation 

All  asthmatics,  even  those  receiving  ap- 
propriate maintenance  therapy,  experience 
occasional  acute  episodes  of  bronchospasm. 


These  may  be  triggered  by  many  factors  in- 
cluding exercise,  cold  air  exposure,  allergic 
antigen  exposure,  and  viral  respiratory  infec- 
tions. An  ideal  agent  to  treat  these  episodes 
should  be  potent,  have  a rapid  onset  and  long 
duration  of  action,  produce  minimal  side 
effects,  and  be  convenient.  Albuterol  and 
metaproterenol  by  MDI  are  better  suited  for 
this  use  than  all  other  available  alternatives. 
Both  reach  maximal  effect  in  10  to  20  minutes 
and  are  virtually  without  side  effects  in  usual 
doses  ("2  puffs").  These  agents  have  similar 
durations  of  effect,  but  are  intrinsically  much 
longer  acting  than  other  beta2  agents  available 
by  MDI  (epinephrine,  isoproterenol,  and 
isoetharine).  Nebulized  terbutaline  or  meta- 
proterenol may  be  substituted  in  patients  un- 
able to  coordinate  the  use  of  the  MDI. 

A slightly  different  but  related  indication  is 
the  inhibition  of  exercise-induced  broncho- 
spasm (EIB).  Aerosolized  albuterol  and  meta- 
proterenol by  MDI  are  both  extremely  effective 
in  preventing  EIB  from  occurring  when  they 
are  taken  just  prior  to  exercise.  Again,  they  are 
roughly  equivalent  to  one  another  and  supe- 
rior to  virtually  all  other  alternatives. 

Maintenance  Therapy  in  Chronic  Asthma 

There  are  4 drug  regimens  which  have  been 
used  for  routine  prophylactic  maintenance 
therapy:  1.  oral  sympathomimetics  (terbuta- 
line, albuterol,  or  metaproterenol);  2.  routine, 
scheduled  administration  of  aerosol  sym- 
pathomimetics (albuterol  or  metaproterenol); 
3.  oral  theophylline,  and  4.  aerosolized  cro- 
molyn. 

It  is  clear  that  in  most  situations,  aerosolized 
sympathomimetic  administration  is  superior 
to  its  oral  counterpart.  Aerosol  therapy  is 
associated  with  minimal  systemic  concentra- 
tions and,  as  a result,  negligible  side  effects. 
The  significant  systemic  drug  concentrations 
resulting  from  oral  drugs  commonly  cause 
annoying  palpitations,  tachycardia  and  muscle 
tremor. 

It  is  more  difficult  to  draw  conclusions  when 
albuterol  or  metaproterenol  by  MDI  are  com- 
pared with  the  remaining  two  regimens.  Sin- 
gle-dose studies  comparing  bronchodilation 
and  inhibition  of  EIB  provide  little  insight  for 
the  control  of  chronic  asthma  symptoms.  Bet- 
ter studies  comparing  the  ability  of  each  regi- 
men to  reduce  the  daily  morbidity  of  chronic 
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asthma  are  needed.  — Richard  C.  Ahrens, 
M.D.,  Assistant  Professor  of  Pediatrics  and 
Gary  D.  Smith,  Clinical  Assistant  Professor, 
College  of  Pharmacy,  and  Clinical  Pharmacist, 
McFarland  Clinic,  Ames,  Iowa 
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in  1979  the  data  were  no  longer  reliably  avail- 
able. 

Imagine  the  effect  you  might  have  produced 
on  a practitioner  at  the  turn  of  the  century  if 
you  could  have  told  him  of  that  incredible  suc- 
cess story  about  tuberculosis,  and  also  the  suc- 
cess stories  about  smallpox,  syphilis,  typhoid 
and  cholera  that  would  be  taking  place  in  the 
next  80  years.  On  the  other  hand,  you  would 
have  had  to  disclose  to  him  the  sad  story  about 
deaths  due  to  automobile  trauma  and  heart 
attacks  which,  of  course,  he  would  have  found 
similarly  unbelievable.  And  consider  the  im- 
pact on  the  medical  delivery  system  during 
those  years  — for  example,  from  having  sana- 
toria all  over  the  landscape  to  having  trauma 
centers  all  over  the  landscape.  But  one  detail 
remains  inflexible:  the  event  of  death  occurs 
once  per  person.  Acknowledgment  of  that 
datum  might  just  influence  how  we  structure 
some  of  our  personal  educational  decisions. 
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Information  of  Interest 

STATE  DEPT.  OF 

fTT^ 

PUBLIC  HEALTH 

HMO  REVIEW  NEEDS 


This  discussion  has  been  prepared  by  the  Division  of 
Health  Facilities  of  the  Iowa  State  Department  of 
Health. 


II  MAY  NOT  generally  be  known,  but  the  Iowa 
State  Department  of  Health  has  a role  in 
monitoring  the  quality  of  health  care  delivered 
by  health  maintenance  organizations  (HMO) 
operating  in  the  state. 

An  obvious  primary  responsibility  lies  with 
each  HMO.  It  must  develop  a quality  assur- 
ance plan  which  relies  on  an  internal  peer  re- 
view system.  The  quality  assurance  plan  de- 
veloped by  each  HMO  must  be  approved  by 
the  ISDH  as  a condition  of  the  HMO  being 
certified  by  the  State  Insurance  Department. 

The  HMO  rule  requiring  a quality  assurance 
plan  is  quite  specific  in  that  it  requires  each 
HMO  to  carry  out  an  " . . . evaluation  of  the 
quality  of  care  provided  enrollees.” 

The  rule  goes  on  further  to  require  that  the 
quality  assurance  procedures  of  an  HMO  be 
monitored  by  the  Iowa  Foundation  for  Medical 
Care  (IFMC)  which  shall  look  at,  among  other 
things,  "The  professional  standards  and  prac- 
tices of  the  HMO  including  an  assessment  of 
the  quality  of  care  provided." 

The  significance  of  this  (and  other  HMO  re- 
quirements) should  not  be  underestimated,  for 
it  represents  the  first  involvement  of  the  State 
Health  Department  in  the  delivery  of  health 
care  in  the  private  physician's  office. 

This  information  on  public  health  matters  is  furnished  and  sponsored 
by  the  Iowa  State  Department  ot  Health 


The  quality  of  care  given  to  hospital  patients 
is  already  being  evaluated  by  the  hospital 
medical  staff,  and  the  HMO  quality  assurance 
program  may  choose  to  utilize  hospital  reviews 
when  appropriate. 

However,  as  stated,  one  area  that  has  not 
been  subject  to  a structured  review,  is  in  the 
office  practice  of  the  HMO  physician.  Such  a 
review  program  must  be  developed.  This  is 
true  regardless  of  the  structure  of  the  HMO: 
medical  group,  staff  model,  or  IPA.  Somehow 
each  HMO  must  carry  out  a program  by  which 
the  clinical  management  of  patients  in  the 
office  is  subject  to  review  by  other  physicians 
in  the  same  HMO,  and  a judgment  is  made. 

When  the  State  Health  Department  began  to 
look  at  the  operations  of  HMO's  in  1983,  it 
found  that  none  of  them  had  any  external  eval- 
uation of  their  peer  review  program.  After  dis- 
cussing this  requirement  with  the  HMO  repre- 
sentatives, it  became  apparent  there  was  a 
problem  in  the  acceptance  of  the  role  of  the 
IFMC  by  these  representatives. 

The  HMO  officials  agreed  with  the  require- 
ment for  a quality  assurance  program  to  be 
done  internally  through  a peer  review  mechan- 
ism, and  with  the  need  to  have  this  review 
monitored  by  an  outside  source.  However, 
there  emerged  opposition  to  the  use  of  the 
Iowa  Foundation  for  Medical  Care  (IFMC)  as 
the  external  reviewer  for  the  following  reasons: 

a.  IFMC  has  no  experience  in  reviewing 
ambulatory  care  or  HMO's. 

b.  IFMC  is  not  sympathetic  to  the  HMO  con- 
cept, and  could  be  hostile  in  its  review. 

c.  The  IFMC  would  be  expensive. 

d.  The  IFMC  approach  would  be  negative 
and  not  constructive. 

e.  It  is  not  a federal  requirement,  and  other 
states  do  not  do  it. 

f.  The  IFMC  represents  the  established  order 
(within  the  physician  community)  with  which 
the  HMO's  are  in  competition.  Therefore,  any 
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review  by  a competitor  would  be  less  than  im- 
partial. 

The  State  Department  of  Health  sees  the  fol- 
lowing advantages  in  using  the  IFMC: 

a.  The  Rule  is  specific.  It  has  been  in  place 
since  1975,  and  IFMC  has  agreed  to  take  on  the 
review. 

b.  IFMC  is  already  the  review  authority  for 
all  Iowa  hospitals,  including  those  used  by 
each  HMO.  The  Department  sees  merit  in  hav- 
ing the  same  review  authority  for  ambulatory 
care  as  for  hospital  care.  The  Department 
would  also  want  to  avoid  the  prospect  of  hav- 
ing different  review  authorities  for  different 
HMD's. 

c.  The  IFMC  is  an  organization  composed  of 


Iowa  physicians.  Presumably,  its  standards 
would  be  more  reflective  of  the  prevailing 
practice  in  Iowa  than  would  a national  or  out- 
of-state  group. 

However,  because  of  the  depth  of  feeling 
expressed  by  the  HMO  representatives  on  this 
issue,  the  Department  thought  it  best  to  seek 
the  advice  of  the  Board  of  Health. 

The  matter  was  referred  to  the  Board  of 
Health,  and  at  the  November  9,  1983  meeting 
the  Board  formed  an  ad  hoc  committee  to  meet 
with  officials  of  the  HMO's  and  the  IFMC  to 
see  if  this  problem  can  be  resolved.  The  com- 
mittee will  report  to  the  Board  at  its  meeting  on 
January  11,  1984. 


November  1983  Morbidity  Report 


Disease 

Nov. 

1983 

Total 

1983 

to 

Date 

7982 

to 

Date 

Most  Nov.  Cases 
Reported  From 
These  Counties 

Nov. 

1983 

Disease  Total 

1983 

to 

Date 

7982 

to 

Date 

Most  Nov.  Cases 
Reported  From 
These  Counties 

Amebiasis 

2 

36 

69 

Johnson 

Malaria  1 

4 

8 

Appanoose 

Brucellosis 

1 

5 

5 

Linn 

Meningitis 

Chickenpox 

211 

5824 

6483 

Scattered 

aseptic  4 

140 

94 

Chickasaw,  Johnson, 

Campylobacter 

15 

331 

322 

Scattered 

Polk 

Cytomegalovirus 

0 

11 

40 

bacterial  6 

141 

155 

Scattered 

Eaton's  Agent 

meningococcal  1 

19 

12 

Woodbury 

infection 

5 

112 

267 

Johnson,  Linn,  Sioux 

Mumps  1 

45 

51 

Mitchell 

Encephalitis,  viral 

3 

57 

45 

Bremer,  Lee,  Webster 

Pertussis  0 

0 

9 

Erythema 

Rabies  in  animals  10 

192 

365 

Scattered 

infectiosum 

2 

27 

247 

Johnson 

Reye  Syndrome  0 

2 

5 

Gastroenteritis 

Rheumatic  Fever  0 

2 

3 

(GIV) 

1122 

11419 

11144 

Scattered 

Rubella 

Giardiasis 

52 

306 

166 

Scattered 

(German  measles)  0 

0 

0 

Hepatitis,  A 

4 

28 

76 

Black  Hawk,  Linn, 

Measles  0 

0 

0 

Muscatine,  Scott 

Salmonellosis  19 

319 

304 

Scattered 

Hepatitis,  B 

9 

81 

81 

Scattered 

Shigellosis  6 

64 

67 

Scattered 

Hepatitis,  Non  A-B 

0 

38 

17 

Toxic  Shock 

Hepatitis 

Syndrome  0 

14 

4 

type  unspecified 

0 

12 

28 

Tuberculosis 

Herpes  Simplex 

68 

918 

455 

Scattered 

total  ill  0 

60 

69 

Herpes  Zoster 

0 

6 

12 

bact.  pos.  0 

42 

51 

Histoplasmosis 

1 

16 

15 

Linn 

Typhoid  Fever  0 

0 

1 

Infectious 

Venereal  diseases: 

mononucleosis 

27 

184 

179 

Scattered 

Gonorrhea  339 

4180 

4339 

Scattered 

Influenza, 

Syphilis  1 

22 

31 

Marion 

lab  confirmed 

0 

207 

74 

Influenza-like 

Other  Non-Reportable  Diseases:  Echovirus  — 15,  scattered;  Ascaris  — 1, 

Illness  (URI) 

3370 

36779 

37701 

Scattered 

Davis,  1,  Clinton,  1,  Scott;  Coxsackie  — 

- 1,  Dubuque,  1,  Polk,  1,  Scott; 

Legionellosis 

0 

6 

23 

Histoplasmosis  — 1 , Jones. 
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Medical  Developments 

NEWS/PRODUCTS. 
PROGRAMS,  ETC. 


NEW  FROM  3-M  — 3-M  has  introduced  a new 
line  of  Red  Dot  ECG  electrodes  with  a solid  gel. 
They  stay  in  place,  conform  well  to  body  con- 
tours, and  leave  virtually  no  gel  residue.  The 
hypoallergenic  adhesive  stays  in  place  and  be- 
cause the  solid  gel  column  keeps  its  shape, 
there  is  little  leakage  to  interfere  with  adhe- 
sion. 

NEW  PLASTER  BANDAGE  — Pearlcast®  polymer 
plaster  bandage  rolls  and  splints  recently  were 
introduced  by  3M.  This  product  is  cleaner  and 
molds  well.  The  exothermic  reaction  is  low. 
For  more  information  write  to  Department 
OR83-3,  Orthopedic  Products  Division,  3M, 
P.O.  Box  33600,  St.  Paul,  Minnesota  55133. 


RECENT  BOOKS 


Pfizer  Pharmaceuticals  has  introduced  the 
second  in  its  series  of  Patient  Information  Pub- 
lications. The  first,  Lenrnuig  to  Live  with  Angina, 
has  been  well  received;  over  200,000  copies 
have  been  requested.  The  new  publication. 
Learning  to  Live  with  Osteoarthritis,  is  written  in 
an  easy-to-understand  style.  These  publica- 
tions may  be  requested  from  Pfizer  Phar- 
maceuticals Healthcare  Series,  235  East  42nd 
Street,  New  York,  New  York  10017. 

Swan,  Ruth,  Editor,  1983,  THE  HUMAN 
BODY  ON  FILE,  Facts  on  File,  Inc.,  New  York, 
New  York.  (This  extensive  atlas  of  anatomy  is 
made  up  of  some  300  detachable,  loose-leaf 
line  drawings  suitable  for  photocopy.  They  are 
suitable  for  examination  paper  illustration  or 
patient  instruction.  There  are  no  captions 
directly  on  the  line  drawings.  Though  the  price 
may  seem  steep,  the  value  over  many  years  of 
usefulness  will  diminish  the  initial  cost.  The 


MODIFIED  SKIN  STAPLER  — 3M's  Surgical  Pro- 
ducts Division  has  introduced  a modification 
of  their  disposable  skin  stapler  which  releases 
staples  in  any  direction  after  insertion.  Release 
of  the  staple  by  “Precise  II  Disposable  Skin 
Stapler"  is  no  longer  dependent  on  forward  or 
backward  movement. 


AT-HOME  TEST  — C.  B.  Fleet  Company,  Inc. 
has  released  to  the  market  a do-it-yourself-at- 
home  test  kit  to  ascertain  the  presence  of  fecal 
blood.  DETEC ATEST"'  comes  with  adequate 
warning  that  it  is  not  a substitute  for  regular 
checkups  with  a physician. 


binder  is  very  durable  and  the  individual  pages 
are  on  heavy  stock  paper.) 


Interested  in  medical  history?  We  recommend 
a series  of  publications  available  from  Southern 
Illinois  School  of  Medicine,  Department  of 
Medical  Humanities,  P.  O.  Box  3926,  Spring- 
field,  Illinois  62708.  The  Pierson  Museum 
Monograph  Series  consists  of  four  mono- 
graphs: (1)  Physicians  to  the  West:  Daniel  Drake 
and  the  American  Frontier,  (2)  David  Prince:  A 
Pioneer  in  Surgical  Therapeutics  in  Central  Illinois 
(3)  William  Beaumont:  Frontier  Army  Surgeon  and 
Physiologist,  and  (4)  Elizabeth  Blackwell:  First 
Woman  M.D.  Also,  last  year,  another  publica- 
tion came  forth  — Medical  Care  in  Pioneer  Illinois 
by  John  K.  Crellin.  Dr.  Crellin,  a medical  histo- 
rian, served  on  the  staff  of  the  Wellcome  Insti- 
tute for  the  History  of  Medicine  in  London. 
More  recently,  he  has  been  with  Duke  Uni- 
versity in  Durham,  North  Carolina.  Though 
this  history  is  of  medicine  in  Illinois  from  1818 
until  the  turn  of  the  century,  it  could  well  per- 
tain to  Iowa. 
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We’ve  sot  the  one  person 
who’ll  help  keep 
your  insurance  rates 
reasonable* 


you’ve  seen  him  before.  And  talked  with  him  plenty. 
He’s  your  IMS  Account  Supervisor  and  he’s  workins 
with  you  around  the  clock  to  make  sure  your  spon- 
sored insurance  prosram  is  workins  well.  He’s  help- 
ins  you  to  control  the  frequency  and  severity  of 
incidents.  Helpins  you  to  reduce  the  size  of  claims. 
All  to  help  you  keep  your  rates  equitable. 

That’s  how  /€tna  Life  & Casualty  can  continue  to 
upsrade  the  quality  of  coverases  and  services  you’ve 
Srown  accustomed  to.  So  physicians  and  surseons  in 
Iowa  set  choice  of  coverase  forms — claims-made  or 
occurrence — as  well  as  hisher  levels  of  coverase.  Like 
$5,000,000  and  hisher. 

Those  arejust  a fewof  the  reasons  the  Iowa  Medi- 
cal Society  has  sponsored  our  prosram  for  more  than 
six  years.  For  more  reasons  and  information,  fill  out  the 
coupon. 


I 

I Without  obligation,  I’d  like  to  know  more  about  /Etna’s 
I Total  Professional  Liability/Property  Program. 


Name  or  Group 

Address 

City State Zip 

My  present  insurance  expires  on 

Write : Dale  Hoing,  Account  Supervisor 

/Etna  Life  & Casualty 
611  Fifth  Avenue 
Des  Moines,  Iowa  50309 


The  Automobile  Insurance  Company  of  Hartford,  Connecticut  061 56. 
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News  About  Colleagues 

ABOUT 

vWy 

IOWA  PHYSICIANS 

Dr.  Cecil  W,  Seibert,  Waterloo,  is  a recent 
recipient  of  three  community  honors.  On 
November  14,  the  Waterloo  Chamber  of  Com- 
merce named  him  "Citizen  of  the  Year";  on 
November  18,  Allen  Memorial  Hospital  desig- 
nated its  nursing  school  library  the  "C.  W. 
Seibert  Library,"  and  on  November  27,  St. 
Francis  Hospital  named  its  labor  and  delivery 
unit  the  "Seibert  Birthing  Center."  Dr.  Seibert 
is  a past  IMS  president  and  has  made  many 
significant  contributions  to  the  delivery  of 
health  care  in  Iowa.  . . . Dr.  David  Todd  re- 
cently began  an  orthopedic  surgery  practice  in 


Atlantic.  Dr.  Todd  received  the  M.D.  degree  at 
the  University  of  Oregon  Medical  School  and 
completed  his  orthopedic  residency  at  Stan- 
ford University.  He  is  a retired  Air  Force  offi- 
cer, having  served  for  20  years,  mostly  as  a 
flight  surgeon.  . . . Dr.  Guy  H.  Posey  recently 
joined  Drs.  Mark  S.  Taylor  and  J.  S.  Burgfech- 
tel  in  family  practice  in  Sioux  City.  Dr.  Posey 
received  the  M.D.  degree  at  the  University  of 
Maryland  and  completed  a family  practice  res- 
idency at  Siouxland  Family  Practice  Center  in 
Sioux  City.  . . . Dr.  William  R.  Panje,  Iowa 
City,  was  a program  participant  at  a recent 


IF  YOU  ARE  LOOKING  TO  BRING  DOWN  THE  COST  OF  YOUR 
OFFICE  MEDICAL  SUPPLIES,  WITHOUT  SACRIFICING  QUALITY, 

JUST  . . . ASK  FOR 

LET  US  PUT  THE  BUYING  POWER  OF  THE  WORLD’S  LARGEST 
INDEPENDENT  MEDICAL  SUPPLY  BUYING  GROUPTO  WORK  FOR 
YOU. 


Your  ^ObCO"^  dealer  is: 

Hawkeye  Medical  Supply,  Inc. 


HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  lA  52244  (319)  337-3121 
BRANCH  OFFICE:  5737  UNIVERSITY  AVE.,  DES  MOINES,  lA  50311  (515)  274-4015 


IOWA  WATS 
1-800-272-6448 


"After  the  sale  . . . it’s  the  SERVICE  that  counts. 


34  / Iowa  Medicine 


scientific  meeting  of  the  American  Academy  of 
Facial  and  Plastic  Reconstructive  Surgery.  . . . 
Dr.  Richard  T.  Honderick,  Rock  Rapids,  re- 
cently was  named  a fellow  of  the  American 
Academy  of  Family  Physicians. 


Dr.  James  D.  Kimball,  Osceola,  has  accepted  a 
faculty  position  at  Broadlawns  Medical  Center 
in  Des  Moines  effective  January  1,  1984.  A na- 
tive of  Clarke  County,  Dr.  Kimball  received  the 
M.D.  degree  at  the  U.  of  I.  and  interned  at 
Walter  Reed  General  Hospital  in  Washington, 
D.  C.  He  has  been  associated  with  the  Clarke 
Medical  Clinic  in  Osceola  since  1968.  Recently, 
Dr.  Kimball  was  named  to  the  board  of  direc- 
tors of  the  Iowa  Academy  of  Family  Physi- 
cians. . . . Dr.  Herbert  E.  Gude,  Iowa  Falls, 
recently  was  elected  vice  president  of  the  Inter- 
national College  of  Surgeons.  . . . Dr.  Boynton 
Woodburn,  Des  Moines,  has  been  named 
president  and  Dr.  Alf  Jordan,  Sioux  City, 
secretary-treasurer,  of  the  newly  formed  Iowa 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 


• A business  computer  that  will  sit  on  your  desk  and  provide  instant 
access  to  patient  information 

• Systems  with  single  or  multiple  CRT  displays  available 

• Seiko  computers  are  designed  for  solo  practice  or  multispecialty  group 

• Call  XL-DP,  Inc. 

705  E.  Second  Street,  Des  Moines 
515/284-1428  l-800/233-"XLDP"  (1-800/233-9537) 

Authorized  Seiko  Business  Computer  Dealer 

SEIKO  is  a registered  trademark  ol  K Hattort  & Co.  Ltd 
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Society  of  Plastic  and  Reconstructive 
Surgeons.  . . . Dr.  Stephen  R.  Nelson,  Coun- 
cil Bluffs,  and  Iowa  City  physicians  Dr.  Robert 
B.  Felder  and  Dr.  Peter  T.  Kirchner  recently 
were  named  fellows  of  the  American  College 
of  Physicians.  . . . Dr.  Milton  J.  Dakovich, 
Des  Moines,  and  Dr.  George  H.  West,  Jr., 
Mason  City,  are  recipients  of  special  awards 
from  the  Iowa  Foundation  for  Medical  Care. 
Dr.  Dakovich,  who  is  director  of  medical 
education  at  Des  Moines  General  Osteopathic 
Hospital,  received  the  John  H.  Sunderbruch 
Award,  and  Dr.  West,  who  practices  internal 
medicine  in  Mason  City,  received  the  Kenneth 
E.  Lister  Award.  Dr.  Sunderbruch  and  Dr.  Lis- 
ter were  instrumental  in  establishing  the 
Foundation  in  1971. 


Dr.  Veronica  W.  Butler  recently  joined  Dr. 
Horace  M.  Don  in  medical  practice  in  Keota. 
Dr.  Butler  received  the  M.D.  degree  at  Howard 
University  in  Washington,  D.  C.;  completed  a 
family  practice  residency  at  Providence  Hos- 


MILLARD  K.  MILLS 
AND  COMPANY 

Specializing  In 

COMPLETE  PRACTICE  SURVEYS 

Personnel  Management 

Public  Relations 

Group  Management 

★ ★★★★★ 

Millard  K.  Mills,  Pres. 
Certified  Professional  Bus.  Consultant 
Member:  Society  of  Professional 
Consultants 
*★★★★★ 

Serving  Iowa  Medicine  since  1949 
226  Alta  Vista  Ave. 
Waterloo,  Iowa  50703 
319-232-1197 


MERCY  HOSPITAL  MEDICAL  CENTER 

DES  MOINES,  IOWA 

PRESENTS 

LONDON  MEDICAL  SEMINAR  — 
MARCH  22-31,  1984 


TOUR  PRICE  (FROM  DES  MOINES) 

$925.00  PER  PERSON  TWIN-BASIS 
$100.00  SINGLE  SUPPLEMENT 

THE  TOUR  IS  OPEN  TO  ALL  PHYSICIANS,  NURS- 
ING & PARAMEDICAL  PERSONNEL,  AND  OTHER 
INTERESTED  PARTIES. 

ITEMS  INCLUDED  IN  THE  TOUR  PRICE  ARE: 
ROUNDTRIP  AIRFARE  FROM  DES  MOINES  TO 
LONDON,  EIGHT  NIGHTS  FIRST  CLASS  HOTEL, 
TRANSFERS  IN  ITINERARY,  PORTERAGE  OF  ONE 
SUITCASE,  HALF-DAY  SIGHT-SEEING  OF  LON- 
DON, FAREWELL  DINNER,  AND  CONTINENTAL 
BREAKFAST  DAILY. 

A DEPOSIT  IN  THE  AMOUNT  OF  $150.00  TO  THE 
LANDIS  TRAVEL  AGENCY  IS  DUE  ON  RESERVA- 
TION WITH  THE  BALANCE  DUE  60  DAYS  PRIOR 


TO  DEPARTURE. 

DAILY  MEDICAL  MEETINGS  AND  GRAND 
ROUNDS  AT  THE  NEWEST  LONDON  HOSPITAL 
ARE  AN  OPTIONAL  PORTION  OF  THIS  ITINERARY. 
THEY  WILL  BE  ARRANGED  AND  SPONSORED  BY 
THE  MEDICAL  STAFF  OFFICE,  MERCY  HOSPITAL 
MEDICAL  CENTER,  DES  MOINES,  IOWA.  PHYSI- 
CIAN AND  NURSING  CREDITS  WILL  BE  GIVEN 
FOR  MEETINGS  ATTENDED.  PLEASE  DIRECT 
QUESTIONS  REGARDING  CONTENT,  COST  AND 
SCHEDULES  TO: 

Kathie  J.  Lyman 

Administrative  Director/Medical  Staff 
Mercy  Hospital  Medical  Center 
Sixth  and  University 
Des  Moines,  lov/a  50314 
Area  Code  (515)  247-3040 
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pital  in  Southfield,  Michigan,  and  served  a 2- 
year  internal  medicine  residency  at  Henry  Ford 
Hospital  in  Detroit.  Dr.  Butler  has  been  associ- 
ated with  the  Samaritan  Health  Center  in  De- 
troit while  working  toward  the  master's  degree 
in  public  health  medical  care  at  the  University 
of  Michigan.  . . . Dr.  Clarence  E.  Douglas, 
Belle  Plaine  physician  for  25  years,  recently 
was  honored  at  an  open  house  noting  his  silver 
anniversary.  Dr.  Douglas  received  the  M.D. 
degree  at  Meharry  Medical  School  in  Nash- 
ville, Tennessee;  served  an  externship  at  Flint- 
Goodrich  Hospital  in  New  Orleans,  Louisiana 
and  interned  at  Mercy  Hospital  in  Cedar 
Rapids.  He  has  practiced  in  Belle  Plaine  since 
1958.  . . . Dr.  Andrew  C.  Smith  recently 
joined  Family  Medicine  Associates  in  Gutten- 
berg.  Dr.  Smith  received  the  M.D.  degree  at 
the  U.  of  1.  and  completed  his  family  practice 
residency  at  the  Black  Hawk  Area  Family  Prac- 
tice Clinic  in  Waterloo.  . . . Dr.  Michael  A. 
Hinz  recently  joined  the  Fort  Dodge  Medical 
Center.  Dr.  Hinz  received  the  M.D.  degree  at 
Loyola  University  Stritch  School  of  Medicine; 
interned  at  St.  Joseph  Hospital  in  Chicago,  Illi- 


nois, and  served  his  radiology  residency  at 
Weiss  Memorial  Hospital  and  Northwestern 
Memorial  Hospital  in  Chicago.  Prior  to  locating 
in  Fort  Dodge,  Dr.  Hinz  served  as  the  assistant 
radiologist  at  Forkosh  Memorial  Hospital  in 
Chicago. 

DEATHS 

Dr.  S.  F.  Yugend,  73,  Indianola,  died  October 
27  at  his  home.  Dr.  Yugend  received  the  M.D. 
degree  at  the  University  of  Minnesota  School 
of  Medicine.  He  began  medical  practice  in  Indi- 
anola in  1943.  A World  War  II  veteran.  Dr. 
Yugend  was  presented  the  Simpson  College 
Achievement  Award  in  1973  for  community 
service. 

Dr.  Edward  R.  Gann,  66,  retired  Sigourney 
physician,  died  November  10  at  University 
Hospitals  in  Iowa  City.  Dr.  Gann  received  the 
M.D.  degree  at  the  U.  of  I.  Prior  to  locating  in 
Sigourney,  he  practiced  medicine  at  Veterans 
Hospital  in  Des  Moines  and  at  the  Oakdale 
Tuberculosis  Sanitarium. 


AIR  FORCE  MEDICINE  — AN  ATTRACTIVE  ALTERNATIVE  TO  PRIVATE  PRACTICE 


Are  you  sick  of  the  paperwork  battle?  Are  you  more  familiar  with 
the  latest  computer  technologies  instead  of  those  of  your  special- 
ty? Are  supply  and  equipment  problems  getting  you  down? 

Join  our  Aerospace  Medical  team,  concentrate  on  your  medical 
practice,  and  leave  the  paperwork  hassle  to  others.  We  use  the 
group  practice  system  of  health  care;  it  allows  maximum  pa- 
tient/physician contact  with  a minimum  of  administrative  respon- 
sibilities. 


You’ll  get  to  use  those  skills  you've  gained  through  the  years  of 
education;  to  stay  up  with  new  methods  and  techniques;  and,  if 
qualified,  to  specialize. 

These  benefits  and  our  superior  employment  package  make  Air 
Force  medicine  an  attractive  alternative  to  private  practice.  To  find 
out  more  about  how  you  can  be  a part  of  the  Air  Force  health  care 
team,  contact  us  and  we  ll  answer  all  of  your  questions  without 
obligation. 

Contact 

MSgt.  Ron  LeBlanc 
319/351-6494  Call  Collect 

-J) 
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CLASSIFIED 

ADVERTISING 


FAMILY  PRACTITIONER  POSITION  — available  in  rural  setting.  20 
minutes  from  Des  Moines.  Busy  clinic  with  young  Board  Certified 
Family  Practitioners.  Write  Box  238,  Indianola,  Iowa  50125. 


FOR  SALE  — PRIVATE  PRACTICE  — Complete  with  office  equipment 
including:  1 Ritter  Table,  5 years  old,  1 Ritter  Table,  12  years  old,  EKG 
machine,  office  furniture,  etc.  ALL  IN  PERFECT  CONDITION.  Write  or 
call  E.  F.  Ritter,  M.D.,  Lake  Center  Mall,  Centerville,  Iowa  52544.  515/ 
856-8113  or  515/856-3439. 


ENJOY  THE  NORTHWOODS  — Need  an  aggressive,  hardworking 
Internal  Medicine  specialist  and  a Family  Practice  specialist  to  join  a 
brand  new  clinic  in  Eagle  River,  Wisconsin.  Great  income  potential  and 
outstanding  fringe  benefit  packages  available.  For  further  information 
call  collect  715/842-3202,  or  write  to  Administrator,  2409  N.  13th, 
Wausau,  Wisconsin  54401. 


FAMILY  PRACTICE  — Outstanding  opportunity  for  BE/BC  F.P.  with  a 
dynamic,  young  group  practice.  Located  in  exceptionally  clean  and  safe 
city  of  175,000;  home  of  state  Capitol  and  university.  Full  fringes;  salary 
commensurate  with  experience.  Send  inquiry  and  resume  to:  Dr.  Kong- 
stvedt.  Health  Central,  17th  and  "N,"  Lincoln,  Nebraska  68508.  Phone 
402/475-7000. 


FOR  SALE  — ASSORTED  ANTIQUE  MEDICAL  INSTRUMENTS  AND 
PARAPHERNALIA.  CALL  515/277-5790. 


FOR  SALE  — Modern,  large  physician's  building  and  equipment  in- 
cluding 300  Ma  X-ray  and  fluoroscope.  Thriving  medical  practice.  Excel- 
lent schools,  churches,  shopping  center,  35-bed  hospital.  Will  introduce 
and  remain  only  if  buyer  prefers.  Excellent  opportunity  for  family  prac- 
titioner, other  specialist,  or  dentist.  Address  your  inquiry  to  NO.  1552, 
JOURNAL  OF  THE  IOWA  MEDICAL  SOCIETY,  1001  Grand  Avenue, 
West  Des  Moines,  Iowa  50265. 


GENERAL  INTERNISTS  AND  FAMILY  PRACTITIONERS  IN- 
TERESTED IN  GERIATRIC  MEDICINE  — will  find  an  optimal  practice 
setting  in  our  Sun  City,  Arizona  healthcare  centers.  CIGNA  Healthplan, 
Inc.,  one  of  the  nation's  largest  prepaid  health  plans,  offers  an  opportu- 
nity to  practice  medicine  free  of  the  business  aspects.  Night  and 
weekend  call  is  very  light.  Competitive  salaries.  Excellent  benefits. 
Please  respond  to  Director,  Professional  Recruitment,  P.O.  Box  29030, 
Phoenix,  Arizona  85038.  602'954-3506. 


PSYCHIATRIST  — Board  certified  or  eligible  psychiatrist  needed  for 
consultation  position  at  Woodward  State  Hospital-School.  An  opportu- 
nity to  work  with  the  mentally  retarded  patient  of  various  ages.  3-6  hours 


BOARD  CERTIFIED  (OR  ELIGIBLE) 
FAMILY  PRACTITIONERS 

Two  or  three  compatible  physicians  (one  or  more  to  be 
female)  to  join  and,  as  desired,  in  the  next  one  to  three 
ears  to  acquire  this  exceptionally  equipped,  very 
usy  family  practice.  Within  3 hours  driving  time  of  5 
major  medical  schools.  Mid  U.S.A.  with  an  urban- 
rural  practice  with  all  specialties  represented  in  the 
immediate  area,  and  hospitals  that  will  let  your  skills 
grow  with  your  training  — new  and  acquired.  Send 
C.V.'s  and  why  you  think  you  and  your  proposed 
associates  will  exist  together  compatibly.  Reply  to 
BOX  NO.  1554,  IOWA  MEDICINE,  1001  Grand  Ave- 
nue, West  Des  Moines,  Iowa  50265. 


per  month.  Fee  negotiable.  CONTACT:  S.  Lerd,  M.D.,  Medical  Direc- 
tor, Woodward  State  Hospital-School,  Woodward,  Iowa  50276.  515/438- 
2600  Ext.  253.  AN  EQUAL  OPPORTUNITY/AFFIRMATIVE  ACTION 
EMPLOYER. 


WANTED  — Medical  equipment  or  paraphernalia  (notes,  books,  etc.)  of 
historical  value  pre-1920.  Write  or  call  D.  Doorenbos,  M.D.,  194  6th 
Avenue  N.E.,  LeMars,  Iowa  51031.  Phone  71Z546-7100. 


WANTED  — PHYSICIAN  TO  SHARE  OFFICE  SPACE  — in  large  ortho- 
paedic practice.  Close  to  hospitals,  ample  parking,  modem  X-ray  equip- 
ment and  registered  technician.  All  medical  services  and  equipment 
available  for  sharing.  Contact  Jerome  G.  Bashara,  M.D.  515/274-4949. 


FAMILY  PRACTICE  NEEDS  LOCUM  TENENS  IMMEDIATELY  — 
three  or  more  days  a week,  Thursday,  Friday  and  Saturday.  Excellent 
remuneration  with  living  and  travel  expenses.  Call  712/337-3156. 


THANKS  TO  OUR  ADVERTISERS 
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Air  Eorce  Medicine  38 
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Lilly,  Eli,  & Company 23 

Medical  Protective  Company  36 
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Millard  K.  Mills  and  Company 37 
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Referral  Guide 


PHYSICIANS' 

DIRECTORY 


ALLERGY 


GASTROENTEROLOGY  NEONATOLOGY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5677 


CARDIOLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P C. 

Y.  PRUSAK,  M.O. 

HARVEY  GILLER,  0.0. 

JEFFREY  STAHL,  M.D. 

047  1QTH 
OES  MOINES  50311 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D. 

NEWBORN  SPECIALIST,  P.C. 
421  LAUREL 
OES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
OES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


GYNECOLOGY 


LANE  A.  REEVES,  M.D.,  P.C. 

MEDICAL  ARTS  CENTER,  SUITE  355 
2055  KIMBALL  AVENUE 
WATERLOO  50702 

71  Q/97R-R7fl*1 

PRACTICE  LIMITED  TO  GYNECOLOGY 
REPRODUCTIVE  ENDOCRINOLOGY 
AND  INFERTILITY 


ALFREDO  0.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
OES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
OES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  0.0. 

DAVID  L.  FRIEDGOOD,  0.0. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
OES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


HEMATOLOGY-ONCOLOGY 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  Finn  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
OES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS’ 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-86766 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES. 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


JASJEET  SANGHA,  M.D. 

3118  BROCKWAY  ROAD 
WATERLOD  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


INTERNAL  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & ASSDCIATES,  P.C. 
DANIEL  H.  GERVICH,  M.D. 

INFECTIDUS  DISEASES 
1000  SEVENTY -THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


PULMONARY  MEDICINE,  P.C. 

STEVEN  K.  ZORN,  M.D. 

GREGORY  HICKLIN,  M.D. 

4060  WESTOWN  PKWY. 

WEST  DES  MOINES  50265 
515/225-8452 

CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
ROGER  T.  LUI,  M.D. 

STEVEN  G.  BERRY,  M.D. 

PULMDNARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MDINES  50311 
24  HOUR  515/224-1777 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES,  M.D., 
STUART  R.  WINSTON,  M.D. 

1034  FOURTH 

DES  MOINES  50314 

515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  PDINT  RD„  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 

ROBERT  A.  HAYNE,  M.D. 

THOMAS  A.  CARLSTROM,  M.D. 

METHDDIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MDINES  50309 
515/28B-1317 
NEUROLOGICAL  SURGERY 

MICHEL  ANDRE,  M.D. 

1420  WOODLAND 
DES  MOINES  50309 
515/243-5014 

PRACTICE  LIMITED  TO  NEUROSURGERY 
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OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D.,  RUSSELL  H.  WAH,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R.  WIDNER,  M.D., 
GILBERT  W.  HARRIS,  M.D.,  JAMES  A.  DAVISON,  M.D. 
309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 

OPHTHALMIC  ASSOCIATES,  P.C. 

ARTHUR  C.  WISE,  M.D.,  ROBERT  0.  WHINERY, 

M.D.,  STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 

NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D., 

MICHAEL  L.  LONG,  M.D. 

U.  JOHN  BERZINS,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1481 
MASON  CITY  50401 
515/423-8861 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE,  M.D., 
GERALD  J.  COLLINS,  M.D.,  JAMES  E.  SPODEN,  M.D. 
310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 

ROBERT  T.  BROWN,  M.D., 

ROBERT  G.  SMITS,  M.D., 

EUGENE  PETERSON,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 

OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

939  OFFICE  PARK  RD.,  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

THOMAS  OKNER,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

EAR,  NOSE  AND  THROAT  SURGERY, 

HEAD  AND  NECK  SURGERY,  FACIAL 
PLASTIC  SURGERY 

PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D., 
GERALD  W.  HOWE,  M.D., 

JAMES  J.  PUHL,  M.D., 

EDWARD  A.  DYKSTRA,  M.D., 
MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY,  M.D., 

A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-2590 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

LABORATORY  OF  CLINICAL  MEDICINE 
DRLYN  ENGELSTAD,  M.D., 

HARRY  J.  KASSIS,  M.D., 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 

MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PEDIATRICS 


PEDIATRIC  ALLERGISTS,  P.C. 

GEORGE  G.  CAUDILL,  M.D. 

VELJKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  0.  DEGRAVELLES,  JR.,  M.D. 

CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

A.  SUZANNE  MORSTAD,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION  CENTER 
IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 

2416  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-7941 

CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1402  WOODLAND 
DES  MOINES  50309 
515/284-5555 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SER- 
VICES FOR  INDIVIDUAL  ADULTS,  ADOLES- 
CENTS. CHILDREN  AND  INFANTS 


SAHERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 
2928  HAMILTON  BLVD. 

SIOUX  CITY  51104 

712/277-2379 

800/352-4962 

PSYCHIATRIC  THERAPY  — ALL  AGES 


JEAN  ARNOLD,  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY  — ALL  AGES 
COUPLE  COUNSELING 


ASSOCIATES  FOR  PSYCHIATRY  P.C. 

WM.  J.  MOERSHEL,  M.D.; 

CHAS.  G.  WELLSO,  M.D.; 

EDICK  HARTUNIAN,  M.D.; 

S.  ORTEGA,  M.D.; 

FRANCIS  A.  VASQUEZ,  M.D. 

717  A AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/364-0116 

Telephone  answered  day  or  night 

ADULT  AND  CHILD  PSYCHIATRY 
MARRIAGE  AND  FAMILY  COUNSELING 
PSYCHOLOGICAL  TESTING 


SURGERY 


A.  B.  GRUNOBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND.  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 


PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


UROLOGY 


A.  W.  WOODWARD,  M.D. 

3116  BROCKWAY  RD. 

WATERLOO  50702 
31Q/3T6-3435 

PRACTICE  LIMITED  TO  UROLOGY 
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A Monthly  Commentary 

IN  THE 

PUBLIC  INTEREST 

Environment  of  Medicine 

Book  reviews  are  not  the  usual  bill  of  fare  in 
this  space.  But  then  what  we  have  in  mind 
is  not  exactly  a book  and  not  exactly  a book 
review. 

What  we  do  have  in  mind  is  the  advocacy  of 
a new  report  from  the  Council  on  Long  Range 
Planning  and  Development  of  the  American 
Medical  Association.  We  refer  to  a 105-page 
document  called  The  Environment  of  Medicine . It 
elaborates  on  a 1981  study  by  this  Council. 

Iowa  physicians  — and  others  within  our 
borders  actively  interested  in  health  care  deliv- 
ery — have  available  an  abundance  of  printed 
commentary  on  what's  here,  what's  needed, 
and  what's  ahead.  The  challenge  is  to  select 
reading  material  that  will  help  in  forming  opin- 
ions about  future  directions.  This  AM  A study 
is  worthy  of  such  selection. 

"As  physicians,  the  members  of  the  AMA 
Council  on  Long  Range  Planning  and  Develop- 
ment cannot  forget  that  the  most  important 
scientific  challenges  of  medicine  remain  im- 
pairment and  disease.  We  are  schooled  to  re- 
spond to  these.  However,  effective  clinical  re- 
sponses to  impairment  and  disease  today  de- 
pend as  much  on  environmental  factors  as  on 
medical  science." 

This  thought  prefaces  the  AMA  report.  It 
emanates  from  Council  Chairman  Charles  F. 
O'Donnell,  M.D.  What  follows  is  succinct, 
objective  information  about  (1)  the  general 
economy,  (2)  the  demand  for  medical  care  re- 
sources, (3)  the  supply  of  medical  care  re- 
sources, (4)  the  economics  of  medical  practice, 
(5)  the  structure  of  the  medical  care  sector,  (6) 
changing  roles  in  the  health  sector,  and  (7) 
trends  in  public  and  physician  attitudes. 

Says  Dr.  O'Donnell  to  readers  of  the  report; 
"Please  keep  in  mind  that  success  in  respond- 
ing to  the  environment  within  which  the  pro- 
fession must  provide  its  services  may  be  as 


important  to  health  in  America  as  any  chal- 
lenge we,  as  a profession,  have  ever  faced.  The 
challenges  identified  in  this  report  deserve  in- 
formed attention  from  us  all." 

Ten  common  themes  are  said  to  run  through 
the  report's  seven  environmental  topics.  These 
recurring  elements  include,  for  instance,  the 
increasingly  dynamic  environment  of  medi- 
cine; the  pressure  for  change  stemming  from 
rising  costs;  the  intensity  of  governmental  in- 
itiatives; the  potency  and  uncertainty  of  medi- 
cal technology  as  a force  for  change;  the  factors 
of  dislocation,  economic  uncertainty,  unex- 
pected alliances,  etc;  these  and  other  stimuli 
appear  likely,  says  the  report,  to  cause  "the 
environment  of  medicine  to  undergo  further 
evolution  in  the  near  future." 

If  it  occurs,  the  study  suggests,  this  evolu- 
tion is  likely  to  involve  some  restructuring  of 
the  medical  care  financing  and  delivery  sys- 
tems. But,  given  the  uncertainties  of  several 
key  environmental  trends,  the  development  of 
a specific  forecast  is  difficult. 

Instead  of  attempting  predictions,  the  AMA 
Council  on  Long  Range  Planning  and  Develop- 
ment offers  useful  background  information 
and  some  interpretations  of  that  information  as 
the  basis  upon  which  county,  state  and  special- 
ty medical  societies  "can  develop  their  own 
perspectives  on  the  future  environment  of 
medicine." 

An  incisive  summary  passage  in  the  report 
declares  that  environmental  changes  can  be 
viewed  either  as  "threats"  or  "opportunities," 
depending  on  perspective.  Forward-thinking 
physicians  and  medical  organizations  are  said, 
rightfully,  to  have  an  opportunity  "to  take  the 
initiative  in  designing  the  future  environment 
of  medicine  for  the  benefit  of  the  public  and  the 
profession." 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of  ^ 

Dalmane*®  m 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 

• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy. ' *2 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients. 

• During  long-term  therapy,  which  is  sel 
dom  required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 

• Caution  patients  about  drinking  alcohol. 


driving  or  operating  hazardous  machinery 
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Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc. 
Nutley,  NJ. 

Dalmane®  ® 

(flurazepam  HCI/Roche) 


Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue dmg  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 


Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  dmg  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pmri- 
tus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilimbins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 


Dosage:  Individualize  lor  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 


Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI. 
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Only  one 
sleep  medication 
objectively 
fulfills  all  these 
important 
criteria: 

•Rapid  onset  of  sleep. 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.' 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.' 

•Continued  efficacy  for  at  least  28  nights; 

•Seldom  produces  morning  hangover.^ 

•Avoids  rebound  insomnia  when 
therapy  is  discontinued.' 
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ABOUT  THE  COVER — Borrowing  from  the  cover 
motif  of  the  1984  U.  of  I.  Family  Physician  Re- 
fresher Course  program,  our  February  frontis- 
piece capitalizes  on  the  broad  interests  and 
knowledge  of  Richard  M.  Caplan,  M.D.,  to  de- 
pict the  correlation  between  early  art  and  medi- 
cine. Additional  comment  by  Dr.  Caplan 
appears  on  page  5 1 . The  sculpture  of  TIazolteotl 
is  part  of  the  Robert  Bliss  Collection  of  Pre- 
Columbian  art,  Dumbarton  Oaks,  Washington, 
D.C. 
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Results,  side  effects  and  technical  aspects 
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Consumers  are  on  their  own  to  make  dietary  decisions 

In  the  Public  Interest 

Interpreting  surveys 
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WITH  A GOOD  MATCHUP, 


GROWTH  IS 
THE  NET  RESULT. 

Selecting  the  right  team  to  manage  your  i 

employee  benefit  fund  is  the  key  to  growth.  | 

You  want  to  be  certain  your  goals  are  clearly  I 
understood  and  the  methods  of  reaching  K 

those  goals  are  compatible  with  your  invest-  ^ 
ment  philosophy.  ^ 

At  Bankers  Trust,  our  seasoned  profes- 
sionals have  a winning  record  of  successful 
portfolio  management.  And  we  provide  a 
complete  turnkey  service  package.  We 
handle  all  of  the  custodial  and  reporting 
details  of  fund  administration. 

You  enjoy  a home  court  advantage  when 
you  work  with  us.  Our  service  is  personal- 
ized and  face-to-face,  and  our  fees  are  very 
competitive. 

We  invite  you  to  discuss  your  investment 
goals  with  our  team  of  senior  trust  officers. 
For  an  appointment,  call  245-2800.  Or 
phone  toll-free  from  anywhere  in  Iowa: 
800-362-1688.  Member  FDIC. 


48  / Iowa  Medicine 


February  is  the  time  of  the  Valentine. 

Appropriately,  then,  may  1 salute  the 
physician's  spouse  — yours  and  mine.  Our  mar- 
riage partners  must  be  individuals  of  special 
temperament;  they  have  to  be  flexible  and 
adaptable  to  live  with  you,  doctor  — and  your 
erratic  schedule. 

However  you  observe  Valentine's  Day  — 
with  traditional  cards,  flowers  or  candy,  or  in 
some  more  creative  way,  join  me  in  a personal 
expression  of  love  and  appreciation.  If,  as  they 
do,  our  patients  deserve  our  best  TLC,  so  then 
do  our  spouses. 

May  I salute,  too,  the  superb  efforts  of  our 
distaff  affiliates.  They  do  a great  job  of  support- 
ing and  augmenting  the  local,  state  and  nation- 
al efforts  of  our  medical  profession.  I refer  to 
the  county  society  auxiliaries,  the  Iowa  Medi- 
cal Society  Auxiliary  and  the  American  Medical 
Association  Auxiliary.  The  loyal  members  of 
these  groups  deserve  my  (and  our)  Valentine 
acknowledgment . 

What  has  the  IMSA  been  doing  recently? 
This  past  fall  our  Auxiliary  played  a major  role 
in  the  presentation  of  a highly-successful,  four- 
part  Governor's  Conference  on  Comprehen- 
sive School  Health  Education.  Approximately 


600  persons  attended  these  four  meetings 
around  the  state.  This  month  the  Auxiliary  will 
host  the  spouses  of  Iowa  lawmakers  at  an 
annual  brunch;  we  appreciate  the  recent  com- 
mitment of  the  Auxiliary  to  step  up  its  legisla- 
tive activity. 

My  fellow  physicians,  please  do  one  of  the 
following:  (a)  if  your  spouses  are  active  in  the 
IMS  Auxiliary,  pat  them  on  the  back  for  the 
good  work  being  done,  or  (b)  if  they  are  not 
active,  please  encourage  them  to  become  mem- 
bers this  year.  Call  IMS  headquarters  if  you 
would  like  special  membership  information 
sent  to  them  or  you. 

How  did  we  used  to  say  it  on  Valentine's 
Day?  Roses  are  red,  violets  are  blue,  members  of  the 
Auxiliary,  we  really  appreciate  what  you  do! 


Erling  Larson,  M.D. 
President 
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Outstanding  CME  — 

Right  In  Your  Own  Backyard 


A highlighf  on  the  March  medical  care  scene  will  be  the 
1984  Refresher  Course  for  the  Family  Physician  in  Iowa 
City.  This  high-quality  CME  event  has  been  going  on 
since  1946.  It  typically  attracts  about  250  physicians  to 
the  University  for  four  information-filled  days.  Think 
about  attending? 


For  nearly  40  years  Iowa  family  physicians 
have  had  a significant  continuing  medical 
education  event  available  right  in  their  own 
backyard.  We  refer,  of  course,  to  the  Refresher 
Course  for  the  Family  Physician  which  is  pre- 
sented at  the  University  of  Iowa  each  year.  The 
1984  program  is  scheduled  March  6 to  9 (Tues- 
day to  Friday). 

This  popular  conference  was  initiated  in 
1946  as  a session  for  “general  practitioners” 
just  out  of  military  service  and  about  to  resume 
private  practice.  It  was  suggested  these  physi- 
cians might  be  somewhat  “out  of  touch”  with 
medicine  on  the  home  front.  The  idea  original- 
ly was  to  help  them  “tune  in"  on  current 
medical  advancements. 

The  course  curriculum  is  now  devised 
cooperatively  by  the  University  of  Iowa  Con- 
tinuing Education  Committee,  the  clinical  de- 
partment heads,  the  Department  of  Family 
Practice  and  the  Education  Committee  of  the 
Iowa  Academy  of  Family  Physicians.  Richard 
M.  Caplan,  M.D.,  associate  dean,  continuing 
medical  education,  has  been  director  of  the  FP 
Refresher  Course  since  1970. 

Most  of  the  approximately  250  registrants 
each  year  are  Iowa  physicians.  However,  a 
sprinkling  of  doctors  also  attend  from  sur- 
rounding states. 

As  has  been  the  custom,  the  1984  Refresher 


Course  for  the  Family  Physician  is  sponsored 
by  the  U.  of  I.  College  of  Medicine  (Office  of 
Continuing  Medical  Education  and  Depart- 
ment of  Family  Practice)  and  the  Iowa 
Academy  of  Family  Physicians. 

Attendance  provides  27  hours  of  Category  I 
credit  toward  the  AMA  Physicians'  Recogni- 
tion Award  — with  the  same  hourly  credit 
awarded  from  the  American  Academy  of  Fami- 
ly Physicians. 

Once  again  the  1984  Refresher  Course  will 
give  family  physicians  and  physician's  assis- 
tants an  opportunity  to  learn  what  is  new  in 
medical  thinking  and  brush  up  on  what  is  old. 
The  emphasis  will  be  on  the  application  of 
knowledge  and  skills  to  family  practice.  It 
emerges  in  a variety  of  ways  — brief  lectures, 
panels,  small-group  discussions  and  work- 
shops, question/answer  periods,  lunch  with 
the  experts,  printed  course  syllabuses,  self- 
assessment  quizzes,  etc. 

Registrants  at  the  1984  course  will  have  the 
opportunity  to  become  certified  in  basic  car- 
diopulmonary resuscitation.  Also  those 
attending  will  have  the  chance  to  take  a com- 
plete physical  examination.  Notice  of  appoint- 
ments for  this  exam  will  be  mailed  in  advance 
to  interested  registrants. 

A wide  variety  of  program  topics  are 
planned  for  the  1984  Refresher  Course.  In- 
cluded in  the  potpourri  of  subjects  are: 

• Evaluating  Febrile  and  Other  Seizures 

• Some  Effective  Programs  to  Help  Patients 
Stop  Smoking 

• Better  Help  for  the  Head  Injured 

• Sleep  Disturbances  and  Sleep  Clinics 

• Be  More  Suspicious  About  Possible 
Melanoma 

• How  to  Identify  High-Risk  Pregnancy 
and  What  to  Do  About  It 
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• Making  School  Physicals  Worthwhile 

• Strike  Back  at  Stroke 

• Sudden  Death  — Cardiac  and  Otherwise 

• Initial  Management  of  the  Trauma  Pa- 
tient 

• Cerebral  Vascular  Evaluation 

• Endocrine  Tests  for  Depression 

• Workup  and  Help  for  Tinnitus  and  Dizzi- 
ness 

• Stable  and  Unstable  Angina 

• Low-Back  Problems 

• Coping  with  Stress  — Physician  and  Pa- 
tient 

• Diagnostic  Approach  to  Hematuria 

• Understanding  Arthritis  Better 

• Clinical  Implications  of  Monoclonal 
Antibodies  and  Percutaneous  Ultrasound 
in  Urology 


TLAZOLTEOTL 


The  following  comments  come  from  an  essay  on  the 
relationship  between  art  and  medicine  which  appears 
in  the  program  folder  for  the  1984  U.  of  I.  Refresher 
Course  for  the  Family  Physician.  It  is  written  by 
Richard  M.  Caplan,  M.D.,  associate  dean,  con- 
tinuing medical  education. 

Artists  and  physicians  have  always  shared 
many  interests,  although  neither  group 
has  thought  long  about  that  commonality. 
Judging  by  the  images  portrayed  — the  “con- 
tent” of  the  artwork  — one  may  read,  usually 
quite  directly,  what  interests  or  even  fascinates 
the  artist.  The  magnificent  statuary  of  ancient 
Greece  discloses  adoration  of  the  human  body 
as  an  object  of  beauty  and  grace.  That  feeling 
has  motivated  visual  artists  throughout  West- 
ern civilization,  although  there  have  been 
periods  when  cultural  mores  greatly  modified 
its  expression. 

Love  of  beauty  and  expression  of  personal 
emotional  reactions  have  not  been  the  only 
motivators.  Artists  have  also  wanted  to  tell 
stories,  provide  instruction,  glorify  heroes, 
patrons,  or  causes,  and  transmit  culture  — the 
mythic  and  current  history  of  the  people  — 


A special  program  will  be  offered  for  nurses 
desiring  accredited  continuing  education.  The 
University  of  Iowa  will  award  0.3  continuing 
education  units  to  nurses  for  two  programs  on 
March  6.  These  are  titled,  “The  Acquired  Im- 
mune Deficiency  Syndrome,"  and  “Families 
and  Aging:  Decisions  Toward  Care."  A 0.6  CE 
unit  is  available  for  a March  8 program  called, 
“Chronic  Sorrow:  Resources  for  Health  Profes- 
sionals and  Families." 

Registrants'  spouses  are  cordially  invited  to 
attend  all  programs. 

Full  information  regarding  registration  for 
the  1984  FP  Course  is  available  from  the  Office 
of  Continuing  Medical  Education,  U.  of  I.  Col- 
lege of  Medicine,  Iowa  City,  Iowa  52242.  Tele- 
phone 319/353-5763.  The  program  begins  at 
8:15  a.m.  on  Tuesday,  March  6,  and  continues 
to  3:45  p.m.  on  Friday,  March  9. 


unto  future  generations.  Thus,  as  well  as 
beautiful  bodies  at  the  peak  of  health  and  fit- 
ness, we  are  also  shown  individuals  wasted, 
dying,  and  dead.  Such  major  themes  in  human 
affairs  as  birth  and  death,  deformity,  injury, 
and  the  activities  of  healers  recur  constantly  in 
the  works  of  visual  artists. 

The  Aztec  fertility  goddess,  Tlazolteotl, 
shown  on  the  cover  grimacing  while  giving 
birth  to  a stunningly  mature-looking  offspring, 
illustrates  the  relationship  of  theological  con- 
cerns to  the  artist's  desire  to  portray  life  as  it 
was  occurring  around  him. 

We  tend  to  flatter  ourselves  by  calling  this  art 
“primitive."  But  no  matter  how  unsophisti- 
cated the  ideas  or  the  execution  of  early  art  may 
seem,  we  must  grant  those  artists  a “hats  off" 
for  superb  depictions,  highly  skilled  crafts- 
manship, and  an  unquestionable  deep  feeling 
for  their  subject  matter.  If  we  pursue  our 
medical  work  with  a similar  intensity  of  effort, 
consummate  skill,  and  corresponding  deep 
feeling  for  our  patients  and  our  professional 
roles,  then  we,  too,  stand  at  least  a slight 
chance  of  likewise  enjoying  the  approbation  of 
history.  — Richard  M.  Caplan,  M.D. 
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Things  You  Should  Know 


Historic  Announcement 
By  Blue  Cross 


D.  EUGENE  SIBERY 
Des  Moines,  Iowa 


The  first  general  rate  reduction  in  the  history  of  Blue 
Cross  of  Iowa  is  noted  here.  Credit  is  given  by  the  Blue 
Cross  chief  executive  to  the  public  and  the  providers  for 
the  reduction  in  in-patient  utilization. 


SEVENTEEN  MONTHS  AGO,  I stood  before  a 
joint  subcommittee  of  the  Iowa  Legisla- 
ture studying  health  care  costs  and  said 
lowans  had  "no  one  to  blame  but  themselves" 
for  the  high  cost  of  health  care. 

In  that  somewhat  controversial  testimony,  I 
invited  the  people  of  Iowa,  their  doctors,  and 
hospital  officials  to  join  us  in  attacking  this 
state's  number  one  health  care  cost  problem  — 
the  overuse  of  inpatient  hospital  services. 

Today,  I can  say  unequivocally  that  lowans 
have  "no  one  to  credit  but  themselves"  for  the 
tremendous  turnaround  in  Iowa's  utilization 
rate. 

RATE  REDUCTION/CREDIT  PLAN 

This  morning  (January  19),  Blue  Cross  of 
Iowa  filed  with  the  State  Insurance  Commis- 
sioner the  first  general  rate  reduction  in  its 
history.  In  all,  we  will  reduce  the  hospital  por- 
tion of  our  rates  to  about  one-third  of  our  near- 

Mr.  Sibery  is  president  of  Blue  Cross  and  Blue  Shield  of  lovva.  This 
discussion  is  condensed  slightly  from  remarks  made  by  Mr.  Sibery  at  a 
press  conference  in  Des  Moines  on  January  19,  1984. 


ly  one  million  subscribers  and  credit  substantial 
savings  to  the  other  two-thirds  who  receive 
coverage  through  large  employers  or  associa- 
tions. The  total  amount  of  the  rate  reduction 
and  credit  plan  is  $24  million. 

This  announcement  will  impact  two  distinct 
subscriber  groups  — first,  those  in  employer 
groups  with  25  or  fewer  employees  or  who  pay 
for  their  coverage  directly;  and  second,  those 
who  have  coverage  as  part  of  an  employer  or 
association  group  with  more  than  25  em- 
ployees or  members. 

COMMUNITY-RATED  BUSINESS 

The  small  group  and  direct-pay  subscribers 
will  receive  an  actual  reduction  for  the  hospital 
portion  of  their  rates  beginning  on  July  1.  Bar- 
ring unforeseen  circumstances,  we  also  intend 
not  to  adjust  rates  again  for  these  subscribers 
before  January  1986,  a period  of  18  months.  No 
rate  increase  is  anticipated  at  the  usual  rate 
adjustment  date  of  January  1,  1985. 

Over  the  18-month  period,  the  reductions 
range  from  a low  of  $15  for  the  low-premium 
Medicare  supplemental  contracts  to  as  much  as 
$201  for  the  comprehensive  family  group  con- 
version coverage  with  Major  Medical. 

EXPERIENCE-RATED  GROUPS 

For  large  employers  and  associations,  whose 
rates  are  based  on  each  group's  use  of  health 
care  services,  as  much  as  a 10%  credit  will  be 
applied  to  the  hospital  portion  of  their  rates  at 
the  time  of  their  annual  contract  renewal.  The 
actual  percentage  will  depend  on  the  group's 
particular  funding  arrangement  with  us. 

While  this  does  not  guarantee  an  actual  rate 
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reduction  for  subscribers  enrolled  through 
these  large  groups,  it  does  mean  the  hospital 
portion  of  their  rates  next  year  will  be  as  much 
as  10%  less  than  it  would  have  been  without 
the  rate  crediting  plan. 

Today's  announcement  culminates  3 years 
of  intensive  effort  to  reduce  inpatient  hospital 
utilization  since  the  use  of  health  care  services 
and  the  charges  for  those  services  dictate  the 
rates  we  charge  our  subscribers. 

Nearly  a year  ago,  we  presented  figures 
showing  a dramatic  decline  in  inpatient  hospi- 
tal use  in  the  2 years  since  we  mandated  utiliza- 
tion review  in  our  member  hospitals.  The  de- 
cline for  1981  and  '82  was  a combined  11.8%. 

During  1983,  inpatient  use  continued  to  de- 
cline by  an  additional  4.7%  for  a 3-year  reduc- 
tion of  16%.  What  this  means  is  that,  for  every 
6 people  hospitalized  in  1980,  one  is  not  ad- 
mitted today.  Inpatient  use  has  dropped  from 
878  hospital  days  for  every  1,000  Blue  Cross 
subscribers  under  age  65  in  1980  to  738  hospital 
days  per  1,000  subscribers  today. 

The  best  example  of  the  impact  of  utilization 
reductions  on  rates  is  the  Iowa  Farm  Bureau, 
whose  members  constitute  our  largest  group  of 
subscribers  with  an  enrollment  of  about 
100,000.  Two  years  ago,  IFB  rates,  based  on 
health  care  costs  and  experience,  increased  by 
30% . In  1983,  following  utilization  reductions, 
their  rates  increased  only  15%. 

This  year.  Farm  Bureau  rates  are  expected  to 
go  down  or  increase  only  slightly  as  a result  of 
these  utilization  reductions  and  the  rate  cred- 
iting plan.  The  recognition  for  this  success  be- 
longs to  our  subscribers  who,  along  with  Iowa 
hospitals  and  physicians,  have,  through  pri- 
vate sector  cooperation,  controlled  Iowa's 
number  one  health  care  cost  problem. 

HOSPITAL  CHARGES 

But  the  dilemma  is  not  over.  Hospital 
charges  in  1983  continued  to  rise.  The  utiliza- 
tion reductions  merely  tempered  this  trend. 
Now,  the  time  has  come  to  focus  on  the  cost 
issue  while  continuing  to  keep  inpatient  use  to 
minimum,  medically-necessary  levels. 

Our  new  hospital  prospective  payment  sys- 
tem is  designed  to  do  that.  It  is  a sensible, 
long-term  solution  to  the  cost  dilemma  which, 
in  concert  with  Medicare  and  Medicaid's 
prospective  payment  systems,  will  result  in 
positive  changes  in  the  delivery  of  health  care. 
This  will  ensure  cost  stabilization  without  sacri- 
ficing the  high  quality  of  care  in  Iowa  and  with- 


out resulting  in  cost  shifting  to  others. 

BLUE  CROSS  ROLE 

The  role  of  Blue  Cross  of  Iowa  in  the  battle  to 
control  health  care  costs  has  been  a catalytic 
one.  We  merely  provided  programs  such  as 
utilization  review  and  payment  for  outpatient 
surgery  to  set  the  stage  for  wide-ranging  im- 
provements in  the  health  care  delivery  system. 

The  rate  reduction  and  crediting  plan 
announced  today  benefits  us  as  well  as  our 
subscribers,  making  us  even  more  competitive 
in  the  marketplace.  Our  unique  non-profit  sta- 
tus, coupled  with  our  social  mandate  to  protect 
the  welfare  of  the  public  from  catastrophic 
health  care  expenses,  allows  us  to  reduce  rates 
and  credit  savings  voluntarily  rather  than  simp- 
ly profit  from  this  improvement.  And  it  should 
boost  Iowa's  economy  at  the  same  time. 

Blue  Cross  and  Blue  Shield  of  Iowa's  finan- 
cial health  continues  to  be  strong.  Our  admin- 
istrative costs  as  a percentage  of  the  rate  in- 
come have  been  reduced  markedly  over  the 
past  year  and  remain  among  the  best  in  the 
industry.  We  are  pleased  we  can  share  the 
success  with  our  subscribers. 

BLUE  SHIELD  AND  MAJOR  MEDICAL  RATES 

The  rate  reduction  and  credit  plan  is  for  the 
Blue  Cross  — or  hospital  portion  — of  the  rates 
only.  Barring  unforeseen  circumstances,  we 
also  intend  to  keep  Blue  Shield  and  Major 
Medical  rates  the  same  for  small-group  and 
direct-pay  subscribers  over  the  18-month 
period  covered  by  the  rate  filing.  This  comes 
on  the  heels  of  a 25.5%  reduction  in  Major 
Medical  rates  which  became  effective  January 
1. 

Except  for  subscribers  with  Medicare  sup- 
plemental coverage,  this  rate  reduction  and 
credit  plan  does  not  necessarily  affect  subscrib- 
ers in  the  26  northwest  Iowa  counties  covered 
by  Blue  Cross  of  Western  Iowa  and  South 
Dakota.  However,  direct-pay  and  small-group 
subscribers  will  benefit  from  our  intention  not 
to  increase  rates  for  Blue  Shield  and  Major 
Medical  coverage  for  18  months. 

The  only  subscribers  in  the  73-county  area 
covered  by  the  Des  Moines  Blue  Cross  Plan 
who  are  not  affected  by  our  announcement  are 
those  who  have  coverage  through  national  em- 
ployers, companies  headquartered  in  other 
states,  and  the  Federal  Employee  Health  Ben- 
efit Program.  This  amounts  to  only  6%  of  our 
nearly  one  million  subscribers. 
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MERCY  HOSPITAL  MEDICAL  CENTER 


DES  MOINES,  IOWA 
PRESENTS 

PERSONAL  COMPUTERS 
IN  MEDICINE’’ 

WEDNESDAY, 
MARCH  14,  1984 

8:00  A.M.  TO  4:00  P.M. 


GUEST  FACULTY: 

JAMES  A.  BLACKMAN.  M.D. 

ASSISTANT  PROFESSOR  OF  PEDIATRICS 
DEPARTMENT  OF  PEDIATRICS 
THE  UNIVERSITY  OF  IOWA 
IOWA  CITY,  IOWA 

TOPIC:  “SIMULATED  CLINICAL  CASE 

STUDIES  USING  COMPUTERIZED 
VIDEO  DISKS” 

JONATHAN  L.  ELION.  M.D. 

ASSISTANT  PROFESSOR  IN  CARDIOLOGY 
DEPARTMENT  OF  MEDICINE  (CARDIOLOGY) 
UNIVERSITY  OF  KENTUCKY 
MEDICAL  CENTER 
LEXINGTON,  KENTUCKY 

TOPICS:  “DATABASE  MANAGEMENT 
SYSTEMS,  INFORMATION 
NETWORKS  AND 
REMOTE  LINKUPS  and 
PERSONAL  COMPUTERS  IN 
MEDICAL  EDUCATION” 

WILLIAM  R.  FELTS.  M.D. 

PROFESSOR  OF  MEDICINE 
THE  GEORGE  WASHINGTON  UNIVERSITY 
MEDICAL  CENTER 
WASHINGTON,  D.C. 

TOPIC:  “SELECTING  FUNCTIONS  FOR 

COMPUTER  PERFORMANCE” 


BARRY  GINSBERG.  M.D.,  PH.D. 

ASSOCIATE  PROFESSOR  OF  MEDICINE 
DEPARTMENT  OF  INTERNAL  MEDICINE 
THE  UNIVERSITY  OF  IOWA 
IOWA  CITY,  IOWA 

TOPICS:  “HOME  APPLICATIONS  OF 

PERSONAL  COMPUTERS  and 
PATIENT  EDUCATION  USING 
PERSONAL  COMPUTERS” 

RICHARD  E.  HORTON,  PH.D. 

ASSOCIATE  PROFESSOR  OF 
COMPUTER  ENGINEERING 
IOWA  STATE  UNIVERSITY 
AMES,  IOWA 

TOPICS:  “PERSONAL  COMPUTER 

MYTHOLOGIES  and  PERSONAL 
SELECTION:  JUSTIFICATION 
OR  RATIONALIZATION?” 
PANEL  DISCUSSION 

“THE  PERSONAL  COMPUTER  IN 
PERSPECTIVE:  A LOOK 
INTO  THE  FUTURE” 


THE  SEMINAR  WILL  BE  HELD  IN  BEH  AUDITORIUM  SOUTH-1 

Medical  Education  Department 
contact:  Mercy  Hospital  Medical  Center 
Sixth  and  University 
Des  Moines,  Iowa  50314 
Ph.  # (515)  247-3042 


A.M. A.  Approved  for  6 hours  Category  1 of 
the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 

Approved  A.A.F.P.  6 hours  Prescribed  Credit. 
A.O.A.  6 hours  Category  2-D  Credit. 

CEU’s:  0.6  (6  contact  hours) 


Physicians  Fee $50.00 

Physicians'  Assistants  Fee  $20.00 

Nursing  Fee  $20.00 

Paramedical  Fee  $20.00 

Complimentary Residents, 

Interns  & Medical  Students 

ADVANCED  REGISTRATION  REQUESTED! 


54  / Iowa  Medicine 


Marion  E.  Alberts,  M.D. 


COMMENTING 


EDITORIALLY 


DEVOTION 


"It  is  necessary  for  hym  that  is  sycke  to  have  two  or 
Hi  good  kepers."  The  Dyetary  ofHelth,  Chapter  XL. 
— Andrew  Boorde  (1490-1549) 


The  temperature  outdoors  had  fallen  to 
new  lows.  The  windchill  factor  had  an  in- 
creasingly devastating  effect  on  personal  com- 
fort. The  snow  piled  higher  and  higher.  Yet, 
early  in  the  morning  and  late  at  night  a work- 
force of  devoted  persons  endured  the  miser- 
able weather  to  serve  the  sick. 

The  doors  of  a hospital  are  never  locked.  The 
employees  are  there  day  and  night.  Many  are 
devoted  to  their  duties  far  beyond  the  loyalty 
shown  by  workers  in  other  occupations.  The 
sick  are  their  responsibility.  The  sick  depend 
on  every  hospital  employee  — the  housekeep- 
ing personnel,  the  nurses  and  nurses'  aides, 
the  ancillary  personnel  (laboratory  technolo- 


TIME DOESN'T  CHANGE 

^/TA7e  must  set  about  through  ways  and 
w H means  in  our  own  individual  sphere  to 
show  the  public-body  our  good  mtentions  and  in- 
crease our  usefulness.  Our  efforts  to  dictate  legisla- 
tion have  failed  utterly  in  the  last  few  years,  and  our 
sphere  of  usefulness  should  be  to  increase  our  facili- 
ties to  render  better  service  and  to  prevent  adverse 


* Editorial,  Some  of  the  problems  relating  to  the  practice  of  medicine, 
JIMS,  13:287-288,  July  1923. 


gists,  pharmacists,  surgical  technologists),  as 
well  as  the  physicians.  Often  when  vicious 
winter  weather  becomes  the  villain,  the  day- 
shift  is  stranded  and  must  stay  all  night,  and 
the  next  shift  is  likewise  stranded  at  home. 
Continuing  hours  of  devoted  labor  for  the  wel- 
fare of  the  patients  becomes  an  accepted  re- 
sponsibility. 

Too  often  we  are  remiss  in  our  thanks  to 
these  fine  people.  They  are  special  individuals 
for  they  labor  in  an  atmosphere  of  love.  It  is 
appropriate  as  a Valentine  greeting  to  express 
love.  So  it  is  with  this  short  message.  We  love 
all  you  hospital  employees  who  devote  your 
lives  to  helping  us  practice  medicine.  The  fu- 
ture well-being  of  the  sick  and  injured  depends 
upon  your  continuing  devotion  to  their  needs. 

Happy  Valentine's  Day  to  all  hospital  em- 
ployees. We  love  you!  — M.E.A. 


"The  trained  nurse  has  become  one  of  the  great 
blessings  of  humanity,  taking  a place  beside  the 
physician  and  the  priest,  and  not  inferior  to  either  in 
her  mission."  Sir  William  Osler  (1849-1919). 


legislation  which  may  retard  scientific  investigation 
in  the  field  of  medicine  and  increase  the  danger  of  the 
spread  of  mfectious  diseases." 

"The  really  serious  danger  from  the  public  is  that 
the  public  may  endeavor  to  secure  medical  service  by 
legislation  in  the  direction  of  state  medicine,  at  terms 
that  will  be  disastrous.  We  must  show  a spirit  of 
united  effort  in  our  own  work  and  a better  organiza- 
tion, not  perhaps  in  our  public  clinics,  but  in  our 
society  work."* 

These  words  are  from  an  unsigned  editorial 
(Please  turn  to  page  65) 
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A Primer  for  the  Practitioner 


Cervical  Spine  Involvement 
In  Rheumatoid  Arthritis 


CHARLES  R.  CLARK,  M.D. 
Iowa  City,  Iowa 


Prompt  recognition  of  cervical  spine  involvement  is  im- 
portant. The  initiation  of  appropriate  treatment  may 
avoid  the  consequences  of  spinal  instability  with  result- 
ing neurological  deficit.  The  author  stresses  evaluation 
of  the  neck  in  patients  with  rheumatoid  arthritis. 


Rheumatoid  arthritis  frequently  involves 
the  cervical  spine.  More  than  85%  of  pa- 
tients with  moderate  to  severe  rheumatoid 
arthritis  show  some  radiographic  abnor- 
malities.^' ^ The  cervical  spine  is  often  over- 
looked in  rheumatoid  patients.  It  is  an  involve- 
ment to  be  considered  because  of  the  possible 
serious  consequences.  Progressive  instability 
of  the  upper  cervical  spine  may  lead  to  upper 
spinal  cord,  medullary  and  vertebral  com- 
pression with  resultant  severe  neurological 
deficit  or  even  death. Cranial  settling  is 
probably  the  most  serious  life-threatening 
complication. 


Dr.  Clark  is  an  assistant  professor  in  the  Department  of  Orthopaedic 
Surgery,  College  of  Medicine,  University  of  Iowa,  Iowa  City,  Iowa. 


Fifteen  to  36%  of  advanced  rheumatoid  pa- 
tients demonstrate  atlantoaxial  instability,^ 
and  5-8%  show  some  degree  of  cranial  set- 
tling.^® There  is  little  correlation  between  the 
duration  of  the  disease,  the  clinical  manifesta- 
tions, or  various  laboratory  tests  and  involve- 
ment of  the  cervical  spine. Involvement, 
however,  is  most  common  in  patients  with 
more  severe  rheumatoid  disease. 

Three  lesions  most  often  produce  neural  in- 
volvement and  intractable  pain:  atlantoaxial 
subliixation,  subaxial  siibluxation  (second  to  the 
seventh  cervical  vertebrae)  and  superior  migra- 
tion of  the  dens  into  the  foramen  magnum,  i.e., 
cranial  settling. The  terminology  is  some- 
what confusing,  especially  with  respect  to  cra- 

TABLE  I 

CLASSIFICATION  OF  CERVICAL  SPINE  INVOLVEMENT  IN 
RHEUAAATOID  ARTHRITIS 


I.  Atlantoaxial  Subluxation 

II.  Cranial  Settling 

III.  Subaxial  Subluxation  (C3-C7) 


nial  settling.  Synonymous  terms  include:  up- 
ward migration  of  the  dens,^®  translocation  of 
the  dens,^^'  vertebral  subluxation  of  the 
odontoid^^  and  basilar^®  or  pseudobasilar 
invagination.^^'  The  term  cranial  settling 
most  accurately  represents  the  pathology  and 
is  used  in  Table  I.  Sherk  emphasized  the  im- 


THE  IOWA  MEDICAL  EOUNDATION  HAS  DESIGNATED  THIS  ARTICLE  AS  THE  HENRY  ALBERT 
SCIENTIFIC  PRESENTATION  FOR  THE  MONTH  OF  FEBRUARY  1984 
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TABLE  II 

RADIOGRAPHIC  CRITERIA  OF  CERVICAL  SPINE  INSTABILITY 


I.  Atlantoaxial  Subluxation  Greater  Than  3 mm. 

II.  Cranial  Settling: 

A.  Dens  greater  than  3 mm.  above  Chamberlain's  line 

B.  Dens  greater  than  4.5  mm.  above  McGregor's  line 

C.  Dens  above  Wackenheim's  line 

III.  Subaxial  subluxation  greater  than  3.5  mm. 


Figure  1 . (Above)  Schematic  diagram  of  ring  of  Cl  dens.  Note 
that  the  transverse  ligament  holds  the  dens  tightly  against  the 
anterior  position  of  the  ring  of  C 1 . (Below)  With  rheumatoid  involve- 
ment of  the  spine  the  transverse  ligament  becomes  attenuated  and 
the  dens  subluxates  posterior  with  resultant  cord  compression. 


Figure  2.  Lateral  tomogram  with  Metrizamide  contrast  of  cranio- 
cervical junction  demonstrating  synovial  proliferation  just  posterior 
to  dens  with  secondary  erosion  of  dens. 


portance  of  differentiating  cranial  settling  from 
atlantoaxial  instability Atlantoaxial  instability  is 
a relatively  benign  process  with  less  than  20% 
of  patients  showing  progressive  instability.^^ 
Cranial  settling,  however,  progresses  in  33-50% 
of  patients. 

This  paper  delineates  cervical  spine  man- 
ifestations of  rheumatoid  arthritis  and  stresses 
the  importance  of  evaluating  the  neck  in  pa- 
tients with  advanced  disease. 

PATHOLOGY 

The  pathology  of  rheumatoid  arthritis  in  the 
cervical  spine  resembles  that  in  peripheral 
joints.  Inflammation  of  the  synovium  leads  to 
ligament  attenuation  and  disruption  as  well  as 
bone  and  cartilage  destruction.  The  primary 
joints  involved  include  the  atlantooccipital, 
atlantoaxial,  atlantodental  and  the  neuro- 
central joints  or  joints  of  Luschka.  These  joints 
are  all  lined  by  synovial  tissue  and  are  a feature 
only  of  the  cervical  spine.  This  appears  to 
account  for  the  tendency  of  rheumatoid  in- 
flammation to  involve  this  portion  of  the  spine 
while  dorsal  and  lumbar  portions  generally 
escape. 

In  atlantoaxial  subluxation,  osteoporosis, 
synovial  effusion  and  proliferation  of  synovial 
tissue  combine  to  cause  destructive  changes  in 
the  odontoid  process,  the  transverse  and  alar 
ligaments,  and  the  lateral  masses  of  the  atlas 
and  occipital  condyles.^'  Early  in  the  dis- 
ease, synovitis  and  effusion  in  the  atlan- 
todental joint  permit  an  abnormally  large  ex- 
cursion of  the  atlas  on  the  axis.  Later,  progres- 
sive erosion  of  the  dens  often  accompanies 
attenuation  or  destruction  of  the  transverse 
and  alar  ligaments.  Instability  of  the  atlas  be- 
comes greater  and  the  effective  cervical  canal 
diameter  decreases  as  these  changes  pro- 
gress'^ (Figure  1).  The  width  of  the  cervical 
canal  and  the  degree  of  synovial  proliferation 
are  among  the  most  important  determinants  of 
neural  deterioration.^  Synovial  proliferation 
may  be  profound  even  in  the  presence  of 
minimal  subluxation  and  this  alone  may 
account  for  neurological  deficit  (Figure  2). 
Bony  destruction  of  the  dens  due  to  proliferat- 
ing pannus  may  also  lead  to  significant  insta- 
bility and  neurologic  compromise. 

Significant  involvement  of  the  atlantooc- 
cipital joint  may  lead  to  destruction  of  the  oc- 
cipital atlantoaxial  complex  allowing  the  skull 
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to  settle  to  a lower  level  on  the  cervical  spine 
and  the  odontoid  process  to  project  above  the 
level  of  the  foramen  magnum. 
Neurological  problems  result  from  impinge- 
ment of  the  medulla  oblongata  and  proximal 
cord  by  the  dens.  The  vertebral  arteries  may 
also  be  occluded  as  they  converge  to  enter  the 
skull  between  the  dens  and  margins  of  the 
foramen  magnum.  Swinson  noted  that  bone 
and  cartilage  destruction  as  opposed  to 
ligamentous  laxity  permits  the  occiput  and  Cl 
to  settle  upon  (Figure  3). 

Involvement  of  the  neurocentral  joints  by 
the  rheumatoid  inflammatory  process  leads  to 
instability  and  subluxation  in  the  subaxial  re- 
gion of  the  cervical  spine. 

CLINICAL  PRESENTATION 

The  neurological  status  of  a patient  with  se- 
vere rheumatoid  disease  can  be  difficult  to 
ascertain  because  of  the  multifocal  involve- 
ment. Involvement  of  the  hands,  peripheral 
nerve  entrapment,  root  involvement  by  for- 
aminal  encroachment,  and  cord  or  brain  stem 
compression  by  bony  displacement  may  all 
lead  to  weakness  and  neurological  deficit.  One 
must  realize  that  neural  deficit  may  not  be  due 
to  peripheral  involvement  and  may  indeed  be 
secondary  to  changes  in  the  cervical  spine. 

(Please  turn  to  page  60) 


Figure  3.  Lateral  (left)  and  anteroposterior  (right)  tomograms  of 
the  cranio-cervical  junction  demonstrating  destruction  of  Cl  result- 
ing in  cranial  settling. 


Figure  4.  Schematic  diagram  of  the  cranio-vertebral  junction 
demonstrating  radiographic  parameters  of  cranial  settling.  (W  = 
Wackenheim's  clivus  baseline,  C = Chamberlain's  line.  Me  = 
McGregor's  baseline.) 


Figure  5.  (Left)  Preoperative  lateral  radiograph  demonstrating  8 mm.  of  atlantoaxial  subluxation.  (Right)  Postoperative  lateral  radiograph 
demonstrating  C1-C2  fusion  wires  and  an  acceptable  atlantoaxial  relationship. 
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Clinical  signs  and  symptoms  range  from 
none  to  quadriplegia.  The  earliest  symptoms 
include  posterior  occipital  headache  and  pain 
along  the  course  of  the  greater  occipital  nerve. 
Later,  patients  may  complain  of  hand  weak- 
ness, difficulty  in  walking  and  a sense  of  im- 
pending doom  with  head  flexion.^  Clinical 
signs  may  also  be  negative  or  patients  may 
present  with  confusing  symptoms  and  signs 
such  as  weakness  in  the  hands  with  hypore- 
flexia  of  the  upper  extremities  and  spasticity 
with  hyperreflexia  and  positive  Babinski  signs 
in  the  lower  extremities.^ 

Certain  findings  should  alarm  the  physician: 
an  abrupt  increase  in  the  severity  of  neck  pain, 
urinary  incontinence,  increasing  weakness, 
spasticity  of  lower  extremities,  or  change  in 
ambulatory  status.  One  must  always  consider 
the  possibility  of  cervical  spine  involvement 
when  one  of  these  changes  appears.  Vertebral 
artery  thrombosis  or  stenosis  should  be  sus- 
pected when  vertigo,  nystagmus  or  dysphonia 
develop. 

RADIOGRAPHIC  FINDINGS 

Initial  radiographic  examinations  for  eval- 
uating the  neck  should  include  standard  anter- 
oposterior and  lateral  flexion/extension  roent- 
genograms. Cervical  polytomography, 
myelography,  and  computerized  tomography 
are  often  required  to  fully  evaluate  the  extent 
of  cervical  spine  involvement. 

A standard  lateral  flexion/extension  view 
helps  to  determine  atlantoaxial  stability.  Ana- 
tomical studies  have  shown  that  more  than  4 
mm  of  atlantoaxial  subluxation  indicates  at- 
tenuation or  even  rupture  transverse  ligament. 
Greater  than  6 mm  of  subluxation  indicates 
rupture  or  attenuation  of  the  alar  ligaments 
and  subsequent  C1/C2  dissociation.  Martel 
states  that  greater  than  3 mm  of  subluxation 
between  the  dens  and  anterior  atlantal  arch  on 
a lateral  flexion/extension  view  is  abnormal. 
Several  measurements  help  define  cranial  set- 
tling. Chamberlain's  line  is  drawn  from  the 
posterior  edge  of  the  hard  palate  to  the  pos- 
terior rim  of  the  foramen  magnum.  The  tip  of 
the  dens  should  protrude  no  more  than  3 mm 
above  this  line.  McGregor's  baseline,  which  is 
similar,  extends  from  the  caudad  tip  of  the 
occiput  to  the  posterior  portion  of  the  hard 
palate.  The  tip  of  the  dens  is  normally  less  than 
4.5  mm  above  this  line.  Wackenheim's  clivus 
baseline,  drawn  along  the  cranial  surface  of  the 


clivus,  should  normally  be  tangent  to  or  barely 
intersect  the  tip  of  the  odontoid.  An  abnormal- 
ity beyond  the  limits  of  these  indicates  cranial 
settling  (Figure  4).  Use  of  Chamberlain's  line  to 
determine  the  extent  of  cranial  settling  is  pre- 
ferred by  the  author. 

Subaxial  subluxation  may  also  result  in  in- 
stability. White  has  shown  when  there  is  great- 
er than  3.5  mm  of  subaxial  subluxation  the 
cervical  spine  is  unstable^®  (Table  2). 

TREATMENT 

Treatment  is  based  upon  the  presence  of 
signs  and  symptoms  and  not  strictly  on  the 
basis  of  radiographic  findings.  The  presence  of 
subluxation  on  dynamic  roentgenograms  does 
not  per  se  warrant  fusion.  There  must  be  symp- 
toms sufficiently  significant  to  warrant  the 
hazards  of  surgery.^  Patients  with  mild  atlan- 
toaxial subluxation  who  complain  of  intermit- 
tent headaches  are  often  treated  symptomati- 
cally. A hard  cervical  collar  may  be  prescribed 
when  such  patients  ride  in  a car.  The  key  when 
following  patients  with  early  involvement  is 
periodic  examination,  including  a lateral  flex- 
ion/extension radiograph. 

The  decision  to  operate  is  difficult.  Relative 
indications  for  surgery  include  increasingly  se- 
vere neck  pain,  severe  occipital  neuralgia  and 
progressive  instability.  Most  authors  agree 
surgery  is  indicated  when  neurological  signs 
develop.  Ranawat  states  because  the  mye- 
lopathy that  occurs  in  these  patients  may  be- 
come irreversible,  early  surgery  is  indicated 
even  in  patients  without  significant  neurologic 
involvement  if  they  have  mobile  atlantoaxial 
subluxation  greater  than  8 mm  or  mobile  sub- 
axial subluxation  greater  than  4 mm.  Regard- 
less, the  presence  of  neurological  signs  and 
symptoms  indicate  that  the  upper  cervical  cord 
and  medulla  are  at  serious  risk,  and  treatment 
should  be  prompt. 

Several  surgical  procedures  are  used  at  the 
University  of  Iowa  when  surgery  is  indicated. 
A posterior  fusion  of  the  Brook's  type  is  util- 
ized in  patients  with  significant  atlantoaxial 
instability.^^  We  initially  manage  cranial  set- 
tling with  skeletal  traction.  If  the  dens  can  be 
reduced  and  the  patient's  neurological  status 
improves,  these  patients  can  then  be  treated  by 
posterior  occipital-cervical  fusion.  However,  if 
the  dens  cannot  be  reduced  or  the  neurological 
deficit  does  not  improve,  the  patient  may  need 
a resection  of  the  dens  combined  with  a pos- 


60  / Iowa  Medicine 


terior  occipital-cervical  fusion.  Patients  with 
significant  subaxial  subluxation  are  managed 
with  posterior  cervical  fusions.  Bone  grafts  are 
used  in  all  of  these  fusions.  Anterior  fusions 
have  not  been  successful  in  these  patients.^ 

Methylmethacrylate  has  been  advocated  re- 
cently as  an  adjunct  to  cervical  spine  fusions  in 
patients  with  rheumatoid  disease.'^'  The  use 
of  the  methacrylate  as  an  adjunct  to  the  stan- 
dard fusion  may  provide  several  advantages 
including  immediate  rigid  fixation,  avoidance 
of  postoperative  orthoses,  facilitation  of  nurs- 
ing care,  and  decreased  operative  time  and 
blood  loss.  The  acrylic  enhances  the  fixation  of 
wire  to  bone,  eliminates  motion  between  wires 
and  bone,  thereby  decreasing  the  chance  of 
wire  and/or  bone  failure,  and  it  may  also  be 
used  to  support  and  stabilize  bone  grafts.  We 
use  adjunctive  methylmethacrylate  sparingly 
and  only  for  selected  cases. 

CASE  HISTORIES 

Case  1 — N.  J.,  a 45  year  old  female  had  a 2 
year  history  of  intermittent  occipital  head- 
aches. She  developed  severe  posterior  cervical 
pain  and  complained  of  paresthesias  in  both 
hands  with  neck  flexion  one  month  prior  to 
admission.  The  patient  also  complained  of  ver- 
tigo and  tinnitus  with  neck  motion.  Dynamic 
lateral  flexion/extension  roentgenograms  dem- 
onstrated 8mm  of  subluxation.  The  patient 
underwent  a Brook's  type  posterior  cervical 
fusion  from  Cl  to  C2  uneventfully.  One  year 
postoperative  she  remains  asymptomatic  (Fig- 
ure 5). 

Case  2 — M.  L.,  a 47  year  old  female  had  a 5 
year  history  of  intermittent  posterior  cervical 
pain  and  occipital  headaches.  Prior  to  admis- 
sion, she  had  a 3 month  history  of  bilateral 
upper  extremity  paresthesias  and  weakness. 
During  this  interval,  the  patient  deteriorated 
from  ambulation  with  a walker  to  a wheel- 
chair. Cervical  spine  roentgenograms  revealed 
atlantoaxial  subluxation  of  7 mm  and  cranial 
settling  of  8 mm  beyond  Chamberlain's  line. 
The  patient  was  placed  in  skeletal  traction.  A 
myelogram  of  the  cranial-cervical  junction 
demonstrated  significant  compression  of  the 
medulla  by  the  dens.  Neurological  status  im- 
proved markedly  with  traction.  Following  2 
weeks  in  traction,  the  patient  had  only  mild 
weakness  of  her  upper  extremities  which  she 
felt  was  her  baseline.  We,  therefore,  per- 
formed a posterior  occipital  to  cervical  fusion 


Figure  6.  Lateral  tomogram  of  cranio-cervical  junction.  Dashed 
line  indicates  Chamberlain's  line  and  unbroken  line  indicates  Wack- 
enheim's  clivus  base  line.  Significant  cranial  settling  is  present. 


Figure  7.  (Left)  Lateral  radiograph  of  patient  in  1 976  following  a 
posterior  Cl  -2  fusion.  Note  the  relative  normal  appearance  of  the 
subaxial  cervical  spine.  (Right)  Lateral  radiograph  of  same  patient 
in  1980  demonstrating  significant  subaxial  subluxation. 

utilizing  bone  graft  and  adjunctive  methyl- 
methacrylate. Four  months  post-operation  the 
patient  walks  with  her  walker  (Figure  6). 

Case  3 — G.  P.,  a 65  year  old  female,  under- 
went a posterior  C1-C2  fusion  for  atlantoaxial 
instability  in  1976.  In  1980,  she  developed 
paresthesias  of  both  hands  and  was  felt  to  have 
bilateral  carpal  tunnel  syndromes.  On  further 
evaluation,  she  had  weakness  in  both  upper 
extremities  with  hyporeflexia  as  well  as  spas- 
ticity of  the  lower  extremities.  The  patient  was 
also  confined  to  a wheelchair  for  3 months 
because  of  weakness  in  her  legs.  Lateral  flex- 
ion/extension radiographs  demonstrated  sig- 
nificant subaxial  subluxation  at  multiple  levels. 
After  2 weeks  in  cervical  traction  the  alignment 
of  her  cervical  vertebral  column  improved.  Her 
neurological  status  also  improved,  and  the  pa- 
(Please  turn  to  page  62) 
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tient  underwent  a posterior  cervical  fusion 
from  C2  to  T1  utilizing  bone  graft  and  adjunc- 
tive methylmethacrylate.  After  one  and  a half 
years  of  follow-up  she  walks  with  a walker  and 
has  good  strength  of  all  extremities  (Figure  7). 

DISCUSSION 

Rheumatoid  arthritis  commonly  involves 
the  cervical  spine,  and  the  physician  treating 
such  patients  must  recognize  this.  In  patients 
with  rheumatoid  arthritis,  the  following 
should  alert  the  physician  to  the  possibility  of 
cervical  spine  involvement:  severe  neck  pain, 
bizarre  weakness  or  paresthesias  of  the  hands 
and  upper  extremities,  change  in  ambulatory 
status,  spasticity  of  the  lower  extremities,  or 
urinary  incontinence. 

Surgery  is  indicated  in  only  a small  percent- 
age of  patients  with  rheumatoid  arthritis. 
Ranawat  has  estimated  that  only  0.7%  of  pa- 
tients with  rheumatoid  arthritis  require  surgi- 
cal intervention  in  the  cervical  spine. When 
neurological  signs  develop  because  of  involve- 


ment of  the  cervical  spine,  treatment  should  be 
prompt  because  the  upper  cervical  cord  and 
brain  stem  are  at  serious  risk. 

Significant  atlantoaxial  subluxation  may  be 
present  in  the  asymptomatic  patient.  One 
must  not  have  a false  sense  of  security  when 
examining  or  treating  such  patients.  In  order  to 
rule  out  a significant  instability,  all  patients 
with  advanced  rheumatoid  arthritis  who  are 
undergoing  anesthesia  for  a surgical  procedure 
must  have  dynamic  lateral  flexion/extension 
x-rays  prior  to  the  induction  of  anesthesia. 

The  physician  must  always  be  cognizant  of 
the  possibility  of  cervical  spine  involvement  in 
the  rheumatoid  patient.  Prompt  recognition  of 
such  involvement  and  the  initiation  of  ap- 
propriate treatment  may  avoid  the  grave  con- 
sequences of  significant  cervical  spine  instabil- 
ity with  resulting  neurological  deficit  and  even 
death. 
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This  case  report  of  membranous  glomerulonephropathy 
is  unusual  because  the  presenting  symptoms  of  arterial 
thrombosis  and  infarction  obscured  the  accurate  assess- 
ment of  the  disease.  MGN  is  a chronic  glomerular  dis- 
ease of  unknown  etiology. 


Ahypercoagulable  state  is  known  to  exist 
in  membranous  glomerulonephropathy. 
Thrombotic  complications  have  been  reported 
involving  renal  vein,^'  ^ vena  cava  and  hepatic 
vein,^  pulmonary  artery,"^'  ^ femoral  artery^ 
and  sagittal  sinus. ^ Reported  here  is  a case  of 
MGN  diagnosed  at  autopsy  on  a patient  who 
presented  with  pulmonary  infiltrates  caused 
by  repeated  episodes  of  pulmonary  artery 
thrombosis  masquerading  as  Goodpasture's 
syndrome. 

CASE  HISTORY 

A 66-year-old  white  female  was  transferred 
(2/1/82)  from  a regional  hospital  to  Mercy  Hos- 
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pital  Medical  Center  in  Des  Moines.  The  initial 
diagnosis  was  acute  glomerulonephritis  with 
bilateral  pulmonary  infiltrates.  The  patient  had 
been  in  her  usual  state  of  health  until  1/9/82, 
when  she  developed  right-sided  pleuritic  chest 
pain  which  lasted  3 or  4 days.  Additionally, 
she  had  a raw  sensation  in  her  mouth  as  well  as 
pain  and  discoloration  in  the  left  fifth  finger 
and  right  great  toe. 

The  past  history  revealed  poorly-defined 
polyarthritis.  However,  the  patient  denied  any 
other  joint  symptoms,  fever,  chills,  cough  or 
hemopytsis.  Laboratory  data  showed  creati- 
nine 1.4,  BUN  33.6,  and  urinalysis  showed  3-1- 
proteinuria,  trace  hematuria  and  10-20  hyaline 
casts/hpf.  Cold  agglutinin  titer  was  negative, 
as  were  protein  electrophoresis  and  ANA. 
Twenty-four  hour  urine  revealed  4.96  gm  of 
protein,  and  creatinine  clearance  was  30.2  ml/ 
minute.  The  patient  was  thought  to  have  an 
infectious  process  in  the  lung  for  which  anti- 
biotics were  given.  A lung  scan  showed  low 
probability  of  pulmonary  embolus.  The  renal 
condition  worsened  progressively  and  the  pa- 
tient was  transferred  to  this  hospital. 

The  admitting  physical  examination  re- 
vealed a few  rales  on  the  lung  bases  and  splin- 
ter hemorrhage  in  the  nailbeds.  Chest  X-rays 
showed  irregular  infiltrations  on  bilateral  lung 
fields.  Laboratory  data  disclosed  BUN  44, 
creatinine  28,  WBC  23.5  with  85%  PMN's  and 
normal  platelets;  PT  and  PTT  were  moderately 
prolonged,  13.5  and  49.1,  respectively.  There 
was  slight  elevation  of  fibrin  degradation  prod- 
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Figure  1 . A representative  portion  of  the  renal  cortical  tissue  at 
autopsy  was  fixed  in  glutaraldehyde  solutian  for  electron  micros- 
copy. The  glomerular  basement  membrane  (BM)  is  diffusely  thick- 
ened, and  there  were  nodular  electron  dense  deposits  (arrow)  along 
the  epithelial  (EP)  side.  Note  capillaries  (CAP)  are  free  of  exudate. 
Details  of  the  basement  membrane  changes  are  better  seen  in  inset. 
Electron  Micrograph  5000X  and  XI 6500  (inset) 


Figure  2.  Fresh  frozen  sections  of  the  renal  cortical  tissue  stained 
for  human  IgG  using  FITC-labeled  antihuman  IgG  rabbit  serum 
revealed  diffuse  but  discontinuous  fluorescence  along  the  glomeru- 
lar basement  membrane.  Staining  for  C3  was  also  positive  in  a 
similar  pattern.  Human  IgG  XI 50 

ucts.  On  the  fourth  hospital  day,  she  de- 
veloped hypotension  and  became  lethargic 
and  disoriented  with  episodes  of  nausea  and 
vomiting.  Her  vital  signs  worsened  gradually. 
She  died  in  spite  of  resuscitative  measures  6 
days  after  admission. 

PATHOLOGY 

Autopsy  was  carried  out  3 hours  after  death. 
There  was  disseminated  thromboembolism  of 
systemic  vessels  resulting  in  widespread  in- 
farction of  visceral  organs.  Included  were  in- 
testines, spleen,  liver,  pancreas,  kidneys. 


brain,  heart  and  adrenals.  In  addition,  the  mi- 
tral valve  showed  pinkish  vegetations  at  the 
closing  edges.  There  were  aggregates  of  fibrin 
material  without  any  bacterial  colony,  consis- 
tent with  non-bacterial  thrombotic  endocardi- 
tis. The  pulmonary  arteries  showed  throm- 
botic occlusions  with  varying  stages  of  orga- 
nization and  organizing  pulmonary  infarcts. 
The  kidneys  were  of  normal  size  and  there  was 
hemorrhagic  mottling  over  the  subcapsular 
cortical  surfaces.  The  renal  veins  were  free  of 
thrombosis.  The  glomeruli  were  normal  in  cel- 
lularity  without  any  inflammatory  cell  infiltra- 
tion. There  was  diffuse  thickening  of  the  base- 
ment membrane,  due  to  discontinuous  nodu- 
lar deposition  of  electron-dense  material  along 
the  external  border  of  the  membrane  as  re- 
vealed by  electron  microscopic  study  (Figure 
1).  These  deposits  were  positive  for  human 
IgG  and  C3  on  immunofluorescent  microscop- 
ic study  (Figure  2),  typical  of  MGN. 

COMMENT 

The  renal  changes  in  this  case  are  character- 
istic of  MGN.®  They  include  diffuse  thickening 
of  the  basement  membrane,  diffuse  irregular 
nodular  electron  dense  deposits  in  the  epithe- 
lial side,  and  diffuse  lumpy  deposits  as  seen  in 
the  immunofluorescent  studies. 

MGN  is  a chronic  glomerular  disease  of  un- 
known etiology  frequently  associated  with 
idiopathic  nephrotic  syndrome  in  adults.  Pa- 
tients with  the  disease  usually  present  with  an 
incidious  onset  of  nephrotic  syndrome;  renal 
failure  is  relatively  a late  complication.  The  pa- 
tient reported  here  is  unusual  in  that  repeated 
episodes  of  pleuritic  pain,  associated  with 
irregular  pulmonary  infiltrates,  and  laboratory 
data  consistent  with  acute  glomerulonephritis, 
were  initial  symptoms  suggesting  a differential 
diagnosis  of  Goodpasture's  syndrome  or 
Wegener's  granulomatosis.  However,  at  au- 
topsy, the  pulmonary  infiltrates  were  attrib- 
uted to  infarcts  of  varying  ages  of  organization 
and  caused  apparently  by  repeated  episodes  of 
thrombotic  occlusions  of  pulmonary  arteries.  It 
is  interesting  that  the  pulmonary  changes  were 
a part  of  disseminated  vascular  systemic 
thromboembolic  complications  as  evidenced 
by  nonbacterial  thrombotic  vegetations  of  the 
mitral  valve  and  widespread  visceral  infarcts. 

Non-bacterial  thrombotic  endocarditis 
(NBTE)  and  disseminated  arterial  and  venous 
thrombosis,  as  seen  in  this  patient,  result  from 
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a hypercoagulability  state  of  the  blood. 
There  was  indeed  evidence  of  intravascular 
coagulation.  Increased  fibrin  degradation 
products,  prolongation  of  FT  and  PTT,  and 
signs  of  acral  vascular  insufficiency  were  evi- 
dent. The  occurrence  of  venous  thrombosis, 
particularly  involving  the  leg  veins  as  a com- 
plication of  nephrotic  syndrome,  was  pointed 
out  by  Addis”  in  1948.  Thrombotic  complica- 
tions involving  other  vessels  also  have  been 
reported.  The  frequent  association  of  renal 
vein  thrombosis  (RVT)  and  nephrotic  syn- 
drome lead  to  an  erroneous  belief  that  RVT  is 
one  of  the  causes  of  nephrotic  syndrome; 
however,  recent  studies  demonstrated  that  a 
hypercoagulability  state  exists”  in  nephrotic 
syndrome,  and  thrombosis,  including  RVT, 
represents  a complication,”  as  was  the  case  in 
this  patient. 

Although  the  mechanism  leading  to  a hyper- 
coagulability state  in  nephrotic  syndrome  is 
not  clearly  understood,  a number  of  explana- 
tions have  been  offered:  1)  increased  coagula- 
tion factors  including  fibrinogen.  Factor  V and 
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in  the  ims  journal  of  60  years  ago . These  words 
have  a familiar  ring  to  them.  We  are  continual- 
ly concerned  as  a profession  for  the  general 
welfare  of  the  public.  The  health  of  all  is  our 
concern  first  and  foremost.  Yet,  we  are  also  of  a 
nature  to  question  the  manner  of  the  provision 
of  that  care.  True,  some  physicians  have  more 
avarice  about  their  compensation  for  providing 
health  care,  but  in  the  main  our  profession  has 
been  as  diligent  as  any  other  profession  to  our 
mission. 

Often  we  are  criticized  because  of  stands  our 
professional  society  assumes  regarding  pend- 
ing legislative  measures.  We  are  accused  of 
near-sighted,  self-centered  attitudes  that  may 
not  be  in  the  best  interests  of  the  public.  These 
accusations,  when  fully  analyzed,  are  without 
substance  for  the  most  part.  We  are  expected  to 
minister  to  our  patients;  to  avoid  giving  advice 
and  counsel  on  political  and  economic  affairs 
of  the  public.  We  must  assume  the  role  of 


VII  and  platelets;^^  2)  decreased  anticlotting 
factors,  such  as  AT-III  and  plasminogen 
through  increased  glomerular  clearance  due  to 
diseased  basement  membrane,”'  ” and  3) 
metabolic  changes  including  hyperlipo- 
proteinemia. 

In  addition,  the  role  of  steroid  therapy  has 
been  advocated  to  address  the  effect  of 
thrombotic  complication.  Steroids  appear  to 
contribute  to  a hypercoagulability  state  by  ele- 
vating blood  clotting  factors,  including  Factors 
V,  VII  and  X,  and  platelets,  and  its  own  clot- 
promoting  effect.”  Nevertheless,  the 
thrombotic  complications  usually  occur  in  the 
course  of  nephrotic  syndrome  with  or  without 
treatment  by  steroid  and  diuretics.  This  case 
report  is  quite  unusual  in  that  pulmonary  arte- 
rial thrombosis  and  infarction  were  the  initial 
presenting  symptoms  and  disseminated 
thromboembolic  phenomena  predominated 
her  fulminant  clinical  course  preventing  an 
accurate  assessment  of  her  disease. 
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medical  statesmanship  along  with  our  primary 
commitments  to  mankind.  We  must  protect 
the  integrity  of  our  profession  and  in  doing  so 
pursue  a climate  of  better  overall  health  care. 

History  has  demonstrated  over  and  over 
again  that  measures  advocated  by  the  medical 
profession  (or,  for  that  matter,  those  measures 
we  have  resisted)  have  been  for  the  public 
good.  Many  legislative  measures  have  been 
concerned  with  preventive  medicine  (report- 
ing of  contagious  diseases,  pure  water  sup- 
plies, immunization  programs,  measures  to 
abolish  quackery,  and  control  of  unjudicious 
use  of  drugs).  However,  there  always  have 
been  critics  who  cry  out  that  we  are  concerned 
primarily  with  selfish  interests.  Balderdash! 

So  on  it  goes.  Sixty  years  ago  our  profession 
was  concerned  with  the  public's  good  health 
care.  This  succeeding  generation  is  similarly 
concerned,  and  future  generations  will  not 
abdicate  that  responsibility.  Physicians  must 
realize  this  responsibility,  press  forward  to 
assume  it,  but  at  the  same  time  make  every 
effort  to  avoid  traps  that  will  deny  us  the 
opportunity  to  exert  our  influence  in  con- 
tinuing to  provide  the  best  medical  care  avail- 
able in  the  entire  universe.  M.E.A. 
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Q 

Richard  M.  Caplan,  M.D. 

OUR  MAN 

IN  EDUCATION 

CRONUS  (KRONOS)  AND 
CHRONOS 

WORD  ORIGINS  are  fun  — to  me,  anyhow.  I 
had  smugly  decided  that  there  must 
surely  be  a linguistic  connection  between  what 
we  spell  Cronus  (or  Kronos),  the  name  of 
one  of  the  Titans  of  Greek  mythology,  and 
chronos,  from  the  Greek  word  for  time.  I 
thought  there  had  to  be  a connection  because 
Cronus,  born  of  the  union  of  Heaven  (Uranus) 
and  Earth,  ate  his  children,  and  it  seemed  to  me 
that  time  (chronos)  consumes  all  of  iis,  who  are 
its  offspring.  (1  suspect  the  similar  sound  also 
seduced  me,  even  though  1 know  how  distant 
can  be  the  meaning  of  homonyms,  like  “our" 
and  "hour.") 

Cronus  was  a feisty  and  tyrannical  character: 
he  killed  his  own  father  (one  legend  says  cas- 
trated) to  usurp  his  position.  Then,  when  his 
marriage  to  his  sister  Rhea  began  to  yield  prog- 
eny, and  fearing  one  of  them  might  in  turn 
usurp  his  position,  he  began  the  cannibalism  of 
his  offspring.  But  Rhea  apparently  grew  dis- 
tressed at  that  and  by  the  time  child  number  six 
came  along,  she  decided  to  do  something 
about  it.  She  concealed  the  baby  (Zeus)  and 
presented  Cronus  a stone  wrapped  in  swad- 
dling clothes.  He  gulped  down  the  package. 
Zeus  thus  managed  to  attain  manhood,  at 
which  time  he  forced  an  emetic  on  his  father, 
the  siblings  of  Zeus  were  regurgitated  and 
joined  him  in  battling  Cronus  and  the  other 
Titans,  and  after  a 10  year  struggle  they  won 
and  Cronus  was  banished. 

All  of  us  are  the  children  of  time,  in  a sense, 
which  ultimately  consumes  all  of  us.  The 
struggle  about  that  process  seems  constant.  In 
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one  of  my  recent  reveries,  when  my  own  battle 
slackened  slightly,  1 remembered  something 
told  me  recently  by  a physician-friend  who  is 
suffering  a progressive  neurological  illness 
that  has  caused  him  to  discontinue  his  active 
practice.  When  1 asked  him  how  he  spends 
that  extra  time  which  now  he  has,  he  said  he 
uses  it  to  read  medical  journals  because  the 
material  is  so  interesting  and  exciting.  He's 
right  — much  of  it  is  interesting  and  exciting; 
it's  not  simply  that  this  physician  lacked  other 


The  conversation  recalled  Thoreau's  advice: 
"Read  the  great  books  first,  for  there  may  not 
be  time  remaining  to  read  the  others." 


interests  and  therefore  continued  to  turn  to  the 
medical  literature  from  habit  or  poverty  of  im- 
agination. The  conversation  recalled  Thoreau's 
advice:  "Read  the  great  books  first,  for  there 
may  not  be  time  remaining  to  read  the  others." 
As  a maxim  it  sounds  good,  even  though  dis- 
agreement arises  over  which  are  the  great 
books  or  which  the  great  medical  journals  and 
articles.  But  I admire  my  friend's  appreciation 
for  the  intellectual  and  emotional  content  of 
current  medical  literature  and  his  passion  to 
keep  reading  it. 

1 remain  uncertain  whether,  after  time  has 
consumed  each  of  us,  something  akin  to  Cro- 
nus's ancient  Greek  emetic  (perhaps  "rein- 
carnation" in  the  Eastern  religious  tradition,  or 
"the  hereafter"  in  ours)  will  produce  a restora- 
tion. In  the  meantime  1 struggle  for  some  kind 
of  detente  with  time  and  occasionally  wonder 
about  the  outcome.  And  if  Cronus  and  chronos 
truly  are  cognates  only  of  sound  but  not  of 
meaning,  as  my  research  now  suggests,  I will 
continue  to  take  pleasure  at  having  developed 
a reasonably  persuasive  argument  for  a com- 
mon etymology. 
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BRIEF  SUMMARY 

PROCARDIA  ■ Iniledipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I Vasospastic  Angina:  PROCARDIA  (niledipinel  is  indicated  tor  the 
management  ot  vasospastic  angina  conlirmed  by  any  ot  the  following  criteria  1 1 classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  ot  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed  e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  ot  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  for 
the  management  ot  chronic  stable  angina  (ettorl-associated  angina)  without  evidence  of  vasospasm 
m patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  m controlled 
Inals  of  up  to  eight  weeks  duration  in  reducing  angina  freguency  and  increasing  exercise  tolerance 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safely  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  ot  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation IS  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  ot  the  drugs  (See  Warnings  ) 
CDNTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients  the  hypotensive  effect  ot 
PROCARDIA  IS  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  ot 
subsequent  upward  dosage  adiustment  and  may  be  more  likely  m patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  be 
due  to  the  combination  ot  PROCARDIA  and  a beta  blocker  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  ot  tentanyl , in  other  surgical  procedures  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
fentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  ot  these  potential  problems  and 
if  the  patient  s condition  permits  sufficient  time  (at  least  36  hours)  should  be  allowed  for 
PROCARDIA  to  be  washed  out  ot  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency  du- 
ration or  seventy  of  angina  on  starling  PROCARDIA  or  at  the  time  ot  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate  or  from  increased  demand 
resulting  from  increased  heart  rale  alone 

Bela  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  ot  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  ot 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS:  General  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance  careful  monitoring  of  blood  pressure  during  the  mitial  administration  and  titration 
ot  PROCARDIA  IS  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  Inal  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta  blocking  agents  is  usually  well  tolerated  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  ot  this  combination 

Digitalis  Administration  ot  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  ot  twelve 
normal  volunteers  The  average  increase  was  45“o  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  adjust- 
ing and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis  mutagenesis,  impairment  of  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reterehce  to  teratogenicity  in 
rats  embryotoxicity  in  rats,  mice  and  rabbits  and  abnormalities  in  monktys 
ADVERSE  REACTIDNS:  The  most  common  adverse  events  include  dizziness  or  light-headedness, 
peripheral  edema  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  tO%  of  pa- 
tients transient  hypotension  in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  m the  dose  ot  PROCARDIA  or  concomitant  antian- 
ginal  medication  Additionally  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea  nasal  and  chest  congestion  diarrhea  constipation,  inflammation,  joint  stiffness,  shaki- 
ness  sleep  disturbances,  blurred  vision  difficulties  in  balance  dermatitis  pruritus,  urticaria,  le- 
ver sweating  chills,  and  sexual  difficulties  Very  rarely  introduction  ot  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain  possibly  due  to  associated  hypotension 

In  addition  more  serious  adverse  events  were  observed , not  readily  distinguishable  from  the  hat- 
ural  history  of  the  disease  in  these  patients  It  remains  possible  however  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  of  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  m about  2\  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare , mild  to  moderate  transient  elevations  ot  enzymes  such  as  alkaline  phos- 
phatase CPK  LDH  SGOT  and  SGPT  have  been  noted  and  a single  incident  of  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladder 
disease  after  about  eleven  months  ot  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis  possibly  due  to  PROCARDIA  therapy  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  of  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  ot  100  (NDC  0069-2600-66)  300  (NDC  0069- 
2600-721  and  unit  dose  (10x10)  |NDC  0069-2600-41)  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59  io  77  F ( 15  to  25  C)  in  the  man- 
ufacturer s original  container 

More  detailed  prolessional  inlormalion  available  on  requesl  c 1982  Pfizer  Inc 

LABORATORIES  DIVISION 


PFIZefI  INC 


7 can  do  things  that  I 
couldntdofor3yrs  including 


joining  the  human  race  again” 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

"My  doctor  switched  me  to 
PROCARDIA^*]  as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work. .and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks.'  taking 
fewer  nitroglycerin  tablets,^  doing  more,  and  being  more 
productive  once  again 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0 5%). 


Oubtes  from  an  unsolicited  ^ 
letter  received  by  Pfizer  from  an 
angina  patient. 

While  this  petient's  experience 
is  representative  of  many 
unsolicited  comments  received, 
not  all  patients  will  respond  to 
Procardia  nor  will  they  all  ^ 
respond  to  the  same  degree  ^ 


for  the  varied  faces  of  angina 


* Procardia  is  indicated  for  the  management  of; 

1 ) Confirmed  vasospastic  angina 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 


PROCARDIA 


(NIFEDIHNEI 


Capsules  10  mg 


beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 


agents.  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks’  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 


ZOR 

(ASPIRIN) 


ZERO  ORDER 
RELEASE 


Arthritis  Therapy 
That  Checks  Out. 


Gastric  (distress  is  re(duce(d.  pH-(depen(jent 
matrix  virtually  (doesn’t  release  in  aci(dic  stomach. 

ZORprin®  (aspirin)  is  released  in  the  alkaline 
environment  of  the  small  intestine. 

Zero-order  release  delivers  drug  at  a constant 
rate,  reducing  serum  peaks  and  valleys. 


Convenient  b.i.d.  dosage... enhances  patient  compliance. 

Economical . . . comparable  efficacy  and  safety  as  other  NSAIDs,  yet  costs 
approximately  one-half  as  much. 

Your  first  step  in  arthritis  therapy. . . ZORprirl  (ASPIRIN)  Zero-Order  Release. 


Pioneers  in  medicine  for  the  family 


Boots  Pharmaceuticals,  Inc. 

6540  LINE  AV'ENUE,  PO.  BOX  6750 
SHRE\EPORT,  LOUISIANA  71106-9989 
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ZORprin 


(ASPIRIN)  Zero-Order  Release 


DESCRIPTION;  Each  capsule-shaped  tablet  of  Zorpnn  contains  800  mg  of  aspirin,  formulated  in  a special  matrix  to  control  the  release  of  aspirin  after 
ingestion  The  controlled  availability  of  aspirin  provided  by  Zorpnn  approximates  zero-order  release,  the  in  vitro  release  of  aspirin  from  the  tablet  matrix  is 
linear  and  independent  of  the  concentration  of  the  drug  □ CLINICAL  PHARMACOLOGY:  Aspirin,  as  contained  in  Zorpnn,  is  a salicylate  that  has 
demonstrated  anti-Inflammatory  and  analgesic  activity  Its  mode  of  action  as  an  anti-inflammatory  and  analgesic  agent  may  be  due  to  the  inhibition  of 
synthesis  of  prostaglandins,  although  its  exact  mode  of  action  is  not  known  □ Zorpnn  dissolution  is  pH-dependent  In  vitro  studies  have  shown  very  little 
aspirin  to  be  released  in  acidic  solutions,  whereas.  Zorpnn  releases  the  majority  of  its  aspirin  (90%)  in  a zero-order  mode  at 
a neutral  to  alkaline  pH.  It  is  this  pH  dependence  of  Zorpnn  that  reduces  direct  contact  between  aspirin  and  the  gastric 
mucosa,  resulting  in  a reduction  of  Its  gastrointestinal  side-effect  potential  □ Bioavailability  data  for  Zorpnn  have  confirmed 
that  plasma  levels  of  salicylic  acid,  and  acetylsalicylic  acid  can  be  measured  24  hours  after  a single  oral  dose  This 
substantiates  a twice  daily  dose  regimen  Multiple  dose  bioavailability  studies  showed  similar  steady-state  salicylate  levels 
for  Zorpnn  as  for  conventional  release  aspirin  using  the  same  total  daily  dose  Long-term  monitoring  of  salicylate  levels 
showed  no  signs  of  accumulation  once  steady-state  levels  were  reached  (4-6  days)  □ Studies  of  in  vivo  prostaglandin 
levels  (PGE2)  have  shown  Zorpnn  plasma  levels  of  salicylic  acid  and  acetylsalicylic  acid  to  reduce  PGE2  levels  14  hours 
after  a single  oral  800  mg  dose  while  an  equivalent  dose  of  aspirin  produced  a reduction  of  PGE2  levels  only  through  six 
hours  Zorprin's  effect  on  prostaglandins  other  than  PGE2  has  not  been  determined  □ Salicylates  are  excreted  mainly  by 
the  kidney,  and  from  studies  in  humans  it  appears  that  salicylate  is  excreted  in  the  urine  as  free  salicylic  acid  (10%); 
salicyluric  acid  (75%)  salicylic  phenolic  (10%).  acyl  glucuronides  (5%)  and  gentisic  acid  (<1%).  O INDICATIONS  & USAGE; 
Zorpnn  is  indicated  for  the  treatment  of  rheumatoid  arthritis  and  osteoarthritis  The  safety  and  efficacy  of  Zorpnn  have 
not  been  established  in  those  rheumatoid  arthritic  patients  who  are  designated  by  the  American  Rheumatism  Association  as  Functional  Class  IV 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair,  little  or  no  self-care)  □ In  patients  treated  with  Zorpnn  for  rheumatoid  arthritis  and 
osteoarthritis,  the  anti-inflammatory  action  of  Zorpnn  has  been  shown  by  reduction  in  pain,  morning  stiffness  and  disease  activity  as  assessed  by  both 
the  investigators  and  patients  □ In  clinical  studies  in  patients  with  rheumatoid  arthritis  and  osteoarthritis.  Zorpnn  has  been  shown  to  be  comparable  to 
conventional  release  aspirin  in  controlling  the  aforementioned  signs  and  symptoms  of  disease  activity  and  to  be  associated  with  a statistically  significant 
reduction  in  the  milder  gastrointestinal  side  effects  (see  ADVERSE  REACTIONS)  Zorpnn  may  be  well  tolerated  in  some  patients  who  have  had 
gastrointestinal  side  effects  with  conventional  release  aspirin,  but  these  patients  when  treated  with  Zorpnn  should  be  carefully  followed  for  signs  and 
symptoms  of  gastrointestinal  bleeding  and  ulceration  □ Since  there  have  been  no  controlled  trials  to  demonstrate  whether  or  not  there  is  any  beneficial 
effect  or  harmful  interaction  with  the  use  of  Zorpnn  in  conjunction  with  other  nonsteroidal  anti-inflammatory  agents  (NSAI),  the  combination  cannot  be 
recommended  (see  Drug  Interactions)  □ Because  of  its  relatively  long  onset  of  action,  Zorprin  is  not  recommended  lor  antipyresis  or  for  short-term 
analgesia.  □ CONTRAINDICATIONS:  Zorprin  should  not  be  used  in  patients  known  to  be  hypersensitive  to  salicylates  or  in  individuals  with  the 
syndrome  of  nasal  polyps,  angioedema,  bronchospastic  reactivity  to  aspirin,  renal  or  hepatic  insufficiency,  hypoprothrombinemia  or  other  bleeding 
disorders  Zorprin  is  not  recommended  for  children  under  12  years  of  age,  it  is  contraindicated  in  all  children  with  fever  accompanied  by  dehydration 

□ WARNINGS:  Zorprin  should  be  used  with  caution  when  anticoagulants  are  prescribed  concurrently,  since  aspirin  may  depress  platelet  aggregation 
and  increase  bleeding  time  Large  doses  of  salicylates  may  have  hypoglycemic  action  and  enhance  the  effect  of  the  oral  hypoglycemics.  concomitant 
use  therefore  is  not  recommended  However,  if  such  use  is  necessary,  dosage  of  the  hypoglycemic  agent  must  be  reduced  The  hypoglycemic  action  of 
the  salicylates  may  also  necessitate  adjustment  of  the  insulin  requirements  of  diabetics  □ While  salicylates  in  large  doses  have  a uricosuric  effect,  smaller 
amounts  may  reduce  water  excretion  and  increase  serum  uric  acid  □ USE  IN  PREGNANCY  Aspirin  can  harm  the  fetus  when  administered  to  pregnant 
women  Aspirin  interleres  with  maternal  and  infant  hemostasis  and  may  lengthen  the  duration  of  pregnancy  and  parturition  Aspirin  has  produced 
teratogenic  effects  and  increases  the  incidence  of  stillbirths  and  neonatal  deaths  in  animals  □ If  this  drug  is  used  during  pregnancy,  or  if  the  patient 
becomes  pregnant  while  taking  this  drug,  the  patient  should  be  apprised  of  the  potential  hazard  to  the  fetus  □ Aspirin  should  not  be  taken  during  the  last 
3 months  of  pregnancy  □ PRECAUTIONS:  Appropriate  precautions  should  be  taken  in  prescribing  Zorprin  for  patients  who  are  known  to  be  sensitive  to 
aspirin  or  salicylates  Particular  care  should  be  used  when  prescribing  this  medication  for  patients  with  erosive  gastritis,  peptic  ulcer,  mild  diabetes 
or  gout  As  with  all  salicylate  drugs,  caution  should  be  exercised  In  prescribing  Zorprin  tor  those  patients  with  bleeding  tendencies  or  those  on 
anticoagulants.  □ In  order  to  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  who  have  been  on  prolonged  corticosteroid  therapy  should 
have  their  therapy  tapered  slowly  rather  than  discontinued  abruptly  when  Zorprin  is  made  a part  of  the  treatment  program  □ Patients  receiving  large 
doses  of  aspirin  and/or  prolonged  therapy  may  develop  mild  salicylate  intoxication  (salicylism)  that  may  be  reversed  by  dosage  reduction  □ Salicylates 
can  produce  changes  in  thyroid  function  tests  □ Salicylates  should  be  used  with  caution  in  patients  with  severe  hepatic  damage,  preexisting 
hypoprothrombinemia.  Vitamin  K deficiency  and  in  those  undergoing  surgery  □ Since  aspirin  release  from  Zorprin  is  pH  dependent,  it  may  change  in 
those  conditions  where  the  gastric  pH  has  been  increased  as  a result  of  antacids,  gastric  secretion  inhibitors  or  surgical  procedures  Q Drug  Interactions: 
(See  WARNINGS)  Aspirin  may  interfere  with  some  anticoagulant  and  antidiabetic  drugs  Drugs  which  lower  serum  uric  acid  by  increasing  uric 
acid  excretion  (uricosurics)  may  be  antagonized  by  the  concomitant  use  of  aspirin,  particularly  in  doses  less  than  2 0 grams/day  Nonsteroidal 
anti-inflammatory  drugs  may  be  competitively  displaced  from  their  albumin  binding  sites  by  aspirin  This  effect  may  negate  the  clinical  efficacy  of  both 
drugs.  Also,  the  gastrointestinal  inflammatory  potential  of  nonsteroidal  anti-inflammatory  drugs  may  be  potentiated  by  aspirin  The  combination  of 
alcohol  and  aspirin  may  increase  the  risk  of  gastrointestinal  bleeding  □ Aspirin  may  enhance  the  activity  of  methotrexate  and  increase  its  toxicity 

□ Sodium  excretion  produced  by  spironolactone  may  be  decreased  in  the  presence  of  salicylates  Concomitant  administration  of  other  anti-inflammatory 
drugs  may  increase  the  risk  of  gastrointestinal  ulceration  Urinary  alkalinizers  decrease  aspirin's  effectiveness  by  increasing  the  rate  of  salicylate  renal 
excretion  Phenobarbital  decreases  aspirin's  effectiveness  by  enzyme  induction  □ Pregnancy  Category  D,  See  WARNINGS  Section  □ Nursing  Mothers: 
Salicylates  have  been  detected  in  the  breast  milk  of  nursing  mothers  Because  of  the  potential  for  serious  adverse  reactions  from  aspirin  in  nursing 
infants,  a decision  should  be  made  whether  to  discontinue  nursing  or  discontinue  the  drug,  taking  into  account  the  benefit  of  the  drug  to  the  mother 

□ ADVERSE  REACTIONS;  Hematologic:  Aspirin  interferes  with  hemostasis  Patients  with  a history  of  blood  coagulation  defects  or  receiving  anti- 
coagulant drugs  or  with  severe  anemia  should  avoid  Zorprin  Aspirin  used  chronically  may  cause  a persistent  iron  deficiency  anemia  □ Gastrointestial: 
Aspirin  may  potentiate  peptic  ulcer,  and  cause  stomach  distress  or  heartburn  Aspirin  can  cause  an  increase  in  occult  bleeding  and  in  some  patients 
massive  gastrointestinal  bleeding  However,  the  greatest  release  of  active  drug  from  Zorprin  is  designed  to  occur  in  the  small  intestine  over  a period  of 
time  This  has  resulted  in  fewer  symptomatic  gastrointestinal  side  effects  □ Allergic:  Allergic  and  anaphylactic  reactions  have  been  noted  when 
hypersensitive  individuals  have  taken  aspirin  Fatal  anaphylactic  shock,  while  not  conimon.  has  been  reported  □ Respiratory;  Aspirin  intolerance, 
manifested  by  exacerbations  of  bronchospasm  and  rhinitis,  may  occur  in  patients  with  a history  of  nasal  polyps,  asthma,  or  rhinitis  The  mechanism  of 
this  intolerance  is  unknown  but  may  be  the  result  of  aspirin-induced  shunting  of  prostaglandin  synthesis  to  the  lipoxygenase  pathway  and  the  liberation 
of  leukotrienes.  e g.  slow-reacting  substance  of  anaphylaxis  □ Dermatologic;  Hives,  rashes,  and  angioedema  may  occur,  especially  in  patients  suffering 
from  chronic  urticaria  □ Central  Nervous  System:  Taken  in  overdoses,  aspirin  provides  stimulation  which  may  be  manifested  by  tinnitus  Following  initial 
stimulation,  depression  of  the  central  nervous  system  may  be  noted  □ Renal:  Aspirin  rarely  may  aggravate  chronic  kidney  disease  □ Hepatic:  High  doses 
of  aspirin  have  been  reported  to  produce  reversible  hepatic  dysfunction  □ OVERDOSAGE:  Overdosage,  if  it  occurs,  would  produce  the  usual  symptoms 
of  salicylism  tinnitus,  vertigo,  headache,  confusion,  drowsines,  sweating,  hyperventilation,  vomiting  or  diarrhea  Plasma  salicylate  levels  in  adults  may 
range  from  50  to  80  mg/dl  in  the  mildly  intoxicated  patient  to  110  to  160"  mg/dl  in  the  severely  intoxicated  patient  An  arterial  blood  pH  of  7 1 may  indicate 
serious  poisoning  The  clearance  of  salicylates  in  children  is  much  slower  than  adults  and  should  receive  due  consideration  when  aspirin  overdosages 
occur  in  infants;  salicylate  half-lives  of  30  hours  have  been  reported  in  infants  4-8  months  old  Treatment  for  mild  intoxication  should  include  emptying 
the  stomach  with  an  emitic.  or  gastric  lavage  with  5%  sodium  bicarbonate  Individuals  suffering  from  severe  intoxication  should,  in  addition,  have  forced 
diuresis  by  intravenous  infusions  of  sodium  bicarbonate  and  dextrose  or  sodium  lactate  In  extreme  cases,  hemodialysis  or  peritoneal  dialysis  may  be 
required  □ ('A  plasma  salicylate  level  of  160  mg/dl  in  an  adult  is  usually  considered  lethal  ) □ DOSAGE  & ADMINISTRATION:  In  order  to  achieve  a 
zero-order  release,  the  tablets  of  Zorprin  should  be  swallowed  intact.  □ Breaking  the  tablets  or  disrupting  the  structure  will  alter  the  release  profile  of  the 
drug.  □ It  IS  recommended  that  Zorprin  be  taken  with  sufficient  quantities  of  fluids  (8  oz.  or  more).  □ Adult  Dosage:  For  mild  to  moderate  pain  associated 
with  rheumatoid  arthritis  and  osteoarthritis,  the  recommended  initial  dose  of  Zorprin  is  1600  mg  (2-800  mg  tablets)  twice  a day  Because  of  Zorprin's 
prolonged  release  of  aspirin  into  the  bloodstream.  Zorprin  tablets  may  be  taken  as  a b i d dose  Further  adjustment  of  the  dosage  should  be  determined 
by  the  physician,  based  upon  the  patient's  response  and  needs  Since  it  will  take  4-6  days  to  reach  steady-state  levels  of  salicylic  acid  with  Zorprin.  it  is 
recommended  dosages  be  given  for  at  least  one  week  before  further  adjustment  In  general,  patients  with  rheumatoid  arthritis  seem  to  require  higher 
doses  of  Zorprin  than  do  patients  with  osteoarthritis  □ Zorprin  is  not  recommended  for  children  below  the  age  of  12.  □ HOW  SUPPLIED:  Zorprin 
Tablets  800  mg:  plain,  white  capsule-shaped  tablets  □ Bottles  of  lOO  Tablets  — NDC  0524-0057-01  □ Caution:  Federal  law  prohibits  dispensing  without 
prescription  □ U S Patent  No  4.308,251  □ Manufactured  and  Distributed  by:  BOOTS  PHARMACEUTICALS,  INC.,  Shreveport,  Louisiana  71106  U.S.A. 


The  structural 
formula  of  aspirin  iS: 
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Mary  Early,  R.N. 

QUESTIONS 

AND  ANSWERS 

MEDICAL  ASSISTANTS 


Our  interviewee  has  held  top  local  and  state  offices  in 
the  American  Association  of  Medical  Assistants. 
Maty  Early  lives  in  Cedar  Rapids  where  she  is  coor- 
dinator of  the  medical  assistant  program  at  Kirk- 
wood Community  College.  She  has  several  national 
responsibilities. 


As  past-president  of  the  Iowa  Society,  Amer- 
ican Association  of  Medical  Assistants,  tell  us 
again  about  your  purposes  and  activities. 

Our  local,  state  and  national  purposes  are 
essentially  the  same.  We  seek  to  inspire  our 
members  to  give  honest,  loyal  and  effective 
service  to  the  medical  profession  and  to  the 
public.  Through  educational  activity,  we  seek 
to  increase  our  knowledge  and  professional- 
ism. We  strive  to  cooperate  with  the  profession 
to  maintain  and  improve  our  relations  with  the 
public.  We  have  a code  of  ethics  and  a creed, 
both  of  which  underscore  our  desire  to  merit 
the  respect  of  the  profession  and  the  public. 

Your  organizational  ties  with  the  AMA  and 
the  IMS  have  been  long-standing  and  highly 
supportive.  Please  comment. 

We  are  pleased  at  this  good  relationship. 
This  is  attributable  in  large  part  to  the  help 
furnished  by  physicians  who  have  served  as 
medical  advisors.  We  are  grateful  for  support 
from  the  AMA,  IMS  and  individual  physicians. 
Our  members  appreciate  help  given  with  dues 
and  continuing  education  costs.  We  feel  for- 
tunate to  have  received  a high  level  of  recogni- 
tion from  organized  medicine;  we  are  seeking 
to  live  up  to  this  confidence. 


Is  the  education  and  training  of  medical  assis- 
tants continually  improving? 

The  last  10  to  15  years  have  seen  much  prog- 
ress in  our  education  and  training.  All  Iowa 
training  programs  are  accredited,  which 
means  they  have  met  the  "Essentials"  of  the 
American  Association  of  Medical  Assistants. 
Achieving  status  as  a certified  medical  assis- 
tant (CMA)  comes  either  by  completing  a one- 
or  two-year  study  program,  or  by  working  in  a 
physician's  office  for  at  least  one  year  — fol- 
lowed in  either  case  by  successful  completion 
of  an  examination.  We  are  also  proud  of  our 
continuing  education  efforts  at  the  state  and 
national  levels.  We  solicit  the  encouragement 
of  Iowa  physicians  in  our  pursuit  of  education. 

Has  the  work  of  the  medical  assistant  in  the 
physician's  office  expanded? 

Yes.  We  believe  the  competent  medical 
assistant  is  a versatile  individual.  Working 
under  the  physician's  supervision,  she  can 
perform  a variety  of  important  tasks  which 
range  from  patient  support  to  business  man- 
agement. 

What  comments  would  you  offer  a physician 
who  employs  a medical  assistant  — in  terms 
of  obtaining  good  work  performance? 

Hire  one  who  has  graduated  from  an  accred- 
ited program.  Help  your  assistant  become  cer- 
tified. Paying  the  examination  fee  is  an  incen- 
tive you  might  consider.  Allow  some  opportu- 
nities for  continuing  education.  And  think  ab- 
out paying  your  medical  assistant's  dues. 

Thanks  for  the  opportunity  to  submit  these 
comments.  We'll  be  happy  to  supply  any  spe- 
cific information  about  our  organizations  if  you 
wish  to  direct  your  inquiry  through  IMS  head- 
quarters. 
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Those  two  little  words,  “of  Iowa,”  following 
the  nation’s  most  widely  recognized  names  in 
health  care  can  mean  a big  difference  in 
terms  of  the  total  value  our  subscribers 
receive  for  their  health  care  dollar. 

That’s  because  unlike  most  commercial 
carriers,  we’re  involved  in  health  care 
planning  and  cost  containment  on  a local 
basis.  We  are  a part  of  the  fabric  of  health 
care  in  Iowa. 


And  because  we  work  with  lowans,  Iowa 
physicians,  and  Iowa  companies,  we  have  a 
unique  understanding  of  the  state’s  health 
care  needs  and  the  desire  to  obtain  quality 
health  care  affordably. 

Finally,  because  we  cover  more  than 
1 ,000,000  lowans,  we  have  a particular 
interest  in  maintaining  quality  health  care 
at  an  affordable  cost. 

No  wonder  we  say:  “No  one  takes  better 
care  of  lowans  than  we  do.” 

Blue  Cross 
Blue  Shield 

of  Iowa 

636  Grand  Avenue 

Des  Moines,  Iowa  50307 
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DRUG  THERAPY 

REVIEW 

Robert  J.  Roberts,  M.D.,  Editor 

REGIONAL  CHEMOTHERAPY: 
APPLICATION  IN 
HEPATIC  METASTASES 


Cytotoxic  chemotherapy  is  being  more 
widely  used  in  the  treatment  of  solid 
tumors.  Most  commonly,  it  is  employed  when 
and  where  surgery  or  radiation  therapy  fails  to 
eradicate  the  disease  or  assure  a cure.  Though 
chemotherapy  is  not  curative  in  most  in- 
stances, its  temporary  palliative  effect  can  be  a 
dramatic,  with  many  patients  achieving  signif- 
icant responses  and,  in  some  cases,  prolonga- 
tion of  survival. 

One  of  the  factors  limiting  the  success  of 
chemotherapy  is  its  toxicity  to  normal  tissues. 
Doses  of  drugs  that  are  compatible  with  sur- 
vival of  the  host  are  mandatory.  Since  it  is 
reasonable  to  assume  that  the  delivery  of  high- 
er concentrations  of  the  chemotherapeutic 
agents  directly  to  the  tumor  may  produce  bet- 
ter response  rates,  techniques  for  regional  in- 
fusion (and  perfusion)  were  introduced  to  pro- 
vide higher  drug  concentrations,  without  in- 
creasing systemic  toxicity. One  such  exam- 
ple utilizes  protracted  intraarterial  infusions  of 
chemotherapeutic  agents  through  indwelling 
hepatic  artery  catheters. 

BACKGROUND 

The  liver  is  one  of  the  most  frequent  organ 
sites  of  metastatic  disease.  Forty  to  50%  of  all 
major  cancers  ultimately  metastasize  to  the  liv- 
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er  with  cancers  of  gastrointestinal  origins  being 
the  most  frequent  malignancies  to  do  so.  Pa- 
tient survival  after  the  development  of  liver 
metastases  is  limited,  with  little  or  no  hope  for 
cure.  (Apparent  cures  are  observed  occasional- 
ly after  resections  of  solitary  or  multiple  metas- 
tases.) However,  the  median  survival  of  pa- 
tients with  liver  metastases  does  not  exceed  3 
to  12  months,  depending  on  the  site  of  the 
primary  tumor. 

Survival  following  documentation  of  liver 
metastases  from  colon  and  rectal  carcinomas  is 
6 to  12  months,  and  these  tumors  represent  the 
most  common  cancer  metastasizing  to  the  liv- 
er. It  is  estimated  that  50%  of  all  deaths  from 
colon  and  rectal  malignancies  (54,000  deaths 
per  year)  will  die  of  or  with  liver  metastases. 
Hence,  effective  treatment  may  have  an  impact 
on  the  prolongation  of  life  of  a substantial 
number  of  patients.  Response  to  systemic  ther- 
apy with  the  most  commonly  used  chemother- 
apeutic agents  is  less  than  20%  and  the  overall 
survival  time  of  these  patients  is  seldom  in- 
creased. 

In  1959,  Sullivan  and  Watkins^  popularized 
the  techniques  of  intraarterial  infusions  of 
chemotherapeutic  agents  for  the  treatment  of 
malignant  disease  localized  to  certain  regions, 
including  the  liver.  Objective  response  rates  of 
more  than  60%  have  been  reported  in  their 
studies.  Prolongation  of  survival  with  infusion 
chemotherapy  has  also  been  reported  by  these 
and  other  authors.^'  ^ However,  most  of 
these  studies  were  not  prospective  or  ran- 
domized. A prospective  randomized  study 
was  carried  out  by  the  Central  Oncology 
Group  and  the  results  were  published  by 
Grage  et  al  in  1979.^  In  this  study  there  was  no 
significant  advantage  in  response  rate  or  dura- 
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tion  of  survival  among  those  patients  receiving 
intraarterial  hepatic  chemotherapy  compared 
with  those  receiving  systemic  5-FU.  The  study, 
however,  is  susceptible  to  criticism,  since  in- 
traarterial infusion  was  carried  out  only  for  the 
initial  21  days  of  treatment.  The  number  of 
evaluable  patients  (61)  is  also  relatively  small. 
Thus  the  statistical  proof  that  such  treatment 
may  yield  benefit  or  not  awaits  further  study. 

CHEMOTHERAPEUTIC  AGENTS 

5-Fluorouracil  (5-FU)  is  the  most  commonly 
used  and  most  active  agent  in  the  treatment  of 
metastatic  colon  and  rectal  carcinomas.  It  is  a 
cell-cycle  specific  drug  of  the  family  of  the 
fluorinated  pyrimidines  where  a hydrogen 
atom  has  been  replaced  by  a fluorine  atom  at 
carbon-5  of  the  uracil  molecule. 

The  dosage  of  5-FU  varies  depending  on  the 
route  and  schedule  of  administration.  When 
given  intraarterially,  larger  doses  can  be  used 
than  when  given  by  intermittent  intravenous 
injection.  Such  intraarterial  infusion  provides 
significantly  higher  concentrations  of  drug  in 
and  around  the  tumor  cells,  while  systemic 
toxicity  is  reduced  or  avoided.  This  advantage 
is  particularly  observed  with  hepatic  artery  in- 
fusions since  the  hepatic  extraction  of  5-FU  is 
from  0.22  to  0.45  and  its  clearance  is  from  0.24 
to  0.45  L/min,  even  with  doses  more  than  10 
times  those  conventionally  used. 

FUDR  (5-Fluorodeoxyuridine,  Floxuridine) 
acts  by  interfering  with  the  synthesis  of  deox- 
yribonucleic acid  (DNA)  and,  to  a lesser  extent, 
by  inhibiting  the  formation  of  RNA.  Its  use  was 
initially  limited  to  intraarterial  infusion.  When 
given  intravenously  (IV  push),  the  dose  of 
FUDR  is  30  mg/kg/day.  When  given  by  con- 
tinuous 24-hour  intravenous  infusion,  doses  of 
one  thirtieth  and  one  sixtieth  of  the  usual  sin- 
gle daily  dose  can  be  given,  with  comparable 
therapeutic  and  toxic  effects.  Currently,  FUDR 
is  used  almost  exclusively  for  intraarterial 
hepatic  infusion,  in  dosages  between  0.2  and 
0.3  mg/kg/day. 

Other  chemotherapeutic  agents  have  been 
used  for  intraarterial  therapy;  mitomycin  C 
and  methotrexate  for  gastrointestinal  cancer, 
DTIC  for  melanoma,  Adriamycin  for  leio- 
myosarcoma, breast  cancer,  and  hepatoma. 
Reports  of  the  therapeutic  effectiveness  of 
these  agents  are  too  scarce  to  warrant  detailed 
consideration  at  this  time. 


TOXICITY  AND  SIDE  EFFECTS 

The  systemic  toxicity  of  chemotherapy  is  the 
major  limiting  factor  for  prolonged  therapy  or 
dose  escalations.  The  toxicity  of  5-FU  and 
FUDR  is  similar  and  occurs  almost  with  the 
same  frequency.  When  given  intraarterially,  a 
major  proportion  of  the  drug  is  metabolized  in 
the  liver,  allowing  only  a small  proportion  to 
escape  into  the  systemic  circulation.  The  major 
toxicity  is  hepatic  (chemical  hepatitis),  produc- 
ing abdominal  discomfort  or  pain,  nausea, 
anorexia,  and  jaundice.  Subclinical  manifesta- 
tions include  elevation  of  liver  enzymes. 

Systemic  toxicities  associated  with  5-FU  and 
FUDR  are  mainly  hematopoietic  (leukopenia, 
thrombocytopenia)  and  gastrointestinal 
(nausea,  vomiting,  anorexia,  diarrhea,  and  sto- 
matitis). Alopecia  and  dermatitis  may  occur, 
the  latter  seen  more  frequently  with  FUDR. 
Other  side  effects  have  been  reported  infre- 
quently. 

TECHNICAL  ASPECTS 

There  are  many  methods  being  used  for  the 
administration  of  chemotherapy  by  the  hepatic 
artery  route.  They  differ  in  the  technique  of 
introducing  the  catheter  into  the  hepatic 
artery,  the  type  of  pump  used  for  the  infusion, 
and  whether  the  artery  is  ligated  or  not,  prox- 
imal to  the  catheter. 

Short  Infusion  via  Temporary 
Percutaneously  Placed  Catheters 

This  method  is  of  relatively  short  duration. 
The  catheter  is  advanced  via  the  brachial  or 
femoral  artery  and  guided  so  that  the  tip  is  in 
the  common  hepatic  artery  past  the  gastro- 
duodenal branch.  Disadvantages  of  this 
method  include  the  short  duration  of  initial 
intraarterial  infusion  (2-3  weeks  average),  im- 
practicality  of  repeated  catheterization,  the 
need  for  hospitalization,  and  gastrointestinal 
toxicity  if  the  tip  of  the  catheter  is  dislodged, 
resulting  in  infusing  the  gastroduodenal  or 
right  gastric  arteries. 

Repeated  Infusion  via  Surgically  Placed 
Catheters  and  External  Pumps 

This  method  of  cannulation  of  the  hepatic 
artery  requires  a celiotomy  at  which  time  the 
catheter  is  introduced,  positioned,  and  se- 
cured in  place.  An  additional  advantage  of  this 
technique  is  that  the  hepatic  artery  can  be  li- 

( Please  turn  to  page  74) 
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Announcing  . . . 


Oncology  Fellowship  Program  April  12-13,  1984 


A two-day  continuing  education  program  in  Oncology  for  primary  care  physicians  will  be  held  at  Moiling 
Education  Center,  Immanuel  Medical  Center,  April  12-13,  1984.  This  program  is  designed  to  enhance  physi- 
cians’ diagnosis,  treatment  and  follow-up  skills  in  dealing  with  the  most  prevalent  oncology  diagnoses.  Con- 
tinuing Medical  Education  (CME)  credits  are  offered  for  participation  in  the  program. 

Spouses  are  invited  to  participate  in  special  activities;  participants  and  faculty  will  enjoy  an  evening  of  Dinner 
Theater  together  on  Thursday,  April  1 2.  Participants  are  housed  at  the  beautiful  new  Immanuel  Plaza  Motel  on 
the  Medical  Center  campus. 


First  Day 

Introduction  to  Cancer 
John  B.  Davis,  M.D. 

Principles  and  Treatment  of  Cancer: 
Radiation  Oncology 
Chemotherapy 
David  J.  Harter,  M.D. 

Herbert  A.  Hartman,  Jr.,  M.D. 

Imaging  Modalities 
Paul  Bender,  M.D.* 

W,  Benton  Copple,  M.D.* 

Primary  Oncologic  Emergencies 
Steven  T.  Bailey,  M.D. 

Colon  Cancer  Update 
Mark  Christensen,  M.D. 

Skin  Tumor,  Diagnosis  and  Treatment 
John  F.  Latenser,  M.D. 

Lung  Cancer  Update 
Leonard  Moss,  M.D. 

David  A.  Huohes.  M.D. 

The  Role  of  the  Family  Physician  in 
the  Treatment  of  Cancer 
Ronald  C.  Bell,  M.D. 

Tour  of  Radiation  Oncology 


■ Session  presenter  rotates  for  each  Fellowship  Program. 


Second  Day 

Tumor  Conference 
John  B.  Davis,  M.D.,  Moderator 

Panel  — Medical  Staff  representing  Hematology,  Medical 
Oncology,  Pathology,  Gynecology,  Surgery,  Radiology,  Urol- 
ogy, General  Family  Practice,  Internal  Medicine 

Gynecologic  Tumor 
Leon  S.  McGoogan,  M.D.* 

Terrence  J.  Kolbeck,  M.D.* 

Chronic  Lymphatic  Leukemia 
John  R.  Feagler,  M.D. 

Multiple  Myeloma 
John  R.  Feagler,  M.D. 

Control  of  Pain  in  the  Cancer  Patient 
David  J.  Harter,  M.D. 

Tumor  Markers 
Thomas  A.  Ruma,  M.D. 

Breast  Cancer  Update 
John  B.  Davis,  M.D. 

Cancer  Screening  in  the  Physician’s  Office 
William  A.  Shiffermiller,  M.D. 

Prostatic  Carcinoma 
Stewart  E.  Sloan,  M.D.* 

Gerald  C.  Felt,  M.D.* 

Liver  Pumps  and  Hickman  Catheters 
Thomas  Connors,  M.D. 

Follow-Up  of  Cancer  Patients 
John  B.  Davis,  M.D. 


For  more  information  on  this  or  future  Fellowships,  contact  Marion  Kaple,  Moiling  Education  Center,  Immanuel 
Medical  Center,  6901  North  72nd  Street,  Omaha,  Nebraska  68122,  (402)  572-2340. 
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gated,  a procedure  that  is  thought  to  contri- 
bute to  superior  results.  (It  is  worth  noting  that 
the  major  blood  supply  to  hepatic  metastases  is 
derived  from  the  hepatic  artery  and  that  liga- 
tion of  that  artery  will  produce  tumor  necrosis; 
better  survival  was  noted  in  patients  who  de- 
veloped hepatic  artery  thrombosis  during  per- 
cutaneous infusion  therapy.)  The  cannula  is 
brought  out  through  the  abdominal  wall.  The 
catheter  will  be  connected  to  an  infusion  pump 
when  therapy  is  begun.  Between  courses  of 
therapy,  the  catheter  is  filled  with  heparin  and 
capped.  Multiple  courses  of  intraarterial  infu- 
sions are  possible  by  this  technique. 

Protracted  Infusions  via  Permanent 
Catheters  and  Implantable  Pumps 

The  technique  is  essentially  similar  to  the 
one  described  above  except  for  the  fact  that  the 
catheter  is  attached  to  a pump  that  is  im- 
planted in  the  subcutaneous  tissue  on  the 
abdominal  wall.  The  pump  has  a 50-ml  reser- 
voir that  needs  to  be  refilled  every  2 to  3 weeks. 
A side  port  allows  "bolus"  injections  through 
the  catheter.  FUDR  is  the  only  drug  approved 
by  the  FDA  for  use  with  this  system.  However, 
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other  drugs  may  be  used  under  specific  ex- 
perimental protocols. 

NEED  FOR  CONTROLLED  STUDIES 

It  is  obvious  that  objective  evaluation  of  the 
value  of  regional  chemotherapy  is  both  essen- 
tial and  timely.  The  cost  and  morbidity 
(physical  and  mental)  to  the  patient  is  substan- 
tial. The  operation,  pump  and  other  costs  may 
total  more  than  $10,000.  Results  of  a well- 
controlled,  randomized  study  would  help  the 
practicing  physician  in  making  a decision  with 
his/her  patient.  If  objective  benefits  are 
observed  with  a certain  method,  risks  may  be 
reasonable  to  take  to  achieve  that  benefit;  if  no 
benefit  is  demonstrated,  simpler  and  safer 
methods  should  be  pursued. 

CURRENT  APPROACH 
AT  THE  UNIVERSITY  OF  IOWA 

We  are  currently  implementing  a prospec- 
tive, randomized  trial  to  study  the  possible 
advantages  of  protracted  hepatic  artery  infu- 
sions. Patients  who  are  candidates  will  be 
randomized  to  one  of  two  study  arms.  In  the 
first  group,  systemic  chemotherapy  with  5-FU 
will  be  used.  In  the  second,  intraarterial  infu- 
sion, after  operative  catheter  placement  and 
hepatic  artery  ligation,  will  be  utilized.  The 
drug  will  be  infused  through  an  external  or 
implantable  pump  following  surgical  place- 
ment of  the  intraarterial  line.  Only  by  conduct- 
ing such  a prospective,  randomized  trial  can 
the  benefits  of  such  a technique  be  assessed.  — 
Adel  S.  Al-Jurf,  M.D.,  Associate  Professor  of 
Surgery;  Peter  R.  Jochimsen,  M.D.,  Associate  Pro- 
fessor of  Surgery,  and  Luis  F.  Urdaneta,  M.D., 
Associate  Professor  of  Surgery 
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Before  prescribing,  see  compiete  prescribing  information  in 
SKSF  CO.  iiterature  or  PDR,  The  foliowing  is  a brief  summary. 


* WARNING 

This  drug  is  not  indicated  tor  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management  Treatment  of  hypertension  and  edema 
IS  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary  or  other- 
wise. unless  hypokalemia  develops  or  dietary  intake  of  potas- 
sium is  markedly  impaired.  It  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities  It 
IS  more  likely  in  the  severely  ill.  with  urine  volume  less  than  one 
liter/day.  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency.  Periodically,  serum  K’*'  levels  should  be  deter- 
mined. It  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K’*'  intake  Associated  widened  QRS  complex  or  arrhyth- 
mia requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  tri- 
amterene may  appear  in  breast  milk  If  their  use  is  essential,  the 
patient  should  stop  nursing.  Adequate  information  on  use  in 
children  is  not  available.  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asthma. 
Possible  exacerbation  or  activation  of  systemic  lupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics. 

Precautions:  Do  periodic  serum  electrolyte  determinations  Cpar- 
ticularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
or  corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  in 
the  elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency  Cumulative  effects  of  the  drug  may  develop  in 
patients  with  impaired  renal  function.  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function  They  can 
precipitate  coma  in  patients  with  severe  liver  disease.  Observe 
regularly  for  possible  blood  dyscrasias,  liver  damage,  other  idio- 
syncratic reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides  Thiazides  may  cause  manifestation 
of  iatent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may 
be  decreased  when  used  concurrently  with  hydrochlorothiazide; 
dosage  adjustments  may  be  necessary.  Clinically  insignificant 
reductions  in  arterial  responsiveness  to  norepinephrine  have 
been  reported  Thiazides  have  also  been  shown  to  increase  the 
paralyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
tubocuranne  Triamterene  is  a weak  folic  acid  antagonist.  Do 
periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive  effects  may  be  enhanced  in  post-sympathectomy 
>1  patients  Use  cautiously  in  surgical  patients  Triamterene  has 
been  found  in  renal  stones  in  association  with  the  other  usual 
calculus  components.  Therefore,  Dyazide'  should  be  used  with 
caution  in  patients  with  histories  of  stone  formation,  A few  occur- 
rences of  acute  renai  failure  have  been  reported  in  patients  on 
1 Dyazide  when  treated  with  indomethacin  Therefore,  caution  is 
' advised  in  administering  nonsteroidal  anti-inflammatory  agents 
with  'Dyazide'  The  following  may  occur,  transient  elevated  BUN 
or  creatinine  or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis.  Dyazide'  interferes  with  fluores- 
cent measurement  of  quinidine  Hypokalemia  is  uncommon  wifh 
Dyazide',  but  should  it  develop,  corrective  measures  should  be 
taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Correcfive  rrfbasures  should  be 
insfituted  cautiously  and  serum  potassium  levels  determined. 
Discontinue  corrective  measures  and  Dyazide'  should  labora- 
tory values  reveal  elevated  serum  potassium  Chloride  deficit 
may  occur  as  well  as  dilutional  hyponatremia  Concurrent  use 
with  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
natremia Serum  FBI  levels  may  decrease  without  signs  of  thyroid 
disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  para- 
thyroid function 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
tensive drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk 
of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  head- 
ache. dry  mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity, 
purpura,  other  dermatological  conditions:  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  disturbances,  pos- 
tural hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics).  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialade- 
nitis. and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual 
calculus  components.  Rare  incidents  of  acute  interstitial  nephritis 
have  been  reported.  Impotence  has  been  reported  in  a few 
patients  on  'Dyazide',  although  a causal  relationship  has  not 
been  established. 

Supplied:  Dyazide'  is  supplied  in  bottles  of  1000  capsules: 
Single  Unit  Packages  (unit-dose)  of  100  (intended  for  institu- 
tional use  only);  in  Patient-Pak"'  unit-of-use  bottles  of  100. 


In  Hypertension . . . 
When  Need  to 
Conserve 


Remember  the  Unique 
Red  and  White  Capsule: 
Your  Assurance  of 
SK&F  Quality 


^ .... 

should  be  checked  periodically  (see  Warnings  and  Precatl 


Potassium-  Sparing 

The  unique 
red  and  white 
Dyazide®  capsule: 
Vtiir  assurance  of 
SK&F  quality. 

DYAZTOF 

hach  capsule  contains  SO  mg  of  Dyrenium®  (brand 
of  triamterene)  and  2S  mg.  of  hydrochlorothiazide. 

Over  17  \fears  of  Confidence 

a product  of 

SK&F  CO. 

Carolina,  PR  00630 

©SK&F  Co.,  1983 
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It’s  impossible 


to  give  the  best  performance  without  all  the  right  equipment. 


At  St.  Paul  Fire  and  Marine  Insurance  Company  we  re  well  equipped.  Our  unique 
Medical  Services  Division  is  staffed  with  health  care  insurance  professionals.  They're 
people  with  experience  drawn  from  over  40  years  of  serving  the  health  care  field. 


We  provide  competitively  priced,  tailored  coverages  for  all  health  care  insurance 
needs.  Our  “claims-made”  approach  has  revolutionized  malpractice  insurance  lor 
physicians,  hospitals  and  other  health  care  professionals.  Our  loss  prevention 
programs  have  set  the  industry  standards.  Our  claims  service  is  second  to  none. 


Just  as  the  hospital  is  best  managed  by  a professional  administrator,  and  the 
operating  room  is  best  staffed  by  surgeons,  the  business  of  insurance  can  best  be 
handled  by  insurance  professionals. 


Call  Tim  Morse,  senior  marketing  officer  in  our  Medical  Services  Division.  His  toll- 
free  number  is  800-328-9820  extension  7642.  He'll  explain  our  approach,  and  then 
put  you  in  touch  with  an  agent  who  is  truly  knowledgeable  about  health  care 
insurance  needs. 


Equipped  to  meet  all  your  insurance  needs. 


IStftuI 


Medical  Services  Division 

St.  Paul  Fire  and  Marine  Insurance  Company/St  Paul  Mercury  Insurance  Company/The  St  Paul  Insurance  Company/St  Paul  Guardian  Insurance  Company/ 
The  St  Paul  Insurance  Company  of  Illinois:  Property  and  Liability  Affiliates  of  The  St.  Paul  Companies  Inc..  Saint  Paul,  Minnesota  55102 
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IT’S  MADE  US  THE  LEADER 
ACROSS  NORTH  AMERKA 
AND  IOWA 


In-house  data  processing  is  available  from  many  sources. 
But  when  you  invest  in  CyCare  100,  you'll  get 
something  you  can't  get  anywhere  else... our 
commitment  to  you. 

It  means  concentrating  our  efforts  on  a single 
industry  since  1 968.  Your  industry. 

It  means  giving  you  the  benefit  of  the  millions  of 
dollars  we're  spending  on  research  & development 
annually. 

And,  it  means  providing  ongoing  training  and 
prompt  service  through  our  regional  office  near  you. 

Our  commitment  has  paid  off  for  62 1 group 
practices  across  the  United  States  and  Canada.  But  the 
most  important  place  we  can  put  it  to  work  is  where 
you  work. 

Get  the  full  story  about  CyCare  1 00,  a system 
designed  for  practices  with  2 or  more  physicians.  Phone 
319-556-3131  or  write  today.  You'll  learn  it  now  costs 
no  more  to  go  with  the  leader. 


Mail  to: 

CyCare 

520  Dubuque  Building 
Dubuque,  lA  52001 

□ Rush  free  details  to  me  about  CyCare 
1 00.  My  business  card  is  attached. 

□ Have  a representative  contact  me. 


North  America's  leading  provider  of 
data  processing  services,  software  and 
systems  for  medical  group  practices. 


Information  of  Interest 

STATE  DEPT-  OF 
PUBLIC  HEALTH 


DIET  INDUSTRY  FLOURISHES 
WITHOUT  REGULATION 


This  discussion  has  been  prepared  by  Gina  Ries, 
M.S.,  R.D.,  who  is  Nutrition  Director  for  the  Iowa 
State  Department  of  Health. 


IowANS  ARE  BECOMING  like  CalifomiaiTS 
where  self  responsibility  for  health  is  con- 
cerned. Spas,  health  food  stores  and  quick- 
stop  medical  clinics  flourish  everywhere.  Jog- 
ging, aerobics  and  weightlifting  are  rituals  of 
the  “new-fit”  generation,  whose  members  re- 
gard exercise  as  a panacea  ensuring  optimum 
wellness.  Likewise,  the  popularity  of  vitamins, 
“lite”  foods  and  weight  loss  diets  is  a sign  of 
the  new  and  currently  insatiable  taste  for 
health  and  nutrition  advice  in  this  state  and 
elsewhere.  But  fortunately  and  finally,  many 
attempting  dietary  self-improvement  have  be- 
gun to  ask,  which  is  the  good  nutrition  advice? 
What  should  I believe?  The  questions  are  good 
ones,  as  the  dangers  of  misinformation  can  be 
frequent  and  great. 

Eating  for  health,  our  new  national  priority, 
has  created  a vast  demand  for  nutrition  “advi- 
sors” and  products.  And  as  economic  theory 
would  predict,  a very  profitable  and  vast  diet 
industry  has  sprung  up  almost  overnight  to 
meet  the  demand.  The  result  is  rampant  misin- 
formation, expense,  and  risk  for  the  consumer, 
as  federal  and  state  regulations  lag  far  behind 


This  information  on  public  matters  is  furnished  and  sponsored  by  the 
Iowa  State  Department  of  Health. 


this  rapid  market  expansion.  Without  statu- 
tory provisions  to  regulate  such  operations  and 
protect  public  interests,  consumers  are  on  their 
own  to  make  decisions  about  the  safety  of  their 
dietary  choices. 

HOW  MANY  IOWANS  "DIET?" 

In  a recent  statewide  surv'ey  conducted  by 
the  Iowa  State  Department  of  Health,  lowans 
were  asked  their  perceptions  of  diet  as  it  relates 
to  health.^  The  results  indicate  27%  of  lowans 
are  currently  on  a diet  to  either  lose  or  maintain 
weight.  Nearly  one  third  of  lowans  (29%)  con- 
sider themselves  overweight.  As  expected,  the 
percentage  of  overweight  persons  increases 
with  age  of  the  population,  with  48%  of  per- 
sons aged  55-64  classifying  themselves  as  over- 
weight. The  Iowa  health  surv^ey  also  indicates 
a surge  in  the  practice  of  “preventive”  living, 
particularly  through  participation  in  active  ex- 
ercise. Nearly  half  (49%)  of  the  respondents 
reported  they  exercise  between  1 and  6 times 
per  week. 

These  Iowa  statistics  compare  well  with 
“The  American  Family  Report”  findings  of 
Yankelovich,  Skelly  and  White. ^ That  sur\'ey 
showed  that: 

(1)  25%  of  Americans  believe  they  are  eating 
more  nutritiously  than  in  the  past. 

(2)  Six  of  the  10  perceived  major  health  hazards 
cited  by  families  are  nutrition  related:  crash  diets, 
overweight,  diet  pills,  cholesterol,  fastmg  and  fats. 

(3)  23%  of  the  population  regard  salt  as  a serious 
health  threat.  Clearly,  public  interest  in  nutrition  is 
here,  but  to  whom  is  the  public  turning  for  advice? 

DOCTOR  AND  NUTRITIONIST  OR  THE  HEALTH  FOOD  STORE? 

The  public  relies  on  various  sources  for  its 
health  and  nutrition  advice.  Yankelovdch  et  al 
found  that  while  45%  of  Americans  still  regard 
their  physician  as  a main  source  of  health  in- 
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formation,  45%  also  look  to  television  or  news- 
paper advertising,  and  about  20%  rely  on 
popular  health  and  diet  books  as  major  sources 
of  information. 

The  public's  need  to  seek  advice  outside  the 
offices  of  traditional  health  care  providers  is 
evidenced  by  the  explosion  of  health  food 
stores  and  diet  centers. 

Although  successful  and  heavily  relied 
upon,  such  enterprises  now  function  virtually 
free  of  regulation.  The  abundance  of  what  is 
actually  medical  advice  is  given  without  re- 
striction by  nonmedical  personnel  who  lack 
appropriate  training.  Examples  of  rampant 
misinformation  from  these  sources  is  just  now 
beginning  to  be  documented. 

NO  LAWS  MEAN  NO  CONTROL 

In  Iowa,  there  is  no  law  which  speaks  spe- 
cifically to  the  diet  industry.^  The  State  Depart- 
ment of  Agriculture  is  responsible  for  inspect- 
ing health  food  stores;  from  its  perspective, 
they  are  treated  just  like  a grocery  store. ^ No 


"It  is  a well  known  fact  that  in  marketing  particu- 
lar diet  products,  it  is  legal  to  lie  about  nutrition 
issues,  provided  one  does  not  do  it  on  the  product 
label." 


inspection  is  ever  conducted  other  than 
perhaps  annual  review  of  sanitation  concerns. 
Only  on  the  basis  of  blatant  fraud  and  abuse, 
through  allegations  submitted  in  writing,  can 
the  Attorney  General  pursue  a particular  issue 
related  to  the  claim  made  by  a diet  enterprise. 
To  date  most  such  Iowa  consumer  complaints 
relate  only  to  financial  and  not  nutritonal  con- 
cerns which  arise  following  contact  with  diet 
businesses.^ 

A survey  of  the  49  other  states  revealed  very 
few  state  statutes  specific  to  regulation  of  diet 
businesses  or  products.  Most  states  license 
such  a business  as  any  other  food  estab- 
lishment.^ Inspections,  like  those  in  Iowa, 
focus  only  on  sanitation  issues.  Only  7 states 
reported  having  specific  food  and  drug  stat- 
utes. Those  states  were:  Colorado,  Louisiana, 
Montana,  New  Hampshire,  North  Dakota, 
Virginia  and  Wisconsin.  Of  those,  only  North 
Dakota,  Virginia  and  Wisconsin  have  restric- 
tions on  the  sale  of  specific  "dietary"  products. 
In  general,  states  reported  no  special  licensing 


requirement,  no  specialized  inspecting,  no  re- 
strictions on  the  sale  of  products  or  the  dis- 
pensing of  information,  and  no  ongoing  inves- 
tigations into  operating  diet  businesses. 

It  is  a well  known  fact  that  in  marketing 
particular  diet  products,  it  is  legal  to  lie  about 
nutrition  issues,  provided  one  does  not  do  it 
on  the  product  label.  The  Food  and  Drug 
Administration  reports  that  it  controls  nothing 
more  than  the  validity  of  information  directly 
on  the  label. ^ Thus,  one  can  make  claims  so 
long  as  the  written  word,  in  the  form  of  books, 
magazines,  and  pamphlets,  is  separate  from 
the  product  on  the  shelf.  The  best  advice  for 
consumers  wanting  to  minimize  the  chance  of 
false  information  gleaned  from  would-be  sales- 
men comes  from  Victor  Herbert.^®  He  says, 
"Have  the  seller  write  down  the  particular 
claim,  sign  his  name  to  it  and  affix  it  to  the 
bottle  of  product  he  wants  to  sell  you.  If  the 
literature  is  sold  with  the  product,  it  is  labeling 
and  the  seller  could  go  to  jail  for  fraud  if  the 
claim  is  false."  Good  advice? 

Actual  diets  and  supplements  are  no  better 
controlled  than  diet  businesses.  Recently  a 
3-page  color  advertisement  on  the  Cambridge 
Diet  appeared,  apparently  unrestricted,  in 
Time  magazine.  The  "Cambridge,"  a danger- 
ously low  calorie  diet  with  tremendous  current 
popular  appeal,  has  been  the  subject  of  numer- 
ous public  warnings  issued  by  the  FDA  and 
numerous  state  health  departments.  Like  the 
protein  sparing  fasts  of  the  late  70's,  the  Cam- 
bridge diet  achieves  its  results  only  while  plac- 
ing the  user  at  risk  of  heart  failure  due  to  elec- 
trolyte disturbance  and  myocardial  atrophy. 
Discussions  with  the  FDA  reveal  it  currently 
lacks  legal  control  over  this  and  other  new 
diets. ^ Thus,  the  pyramid  diet  scheme 
flourishes  fully  unattended  legally,  while  plac- 
ing its  user  in  the  dangerous  position  of  relying 
on  medically  unqualified  salespersons  for  their 
weight  loss  supervision. 

Cambridge  Plan  International  of  Monterey, 
California  is  owned  by  Jack  and  Eileen  Feather, 
promoters  of  the  once  popular  Mark  Eden 
breast  developer.  The  Mark  Eden  program  was 
debunked  by  the  U.S.  Postal  Service  and  a U.S. 
Attorney's  office  in  1982  in  a $1  million  dollar 
out-of-court  settlement  based  on  charges  in- 
cluding mail  fraud  and  false  advertising.  The 
Feathers  previously  marketed  the  "Astro  Trim- 
mer" exercise  belt  and  "Slim  Skins,"  the  exer- 
(Please  turn  to  page  80) 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis 


Brief  Summery.  Consult  the  package  literature  for  prescribing 
information. 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
rreatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Slreplococcus  pneumoniae  (Diplococcus  pneumoniae) , Haemophilus 
inlluenzae.  andS  pyogenes  (group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Wamlnos;  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynihetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
Its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  seventy  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Closindium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  byC.  difficile  Other 
causes  of  colitis  should  be  ruled  out 

Precautions:  General  Precautions—\1  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfecfon  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs’  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs'  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction  for 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehling’s  solutions  and  also  with  Clinitest*  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip.  USP.  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy-Pregnancy  Category  B— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  1 2 times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers— $mai\  amounts  of  Ceclor  have  been  defected  in 
mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18. 0.20. 0,21.  and  0 16  mcg/ml  at  two.  three, 
four,  and  five  hours  respectively.  Trace  amounts  were  detected  at  one 


^foclor 


Pulvules®,  250  and  500  mg 


Some  ampiciliin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.^^ 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H,  influenzae,  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieyed  a satisfactory  clinical 
response  with  Ceclor.^ 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Ceclor*  (cefaclor.  Lilly)  is  administered  to  a nursing 
woman 

Usage  in  Children — Safety  and  effectiveness  of  this  product  for  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 in  200 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritic  arthralgia  and.  frequently,  fever]  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosmophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 m 1 00 
patients) 

Causal  Relationship  Uncertain— VansWory  abnormalities  in  clinical 
laboratory  test  results  have  been  reported.  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepatic — Slight  elevations  of  SGOT,  SGPT,  or  alkaline  phosphatase 
values  (1  in  40) 

Hematopoietic — Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  in  40) 

Rena/— Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500]  or  abnormal  urinalysis  (less  than  1 in  200) 

(061782R1 


* Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  ot  H influenzae  * 

Note  Ceclor  IS  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  m the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
References 

1 Antimicrob  Agents  Chemother  8 91, 1975 

2 Antimicrob  Agents  Chemother . 11  470. 1977 

3 Antimicrob  Agents  Chemother . 13. 584. 1978 

4 Antimicrob  Agents  Chemother . 12  490. 1977 

5 Current  Chemotherapy  (edited  by  W Siegenihaler  and  R Luthy). 
11880  Washington.  D C American  Sooety  for  Microbiology. 
1978 

6 Antimicrob  Agents  Chemother . 13  861. 1978 

7 Data  on  file.  Ell  Lilly  and  Company 

8 Principles  and  Practice  of  Infectious  Diseases  (edited  by  G L 
Mandell.  R G Douglas.  Jr  . and  J E Bennett),  p 487  New  York. 
John  Wiley  & Sons.  1979 

© 1982.  ELI  LILLY  AND  COMPANY 

Additional  inlormalion  available  lo 
the  profession  on  request  from 
Eli  Lilly  and  Company. 
Indianapolis.  Indiana  A6285 
Eli  Lilly  Industries.  Inc. 

Carolina,  Puerto  Rico  00630 
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cise  knickers  which  relied  on  the  household 
vacuum  cleaner  to  help  with  the  work  of 
weight  reduction. Apparently  diet  powder 
schemes  are  easier  to  legitimize  than  bust  de- 
velopers. 

WHAT  CAN  BE  DONE? 

By  understanding  a few  basic  points,  physi- 
cians can  assist  in  protecting  their  patients 
from  diet  fraud.  Remember: 

1.  Nutrition  is  a science.  For  a thorough 
understanding,  so  as  to  be  able  to  give  advice, 
one  cannot  have  other  than  a strong  academic 
background  in  nutrition,  dietetics,  or  a closely 
related  field,  like  medicine  or  biochemistry. 

2.  Practically  all  trained  nutritionists  and 
dietitians  are  active  members  of  one  or  more  of 
the  organizations  and  societies  dedicated  to 
the  study  of  nutrition  and  dissemination  of 
sound  nutrition  information.  Among  these 
are:  the  American  Dietetic  Association  (ADA), 
the  Society  for  Nutrition  Education  (SNE),  the 
American  Society  of  Clinical  Nutrition  and  the 
American  Institute  of  Nutrition  (AIN).  For 
some  reason,  less  reliable  societies  frequently 
have  the  word  “applied”  in  their  names.  While 


University  of  Kansas  Medical  Center 
presents 

Barbara  J.  DeLateur,  M.D.,  University  of  Washington-Seattle 
James  H.  McMaster.  M.D.,  University  of  Pittsburgh 
at 

“SPORTS  MEDICINE: 

REHABILITATION  OF  THE  INJURED  ATHLETE” 

March  15,  1984 

and 

Jes  Olesen.  M.D.,  Hellerup,  Denmark 
at 

MIDWEST  PAIN  SOCIETY 
8TH  ANNUAL  SCIENTIFIC  MEETING 
“PRACTICAL  MANAGEMENT 
OF  COMMON  PAIN  SYNDROMES” 

March  16  -17,  1984 

Location:  Westin-Crown  Center 
Kansas  City,  Missouri 

Credit:  pending  for  physicians,  nurses,  psychologists, 
physical  and  occupational  therapists 

Fee  reduclion  for  pre-registering  for  both  courses. 

Contact:  Jan  Johnston 

Office  of  Continuing  Education 
University  of  Kansas  Medical  Center 
Rainbow  at  Olathe  Blvd. 

Kansas  City,  KS  66103 
Phone  (913)588-3480 


membership  in  the  above  organizations  does 
not  guarantee  reliability,  members  are  subject 
to  peer  review  and  accountability. 

3.  While  the  term  “nutritionist”  can  be  and  is 
used  by  anyone  wanting  to  call  him/herself 
that,  the  term  “Registered  Dietitian"  can  be 
used  only  by  those  individuals  who  meet  cer- 
tain criteria.  A Registered  Dietitian  (R.D.)  has 
completed  a prescribed  course  of  study  at  an 
accredited  college,  an  internship  under  qual- 
ified professionals,  and  has  passed  a registra- 
tion examination. 

4.  An  ethical  nutritionist  does  not  promise 
cures  or  guarantee  results.  He  or  she  also  will 
not  recommend  an  expensive  array  of  vitamin, 
mineral  or  protein  supplements,  or  a few  spe- 
cific superfoods  with  special  health-giving 
properties.  A true  nutrition  specialist  can, 
however,  be  of  great  assistance  to  individuals 
or  a public  interested  in  best  maintaining 
health  through  reliance  on  prudent  selection  of 
whole,  nutritious  foods.  Moderation  and  sen- 
sibility in  food  selection  are  the  lessons  yet  to 
be  learned  by  a society  anxious  for  slenderness 
and  health.  With  this,  nutrition  science  can 
help. 

Health  conscious  consumers  have  their 
work  cut  out.  Never  before  has  there  been  so 
much  information  and  misinformation.  Until 
the  real  nutrition  experts  learn  to  market  their 
expertise,  the  consumer  learns  to  seek  a sound 
source  of  advice,  and  the  laws  can  catch  up 
with  the  industry,  quacks  may  continue  to  fill 
the  gap. 
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December  1983  Morbidity  Report 


Disease 

Dec. 

1983 

Total 

1983 

to 

Date 

1982 

to 

Date 

Most  Dec.  Cases 
Reported  From 
These  Counties 

Amebiasis 

3 

39 

69 

Boone,  Plymouth, 
Washington 

Brucellosis 

1 

5 

5 

Tama 

Chickenpox 

376 

6200 

6483 

Scattered 

Campylobacter 

34 

366 

322 

Scattered 

Cytomegalovirus 
Eaton's  Agent 

5 

16 

40 

Scattered 

infection 

0 

112 

267 

Encephalitis,  viral 
Erythema 

1 

58 

45 

Scott 

infectiosum 

Gastroenteritis 

0 

27 

247 

(GIV) 

1529 

12948 

11144 

Scattered 

Giardiasis 

29 

335 

166 

Scattered 

Hepatitis,  A 

3 

31 

76 

Des  Moines,  Louisa, 
Polk 

Hepatitis,  B 

9 

90 

81 

Scattered 

Hepatitis,  Non  A-B 
Hepatitis 

2 

40 

17 

Clayton,  Dubuque 

type  unspecified 

1 

13 

28 

Johnson 

Herpes  Simplex 

102 

1020 

455 

Scattered 

Herpes  Zoster 

0 

6 

12 

Histoplasmosis 

Infectious 

0 

16 

15 

mononucleosis 

Influenza, 

29 

213 

179 

Scattered 

lab  confirmed 
Influenza-like 

0 

207 

74 

illness  (URI) 

4211 

40990 

37701 

Scattered 

Legionellosis 

1 

7 

23 

Bremer 

Malaria 

Meningitis 

0 

4 

8 

aseptic 

3 

143 

94 

Des  Moines,  Johnson, 
Scott 

bacterial 

11 

152 

155 

Scattered 

meningococcal 

1 

20 

12 

Chickasaw 

Mumps 

49 

51 

Black  Hawk,  Des  Moines, 
Linn,  Webster 

Pertussis 

3 

9 

9 

Polk 

Rabies  in  animals 

9 

201 

365 

Scattered 

Reye  Syndrome 

0 

2 

5 

Rheumatic  Fever 
Rubella 

0 

2 

3 

(German  measles) 

0 

0 

0 

Measles 

0 

0 

0 

Salmonellosis 

19 

338 

304 

Scattered 

Shigellosis 

3 

67 

67 

Crawford,  Linn,  Scott 

Tetanus 
Toxic  Shock 

1 

1 

4 

Fayette 

Syndrome 

Tuberculosis 

3 

17 

16 

Black  Hawk,  Cherokee, 
Dallas 

total  ill 

6 

65 

69 

Scattered 

bact.  pos. 

4 

46 

51 

Clayton,  Polk,  Webster 

Typhoid  Fever 
Venereal  diseases: 

0 

0 

1 

Gonorrhea 

440 

4620 

4339 

Syphilis 

1 

23 

31 

Pottawattamie 

Other  Non-Repoiiable  Diseases:  Trichuris  Trichuira  — 1 , Johnson;  Urea- 

plasma  Urosolylicum  — 2,  Polk,  5,  Johnson;  Chlamydia  — 2,  Johnson; 
Ascaris  — 1 , Johnson. 


Anyone  Responsible 
KrAHalf  Million 
Dollars  ShouMn’t  Have 
ToWarkTwoJobs. 


Making  money  is  a full  time  job. 
Unfortunately,  so  is  managing  it. 

And  most  people  and  companies  are 
far  better  at  getting  rich  than  they  are  at 
staying  that  way. 

Unless  they  hire  us,  Statesman 
Investment  Advisors. 

We  work  for  individuals,  corporations, 
endowment  funds,  pension  funds  and 
associations  with  manageable  assets  of  a 
half  million  dollars  or  more. 

And  we'll  manage  your  assets  on  a 
fee  basis,  designing  portfolios  that  are 
responsive  both  to  the  market  and  to  your 
goals  and  objectives. 

We  offer  no  products,  no  insurance 
and  receive  no  commissions. 

All  we  have  to  sell  is  a staff  with  35 
years  of  broad  investment  experience  and 
over  $150,000,000  under  management. 

Want  to  make  your  half  rruUion 
whole?  Put  Statesman  Investment 
Advisors  to  work  for  you. 

CaU  515-284-7648. 

REGISTERED  INVESTMENT  ADVISORS 

a The  Statesman  Group,  Inc. 

Suite  804  Des  Moines  Building 
Des  Moines,  lA.  50309 
e (515)  284-7648 

Statesman  I nvestm  ent  A dvisors.  i nc  . 
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''A  New  Dimension 
in  the  Treatment  of  Alcoholism, 
Drug  Dependency  and  Food  Addiction’’ 


NAPLES  RESEARCH 
&.  COUNSELING  CENTER 

— = 

Offering  Multi-Program  Approaches  for 
Individuals  and  Families  Suffering  from 

• Alcoholism 

• Drug  Dependencies 

• Life  Adjustment 

• Food  Addiction 


Our  professionally  staffed  JCAH  approved  chemical  dependency  program 
is  covered  by  CHAMPUS  and  most  other  group  health  care  plans. 

CALL  US  TODAY  for  a Confidential  Evaluation  or  Intervention  Assistance 

(813)  775-4500 

9001  Tamiami  Trail  East,  Naples,  Florida  33960 
An  Affiliate  of  The  Palm  Beach  Institute  Family  of  Programs,  Incorporated 
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News  About  Colleagues 

ABOUT 

vWy 

IOWA  PHYSICIANS 

Dr.  Chule  Auh  recently  was  named  medical 
director  of  Chemical  Dependency  Unit  and  Dr. 
Joseph  H.  Washburn,  Jr.,  was  named  medical 
director  of  the  Cancer  Institute  at  the  Marian 
Health  Center  in  Sioux  City.  Dr.  Auh  formerly 
was  director  of  psychiatric  training  at  Cher- 
okee Mental  Health  Institute  and  Dr.  Wash- 
burn has  been  director  of  radiation  oncology  at 
MHC  since  locating  in  Sioux  City  in  1979.  . . . 
Dr.  James  Roeder,  Clinton,  recently  received  a 
certificate  of  postgraduate  fellowship  from  the 
American  Academy  of  Facial  Plastic  and  Re- 
constructive Surgery.  . . . Dr.  Eric  Paulson  re- 
cently joined  the  Family  Health  Clinic  in  Car- 
roll.  Dr.  Paulson  received  the  M.D.  degree  at 


the  U.  of  I.  and  completed  his  internal  medi- 
cine residency  at  Iowa  Methodist  Medical  Cen- 
ter in  Des  Moines.  . . . Dr.  Sherry  Bulten, 
Humboldt,  recently  was  named  a fellow  of  the 
American  Academy  of  Family  Physicians. 


Dr.  Donovan  F.  Ward,  retired  Dubuque  physi- 
cian and  past  president  of  the  American 
Medical  Association,  recently  was  elected 
secretary-treasurer  of  the  1,700  member  Fifty- 
Year-Club  of  American  Medicine.  . . . Dr. 
D.  G.  Flory,  Indianola,  recently  was  appoint- 
ed county  medical  examiner  by  the  Warren 
County  Board  of  Supervisors.  . . . New  medi- 
cal staff  officers  at  Crawford  County  Memorial 


aisls 


c 


Qbco 


IF  YOU  ARE  LOOKING  TO  BRING  DOWN  THE  COST  OF  YOUR 
OFFICE  MEDICAL  SUPPLIES,  WITHOUT  SACRIFICING  QUALITY, 

JUST  . . . ASK  FOR  <-ObCO-^ 

LET  US  PUT  THE  BUYING  POWER  OF  THE  WORLD’S  LARGEST 
INDEPENDENT  MEDICAL  SUPPLY  BUYING  GROUP  TO  WORK  FOR 
YOU. 

Your  rObCO-^  dealer  is; 

Hawkeye  Medical  Supply,  Inc. 


HOME  OFFICE:  225  E PRENTISS  STREET.  IOWA  CITY,  lA  52244  (319)  337-3121 
BRANCH  OFFICE:  5737  UNIVERSITY  AVE.,  DES  MOINES,  lA  50311  (515)  274-4015 

"After  the  sale  . . . it’s  the  SERVICE  that  counts. 


IOWA  WATS 
1-800-272-6448 
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Hospital  are  — Dr.  J.  L.  Flood,  president;  Dr, 
D.  W.  Crabb,  vice  president;  and  Dr.  M.  U. 
Broers,  secretary-treasurer.  These  physicians 
will  also  serve  as  1984  officers  of  the  Crawford 
County  Medical  Society. 


Dr.  John  Strong  recently  opened  an  obstetrics 
and  gynecology  practice  in  Cedar  Falls.  Dr. 
Strong  has  been  chief  of  obstetrics  and  gyne- 
cology at  Offutt  Air  Force  Base  Hospital  in 
Omaha,  Nebraska.  . . . Dr.  Alan  D.  Ball  re- 
cently joined  Winterset  Medical  Associates. 
Dr.  Ball  received  the  M.D.  degree  at  the  U.  of  I. 
College  of  Medicine  and  interned  in  Ogden, 
Utah.  He  is  a former  member  of  emergency 
room  staff  at  Charter  Community  Hospital  in 
Des  Moines.  . . . Dr.  Francis  McCabe,  Carroll, 
is  a recent  recipient  of  the  Silver  Anniversary 
Citation  presented  by  the  Creighton  Universi- 
ty School  of  Medicine  for  providing  25  years  of 
service  to  mankind.  . . . Dr.  Stephen  R.  Zum- 
brun,  Sioux  City,  recently  was  elected  to  fel- 
lowship in  the  American  College  of  Cardiolo- 
gy. Dr.  Zumbrun  received  the  M.D.  degree  at 
the  Indiana  University  School  of  Medicine  and 


served  his  residency  at  the  University  of  Ore- 
gon. . . . Dr.  William  P.  Davey,  Sioux  City, 
recently  was  named  senior  member  of  the  ex- 
ecutive council  of  the  Iowa  Chapter  of  the 
American  College  of  Surgeons.  Dr.  Davey  is  a 
past  president  of  the  organization.  . . . Dr. 
Scott  K.  Nau,  Cedar  Rapids,  recently  was 
elected  to  fellowship  in  the  American 
Academy  of  Pediatrics.  Dr.  Nau  received  the 
M.D.  degree  and  served  his  pediatric  residen- 
cy at  the  U.  of  I.  College  of  Medicine. 


DEATHS 

Dr,  William  Province,  69,  Dubuque,  died 
November  29  at  Finley  Hospital.  Dr.  Province 
received  the  M.D.  degree  at  the  University  of 
Louisville  Medical  School  in  Louisville,  Ken- 
tucky. He  was  a past  president  of  the  Dubuque 
County  Medical  Society  and  Iowa  Heart  Asso- 
ciation and  a charter  member  of  the  American 
Academy  of  Family  Practice. 

(Continued  on  page  86) 


• A business/computer  that  will  sit  on  your  desk  and  provide  instant 
access  to  patient  information 

• Systems  with  single  or  multiple  CRT  displays  available 

• Seiko  computers  are  designed  for  solo  practice  or  multispecialty  group 

• Call  XL-DP,  Inc. 

705  E.  Second  Street,  Des  Moines 
515/284-1428  l-800/233-"XLDP"  (1-800/233-9537) 


Authorized  Seiko  Business  Computer  Dealer 

SEIKO  is  a legistered  trademaik  ol  K Hatton  & Co,  Ltd 
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We've  sot  the  one  person 
who'll  help  keep 
your  insurance  rates 
reasonable* 


you’ve  seen  him  before.  And  talked  with  him  plenty. 
He’s  your  IMS  Account  Supervisor  and  he’s  working 
with  you  around  the  clock  to  make  sure  your  spon- 
sored insurance  program  is  working  well.  He’s  help- 
ing you  to  control  the  frequency  and  severity  of 
incidents.  Helping  you  to  reduce  the  size  of  claims. 
All  to  help  you  keep  your  rates  equitable. 

That’s  how  /Etna  Life  & Casualty  can  continue  to 
upgrade  the  quality  of  coverages  and  services  you’ve 
grown  accustomed  to.  So  physicians  and  surgeons  in 
Iowa  get  choice  of  coverage  forms — claims-made  or 
occurrence — as  well  as  higher  levels  of  coverage.  Like 
$5,000,000  and  higher. 

Those  arejusta  fewof  the  reasons  the  Iowa  Medi- 
cal Society  has  sponsored  our  program  for  more  than 
six  years.  For  more  reasons  and  information,  fill  out  the 
coupon. 


I 

I Without  oblisation.  I’d  like  to  know  more  about  /Etna’s 
I Total  Professional  Liability/Property  Program. 


Name  or  Group 

Address 

City State Zip 

My  present  insurance  expires  on 

Write:  Dale  Hoing,  Account  Supervisor 

/Etna  Life  & Casualty 
611  Fifth  Avenue 
Des  Moines,  Iowa  50309 


The  Automobile  Insurance  Company  of  Hartford,  Connecticut  06156. 
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Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN;  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 


A SPECIAL  PRACTICE  FOR  SPECIALISTS 


If  you're  a surgeon  or  OB/GYN  or  other 
medical  specialist,  the  Air  Force  may  have  a 
special  practice  for  you. 

What  makes  it  special?  You’ll  enjoy  an  ex- 
cellent pay  and  benefits  package.  Your  regular 
working  hours  will  allow  you  to  spend  more  time 
with  your  family.  You'll  receive  30  days  of  vaca- 
tion with  pay  each  year.  And  you  will  work  with 
modern  equipment  and  some  of  the  most  highly 
trained  professionals  in  the  world,  serving  your 
country  and  your  patients  Now  that’s  special' 
Find  out  )ust  how  special  your  practice  can  be 


MSgt.  Ron  LeBlanc 
319/351-6494  Call  Collect 


A great  way  of  life 


Dr.  H.  Kirby  Shiffler,  70,  longtime  Des 
Moines  obstetrician  and  gynecologist,  died  De- 
cember 2 at  his  home.  Dr.  Shiffler  received  the 
M.D.  degree  and  completed  his  residency  at 
the  U.  of  I.  College  of  Medicine.  In  1970,  Dr. 
Shiffler  was  appointed  honorary  consular 
agent  of  the  French  government  for  the  Des 
Moines  area. 

Dr.  Ralph  E.  Hines,  73,  Des  Moines,  died  De- 
cember 18  at  his  home.  Dr.  Hines  received  the 
M.D.  degree  at  the  University  of  Kansas 
Medical  School  at  Kansas  City.  He  was  a World 
War  II  veteran;  retired  chief  of  staff  at  Mercy 
Hospital  Medical  Center;  past  president  of  the 
Polk  County  Medical  Society  and  Medical 
Forum  Club.  He  was  a registered  parliamenta- 
rian and  had  taught  parliamentary  law  adult 
education  classes  in  the  Des  Moines  Public 
Schools. 

Dr.  William  D.  Maixner,  68,  Ottumwa,  died 
December  22.  Dr.  Maixner  received  the  M.D. 
degree  at  the  University  of  Nebraska  School  of 
Medicine.  He  located  in  Ottumwa  in  1949. 
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CLASSIFIED 

ADVERTISING 


FOR  SALE  — Computer  Program,  "Drug  Interactions."  Designed  for 
TRS  80  (cassette  tape).  Send  for  brochure.  Write  C.  W.  Maplethorpe,  Jr., 
M.D.,  115  E.  High,  Toledo,  Iowa  52342. 


ANESTHESIOLOGISTS  — 29  and  31,  recent  graduates  of  University  of 
Iowa,  interested  in  practice  opportunities  in  our  home  state,  preferably 
fee-for-service  solo  or  small  group  practice  with  the  opportunity  for  large 
percent  of  physician-administered  anesthesia  care.  Willing  to  work  hard 
and  care  for  the  sickest  patients,  as  well  as  assist  in  ICU  if  needed. 
Available  June,  1984,  and  Interested  in  doing  locum  tenens  work  March 
through  May.  Contact  Drs.  Robert  and  Joanne  Michaelson,  P.O.  Box 
766,  Charleston,  Illinois  61920. 


1984  CME  CRUISE/CONFERENCES  ON  LEGAL-MEDICAL  ISSUES  — 
Caribbean,  Mexican,  Hawaiian,  Alaskan,  Mediterranean.  7-14  days  in 
Winter,  Spring,  Summer.  Approved  for  18-24  CME  Cat.  1 credits  (AMA/ 
PRA).  Distinguished  professors.  FLY  ROUNDTRIP  FREE  ON  CARIB- 
BEAN, MEXICAN,  & ALASKAN  CRUISES.  Excellent  group  fares  on 
finest  ships.  Registration  limited.  Pre-scheduled  in  compliance  with 
present  IRS  requirements.  Information:  International  Conferences,  189 
Lodge  Ave.,  Huntington  Station,  N.Y.  11746.  (516)  549-0869. 


FOR  SALE  — Medical  exam  room  furnishings  — office  equipment, 
instruments,  sterilizer,  etc.  Contact  W.  H.  Verduyn,  M.D.,  Schoitz 
Medical  Center,  Waterloo,  Iowa  50702.  Phone:  319/234-0109. 


FAMILY  PRACTICE  — Outstanding  opportunity  for  BE/BC  F.P.  with  a 
dynamic,  young  group  practice.  Located  in  exceptionally  clean  and  safe 
city  of  175,000;  home  of  state  capitol  and  university.  Full  fringes;  salary 
commensurate  with  experience.  Send  inquiry  and  resume  to:  Dr.  Kong- 
stvedt.  Health  Central,  17th  and  "N,"  Lincoln,  Nebraska  68508.  Phone 
402/475-7000. 


GENERAL  INTERNISTS  AND  FAMILY  PRACTITIONERS  IN- 
TERESTED IN  GERIATRIC  MEDICINE  — will  find  an  optimal  practice 
setting  in  our  Sun  City,  Arizona  healthcare  centers.  CIGNA  Healthplan, 
Inc.,  one  of  the  nation's  largest  prepaid  health  plans,  offers  an  opportu- 
nity to  practice  medicine  free  of  the  business  aspects.  Night  and 
weekend  call  is  very  light.  Competitive  salaries.  Excellent  benefits. 
Please  respond  to  Director,  Professional  Recruitment,  P.O.  Box  29030, 
Phoenix,  Arizona  85038.  602/954-3506. 


PSYCHIATRIST  — Board  certified  or  eligible  psychiatrist  needed  for 
consultation  position  at  Woodward  State  Hospital-School.  An  opportu- 
nity to  work  with  the  mentally  retarded  patient  of  various  ages.  3-6  hours 
per  month.  Fee  negotiable.  CONTACT:  S.  Lerd,  M.D.,  Medical  Direc- 
tor, Woodward  State  Hospital-School,  Woodward,  Iowa  50276.  515/438- 
2600  Ext.  253.  AN  EQUAL  OPPORTUNITY/AFFIRMATIVE  ACTION 
EMPLOYER. 


FAMILY  PRACTITIONER  POSITION  — available  in  rural  setting.  20 
minutes  from  Des  Moines.  Busy  clinic  with  young  Board  Certified 
Family  Practitioners.  Write  Box  238,  Indianola,  Iowa  50125. 


FOR  SALE  — PRIVATE  PRACTICE  — Complete  with  office  equipment 
including:  1 Ritter  Table,  5 years  old,  1 Ritter  Table,  12  years  old,  EKG 
machine,  office  furniture,  etc.  ALL  IN  PERFECT  CONDITION.  Write  or 
call  E.  F.  Ritter,  M.D.,  Lake  Center  Mall,  Centerville,  Iowa  52544.  515/ 
856-8113  or  515/856-3439. 


ENJOY  THE  NORTHWOODS  — Need  an  aggressive,  hardworking 
Internal  Medicine  specialist  and  a Family  Practice  specialist  to  join  a 
brand  new  clinic  in  Eagle  River,  Wisconsin.  Great  income  potential  and 
outstanding  fringe  benefit  packages  available.  For  further  information 
call  collect  715/842-3202,  or  write  to  Administrator,  2409  N.  13th, 
Wausau,  Wisconsin  54401. 


WANTED  — FAMILY  PRACTITIONER/GENERALIST  — Full  time 
physician  to  replace  recently  retired  partner  in  a two-man  practice.  You 
will  be  associated  with  a board  certified  Family  Physician.  College  town, 
pop.  9,000.  For  further  information,  contact  John  B.  Brunkhorst,  M.D., 
203  First  Avenue,  N.E.,  Waverly,  Iowa  50677.  Office  phone  — 319/ 
352-3180.  Residence  phone  — 319/352-3486. 


RADIOLOGIST  WANTED  — Buena  Vista  County  Hospital  in  Storm 
Lake,  Iowa,  is  in  need  of  a radiologist.  If  interested,  please  contact  James 
O.  Nelson,  Administrator.  Phone  712/732-4030. 


PRACTICE  OPPORTUNITY  — $75,000  first  year  guarantee,  relocation 
expenses,  and  other  fringe  benefits  for  a primary  care  physician  in- 
terested in  helping  establish  and  own  a rural  primary  care  center  within  1 
hour  of  Kansas  City.  Affiliation  with  200+  bed  hospital.  Option  for 
group  practice  association  if  desired.  Interested  physicians  should  send 
CV  to  Health  Resources,  Box  14188,  Kansas  City,  Missouri  64152,  or  call 
Ron  Hammerle,  816/587-0920. 


WANTED  — Medical  equipment  or  paraphernalia  (notes,  books,  etc.)  of 
historical  value  pre-1920.  Write  or  call  D.  Doorenbos,  M.D.,  194  6th 
Avenue  N.E.,  LeMars,  Iowa  51031.  Phone  712/546-7100. 


WANTED  — PHYSICIAN  TO  SHARE  OFFICE  SPACE  — in  large  ortho- 
paedic practice.  Close  to  hospitals,  ample  parking,  modern  X-ray  equip- 
ment and  registered  technician.  All  medical  services  and  equipment 
available  for  sharing.  Contact  Jerome  G.  Bashara,  M.D.  515/274-4949. 


FAMILY  PRACTICE  NEEDS  LOCUM  TENENS  IMMEDIATELY  — 
three  or  more  days  a week,  Thursday,  Friday  and  Saturday.  Excellent 
remuneration  with  living  and  travel  expenses.  Call  712/337-3156. 


INVESTMENT  PROPERTY.  Deluxe  duplex  — like  new.  Clive,  Iowa. 
SV2%  assumable  money.  Owner  returning  to  specialty  program.  515-225- 
1011. 


BOARD  CERTIFIED  (OR  ELIGIBLE) 
FAMILY  PRACTITIONERS 

Two  or  three  compatible  physicians  (one  or  more  to  be 
female)  to  join  and,  as  desired,  in  the  next  one  to  three 
ears  to  acquire  this  exceptionally  equipped,  very 
usy  family  practice.  Within  3 hours  driving  time  of  5 
major  medical  schools.  Mid  U.S.A.  with  an  urban- 
rural  practice  with  all  specialties  represented  in  the 
immediate  area,  and  hospitals  that  will  let  your  skills 

?row  with  your  training  — new  and  acquired.  Send 
!.V.'s  and  why  you  think  you  and  your  proposed 
associates  will  exist  together  compatibly.  Reply  to 
BOX  NO.  1554,  IOWA  MEDICINE,  1001  Grand  Ave- 
nue, West  Des  Moines,  Iowa  50265. 
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Referral  Guide 

PHYSICIANS' 

DIRECTORY 


ALLERGY 


GASTROENTEROLOGY  NEONATOLOGY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5677 


CARDIOLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  0.0. 

JEFFREY  STAHL,  M.D. 

943  19TH 
DES  MOINES  50311 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D. 

NEW80RN  SPECIALIST,  P.C. 
421  LAUREL 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


GYNECOLOGY 


LANE  A.  REEVES,  M.D.,  P.C. 

MEDICAL  ARTS  CENTER,  SUITE  355 
2055  KIM8ALL  AVENUE 
WATERLOO  50702 

PRACTICE  LIMITED  TO  GYNECOLOGY 
REPRODUCTIVE  ENDOCRINOLOGY 
AND  INFERTILITY 


ALFREDO  0.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  0.0. 

DAVID  L.  FRIEDGOOD,  0.0. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


HEMATOLOGY-ONCOLOGY 


OERMATOLOGY 


R08ERT  i.  8ARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS’ 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515  243-86766 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
31 9/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


JASJEET  SANGHA,  M.D. 

3118  BROCKWAY  ROAD 
WATERLOO  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


INTERNAL  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
DANIEL  H.  GERVICH,  M.D. 

INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


PULMONARY  MEDICINE,  P.C. 

STEVEN  K.  ZORN,  M.D. 

GREGORY  HICKLIN,  M.D. 

4060  WESTOWN  PKWY. 

WEST  DES  MOINES  50265 
515/225-8452 

CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
ROGER  T.  LUI,  M.D. 

STEVEN  G.  BERRY,  M.D. 

PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES,  M.D., 
STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  UMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
31 9/232*8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 

ROBERT  A.  HAYNE,  M.D. 

THOMAS  A.  CARLSTROM,  M.D. 

METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 

MICHEL  ANDRE,  M.D. 

1420  WOODUND 
DES  MOINES  50309 
515/243-5014 

PRACTICE  LIMITED  TO  NEUROSURGERY 


88  / Iowa  Medicine 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D.,  RUSSELL  H.  WAH,  M.D., 
JOHN  M.  GRAETHER,  M.D..  RUSSELL  R.  WIDNER,  M.O., 
GILBERT  W.  HARRIS,  M.D.,  JAMES  A.  DAVISON,  M.D. 
309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 

OPHTHALMIC  ASSOCIATES,  P.C. 

ARTHUR  C.  WISE,  M.D.,  ROBERT  0.  WHINERY, 

M.D.,  STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 

NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D., 

MICHAEL  L.  LONG,  M.D. 

U.  JOHN  BERZINS,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1481 
MASON  CITY  50401 
515/423-8861 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE,  M.D., 
GERALD  J.  COLLINS,  M.O.,  JAMES  E.  SPODEN,  M.D. 
310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 

ROBERT  T.  BROWN,  M.D., 

ROBERT  G.  SMITS,  M.D., 

EUGENE  PETERSON,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 

OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

939  OFFICE  PARK  RD.,  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  RUSTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL.  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

EAR,  NOSE  AND  THROAT  SURGERY, 

HEAD  AND  NECK  SURGERY,  FACIAL 
PLASTIC  SURGERY 

PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D., 
GERALD  W.  HOWE,  M.D., 

JAMES  J.  PUHL,  M.D., 

EDWARD  A.  DYKSTRA,  M.D., 
MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  WBORATORY 

C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY,  M.D., 

A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-2590 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  ~ RADIOISOTOPES 

LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D., 

HARRY  J.  KASSIS,  M.D., 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 

MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PEDIATRICS 


PEDIATRIC  ALLERGISTS.  P.C. 

GEORGE  G.  CAUDILL.  M.D. 

VEUKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR..  M.D. 

CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

A.  SUZANNE  MORSTAD,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION  CENTER 
IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 

2416  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-7941 

CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1402  WOODLAND 
DES  MOINES  50309 
515/284-5555 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SER- 
VICES FOR  INDIVIDUAL  ADULTS,  ADOLES- 
CENTS, CHILDREN  AND  INFANTS 


SAHERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 
2928  HAMILTON  8LVD. 

SIOUX  CITY  51104 
712/277-2379 

PSYCHIATRIC  THERAPY  — ALL  AGES 


JEAN  ARNOLD.  M.D.,  F.A.P.A. 
412  TENTH  AVENUE.  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY  — ALL  AGES 
COUPLE  COUNSELING 


ASSOCIATES  FOR  PSYCHIATRY  P.C. 

WM.  J.  MOERSHEL,  M.D.; 

CHAS.  G.  WELLSO,  M.O.; 

EDICK  HARTUNIAN,  M.D.; 

S.  ORTEGA,  M.D.; 

FRANCIS  A.  VASQUEZ,  M.D. 

717  A AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/364-0116 

Telephone  answered  day  or  night 

ADULT  AND  CHILD  PSYCHIATRY 
MARRIAGE  AND  FAMILY  COUNSELING 
PSYCHOLOGICAL  TESTING 


SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY.  SURGERY  OF 
THE  HAND 


N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND.  SUITE  2B 
DES  MOINES  50316 
515/265^251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 


RUSTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCUUR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.O. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY.  SURGERY  OF 
THE  HAND 


UROLOGY 


A.  W.  WOODWARD.  M.O. 

3116  BROCKWAY  RD. 

WATERLOO  50702 
319/236-3435 

PRACTICE  LIMITED  TO  UROLOGY 


February  1984  / 89 


A Monthly  Commentary 

IN  THE 

PUBLIC  INTEREST 

Interpreting  Surveys 


Those  of  us  who  reply  to  surveys  from  time 
to  time  find  occasional  questions  open  to 
interpretation.  In  other  words,  we  are  not  al- 
ways sure  about  the  precise  meaning  of  the 
answer  options. 

This  might  have  been  the  case,  at  least  in 
part,  with  a recently  publicized  statewide  sur- 
vey of  the  Health  Policy  Corporation  of  Iowa. 
One  of  the  survey  questions  read: 

Many  groups  in  Iowa  are  working  to  reduce 
health  care  costs.  Which  one  group  do  you  believe 
should  have  primary  responsibility  for  controlling 
hospital  and  health  care  costs? 

The  answers  given  by  1,008  lowans  in  tele- 
phone interviews  were  in  percentage:  the  pub- 
lic — 34%;  state  government  — 17% ; hospitals 
— 12%;  insurance  companies  — 8%;  federal 
government  — 6%;  doctors  — 6%;  employers 
— 3%;  labor  unions  — 2%;  all  of  the  above  — 
2%;  don't  know  — 10%. 

That  those  surveyed  chose  themselves  (the 
public)  at  a percentage  level  double  the  next 
closest  answer  option  is  interesting  and  cu- 
rious. What  added  responsibility  do  you  think 
these  folks  see  themselves  needing  to  assume 
to  control  health  care  costs? 

Maybe  those  questioned  think  that  with 
more  information  and  more  choices  they  (the 
public)  can  select  their  particular  health  care 
delivery  format  more  wisely  and  more  eco- 
nomically. Certainly  the  rapidly  diversifying 
health  care  scene  (HMO,  IP  A,  PPO,  etc.)  has 
the  potential  to  either  enlighten  or  confuse  the 
Iowa  consumers  of  these  services. 

Or  maybe  they  were  saying  the  public 
should  accept  greater  responsibility  for  main- 


taining good  health  in  the  personal  or  family 
sense.  This  has  to  do  with  adequate  exercise, 
proper  rest,  good  nutrition,  tobacco  absti- 
nence, limited  alcohol  consumption,  etc.  This 
indeed  would  be  meritorious  — and,  to  be 
sure,  it  is  receiving  increasing  public  attention. 

Another  of  the  HPCI  survey  questions  pro- 
duced the  finding  that  7 of  10  adult  lowans 
would  be  willing  to  pay  the  first  $500  of  their 
annual  medical  costs  if  doing  that  would  lower 
their  insurance  premium  by  $600  a year,  or  if 
they  received  an  equivalent  $600  in  other  ben- 
efits or  take-home  pay. 

One  reaction  to  this  might  be:  Who  wouldn't? 
That's  a solid  20%  return  on  the  investment. 

Of  course,  the  main  logic  in  having  the  indi- 
vidual assume  responsibility  for  either  some 
initial  or  overall  part  of  his  health  care  bill  is 
that  it  tends  to  make  him  a more  prudent 
buyer.  He  is  apt,  for  example,  to  get  his  care  in 
an  outpatient  setting  where  quality  or  outcome 
are  not  at  risk.  Such  decisions  can  hold  costs  in 
check. 

Bearing  out  other  surveys,  a high  percentage 
of  those  lowans  participating  in  the  HPCI 
study,  conducted  by  IMR/Opinion  Research  of 
Des  Moines,  believe  hospital  and  medical  ser- 
vices are  priced  too  high.  This  finding  is  pre- 
dictable. It  assumes  the  probability  that  few  or 
none  of  the  interviewees  were  acutely  ill  or 
seriously  injured  at  the  time  of  their  response. 
When  illness  or  injury  reaches  a point  of  sever- 
ity concern  over  cost  quickly  takes  a secondary 
position  to  the  intensity  of  medical  care. 

This  is  a "fact  of  life. " And  this  is  as  it  should  be!! 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of 

Dalmane® 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.' 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients. 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 


• Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
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Dalmane^  ® 

(flurazepam  HCl/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCl;  pregnancy  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodi£rzepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  lor  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  lor 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  lor  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
pcirticularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  dmg  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficiai  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCl. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Contemporary  HypnoticTherapy 
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•Rapid  onset  of  sleep. 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.' 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.' 

•Continued  efficacy  for  at  least  28  nights .' 

•Seldom  produces  morning  hangover.^ 

•Avoids  rebound  insomnia  when 
therapy  is  discontinued. 
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WE  ARE  PROUD  to  have  been  insurance  administrators  and  counselors  for 
the  Iowa  Medical  Society  since  1955.  We  count  it  a privilege  to  furnish 
assistance  to  Iowa  physicians  on  insurance  and  other  financial  matters. 


PROTECTION,  SECURITY  AND  INCOME  GROWTH  are  mutual  goals  we 
desire  for  you  and  your  family.  Among  the  coverages  we  have  available  ex- 
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Medical  Society.  Requests  for  information  by  telephone  or  mail  will  receive 
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ABOUT  THE  COVER  — This  month's  cover  calls 
I attention  to  the  1984  IMS  Scientific  Session 
which  comes  up  on  April  2,  3 and  4 in  Iowa  City. 
The  CME-accredited  program  is  diversified  in 
subject  content  and  is  open  to  all  member 
physicians.  The  full  1984  program  is  described 
in  the  8-page  insert  contained  with  this  issue. 
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Selecting  the  right  team  to  manage  your 
employee  benefit  fund  is  the  key  to  growth. 

You  want  to  be  certain  your  goals  are  clearly 
understood  and  the  methods  of  reaching 
those  goals  are  compatible  with  your  invest- 
ment philosophy. 

At  Bankers  Trust,  our  seasoned  profes- 
sionals have  a winning  record  of  successful 
portfolio  management.  And  we  provide  a 
complete  turnkey  service  package.  We 
handle  all  of  the  custodial  and  reporting 
details  of  fund  administration. 

You  enjoy  a home  court  advantage  when 
you  work  with  us.  Our  service  is  personal- 
ized and  face-to-face,  and  our  fees  are  very 
competitive. 

We  invite  you  to  discuss  your  investment 
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For  an  appointment,  call  245-2800.  Or 
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PRESIDENT'S 

PRIVILEGE 


Medical  malpractice  developments  have 
been  of  major  importance  to  all  of  us  the 
past  month  or  so.  Policy  renewal  decisions 
have  had  to  be  made  in  February  by  those  1,250 
Society  members  covered  under  the  IMS/Aet- 
na  Liability  Insurance  Program.  The  dilemma 
has  been  over  acceptance  of  a 32%  premium 
increase. 

As  a Society,  we  objected  strongly  to  the 
Aetna  rate  hike.  We  reinforced  our  case  by 
offering  the  evaluations  of  an  independent 
actuarial  consultant.  Regrettably,  the  Iowa  In- 
surance Department  chose  to  accept  the  1984 
Aetna  rate  filing. 

This  means  many  Iowa  physicians  are 
paying  substantially  more  in  1984  for  their  pro- 
fessional liability  coverage.  Under  the  Aetna 
program,  the  premium  range,  depending  on 
specialty  classification,  runs  from  $2,038  to 
$28,928.  It  is  plain  to  see  that  practice  costs  for  a 
physician  are  substantial  — and  they  will  have 
a further  impact  on  the  cost  of  health  care. 

We  have  been  advised  recently  that  the 
state's  other  principal  provider  of  medical 
liability  insurance  has  submitted  a 25%  rate 
increase  to  the  Iowa  Insurance  Department. 
This  is  anticipated  to  be  in  effect  April  1. 

No  white  flag  of  surrender  is  being  waved  in 
face  of  these  exorbitant  rates.  We  are  looking  at 


other  configurations.  The  16  physicians  on  the 
IMS  Medico-Legal  Committee  have  taken  up 
the  challenge;  they  are  examining  alternatives 
with  considerable  interest;  they  heard  several 
proposals  on  February  15.  We  are  looking  for 
an  approach  through  which  Iowa  physicians 
can  take  even  greater  control  of  their  destiny 
when  it  comes  to  liability  protection. 

Fairness  is  the  basic  goal  in  all  remedial  con- 
siderations. It  needs  to  be  uppermost  in  the 
minds  of  physicians,  lawyers,  insurance  offi- 
cials and  the  public  when  we  address  the  com- 
plexities of  professional  liability. 


Erling  Larson,  M.D. 
President 


P.S.  Please  accept  my  invitation  to  the  IMS 
Scientific  Session  in  Iowa  City  April  2,  3 and  4. 
The  program  appears  in  this  issue. 
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GUEST  FACULTY: 

ROBERT  FREY,  M.D. 

CLINICAL  INSTRUCTOR  COLORECTAL 
SURGERY 

WASHINGTON  UNIVERSITY 
IN  ST.  LOUIS 

TOPICS:  “DIVERTICULITIS” 

AND 

“SURGICAL  ASPECTS  OF 
CROHN’S  DISEASE" 

PHILLIP  KIBORT,  M.D. 

PEDIATRIC  GASTROENTEROLOGIST 
CLINICAL  INSTRUCTOR  OF  MEDICINE 
DIGESTIVE  DISEASE  ASSOCIATES 
MINNEAPOLIS,  MINNESOTA 

TOPICS:  “DIARRHEA  IN  CHILDREN” 

AND 

“CHRONIC  ABDOMINAL  PAIN 
IN  CHILDREN” 

ROBERT  MACKIE,  M.D. 

ASST.  CLINICAL  PROFESSOR 
OF  MEDICINE 

UNIVERSITY  OF  MINNESOTA 
DIGESTIVE  DISEASE  ASSOCIATES 
MINNEAPOLIS,  MINNESOTA 

TOPICS:  “ENDOSCOPIC  THERAPY  OF 
UPPER  G.l.  BLEEDING” 

AND 

“E.R.C.P.  AND  SPHINCTEROTOMY” 


ROY  ORLANDO.  M.D. 

ASSOC.  PROFESSOR  OF  MEDICINE 
UNIVERSITY  OF  N.  CAROLINA 
CHAPEL  HILL,  NORTH  CAROLINA 

TOPICS:  “CHANGING  FACE  OF  PEPTIC 
ULCER  DISEASE” 

AND 

“REFLUX  ESOPHAGITIS” 


SPEAKER  TO  BE  ANNOUNCED 

TOPICS:  “ENDOSCOPIC  DIAGNOSIS  OF 
UPPER  G.l.  BLEEDING” 
AND 

“ENDOSCOPIC  DIAGNOSIS  OF 
LOWER  G.l.  BLEEDING” 

PANEL  DISCUSSION 

“WHAT’S  NEW  IN 

GASTROENTEROLOGY?” 


Physicians  Fee $50.00 

Physicians'  Assistants  Fee  $20.00 

Nursing  Fee  $20.00 

Paramedical  Fee  $20.00 

Complimentary Residents, 


Interns  & Medical  Students 
ADVANCED  REGISTRATION  REQUESTED! 


THE  SEMINAR  WILL  BE  HELD  IN  BEH  AUDITORIUM  SOUTH-1 
Medical  Education  Department 
contact:  Mercy  Hospital  Medical  Center 

Sixth  and  University 
Des  Moines,  Iowa  50314 
Ph.  # (515)  247-3042 


A M. A.  Approved  for  6 hours  Category  1 of 
the  Physician's  Recognition  Award  of  the 
American  Medical  Association. 

Approved  A.A.F.P.  6 hours  Prescribed  Credit. 
A.O.A.  6 hours  Category  2-D  Credit. 

CEU's:  0.6  (6  contact  hours) 


98  / Iowa  Medicine 


SAVE  two  ways 
on  workers’  compensation 
insurance  from  Dodson! 

15%  advance  discount 
PLUS 

yearly  earned  dividends  which 
have  averaged  29.5%  since  74 

A service  approved  by  Iowa  Medical  Society. 

Now  you  have  a double  opportunity  to  cut  the  cost  of  your 
workers’  compensation  policy. 

First,  Dodson  has  received  approval  for  a 15%  advance  discount 
when  your  policy  is  issued.  This  brings  you  immediate  savings. 

Next,  the  Dodson  Dividend  Plan  brings  you  a return  of  premium 
as  earned  after  your  policy  expires.  It’s  an  excellent  way  to 
reduce  insurance  overhead  when  safety  keeps  claim  costs  low. 

You  can  rely  on  Dodson’s  high  level  of  personal  service  to  give 
you  prompt,  fair  settlement  of  claims  — often  within  48  hours! 

For  more  information,  write  us  or  call  our  toll-free  number 
800-821-3760  and  ask  for  direct  sales  department.  Your  inquiry 
will  get  our  immediate  attention. 

Program  managed  by 

DODSON  INSURANCE  GROUP 

P.O.  Box  559,  Kansas  City,  Missouri  64141 
Call  toll-free  800-821-3760 
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New  Dimension 
in  the  Treatment  of  Alcoholism, 
Drug  Dependency  and  Food  Addiction’’ 


NAPLES  RESEARCH 
& COUNSELING  CENTER 

Offering  Multi'Program  Approaches  for 
Individuals  and  Families  Suffering  from 

• Alcoholism 

• Drug  Dependencies 

• Life  Adjustment 

• Food  Addiction 


Our  professionally  staffed  JCAH  approved  chemical  dependency  program 
is  covered  by  CHAMPUS  and  most  other  group  health  care  plans. 

CALL  US  TODAY  for  a Confidential  Evaluation  or  Intervention  Assistance 

(813)  775-4500 

9001  Tamiami  Trail  East,  Naples,  Florida  33960 
An  Affiliate  of  The  Palm  Beach  Institute  Family  of  Programs,  Incorporated 
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Janet  B.  Wilcox,  M.D. 

QUESTIONS 

AND  ANSWERS 

i m M 

'84  SCIENTIFIC  SESSION 


Dr.  Wilcox  is  chairman  offhe  1984  IMS  Program  Com- 
mittee. Her  comments  here  about  the  April  2-4  Scientific 
Session  take  the  form  of  an  invitation  to  all  member 
physicians. 


Please  comment  on  the  1984  IMS  Scientific 
Session. 

The  IMS  Scientific  Session  attempts  to  pre- 
sent a wide  variety  of  topics,  some  of  which 
may  be  off  the  beaten  path,  but  all  of  which  we 
hope  will  pique  our  members'  interest  and 
curiosity. 

There  are  CME  meetings  all  over  the  country 
and  world.  What  commends  the  IMS  meeting 
to  Iowa  physicians? 

We  have  presentations  of  special  concern  to 
Iowa  (as  represented  by  the  session  on  Res- 
piratory Hazards  in  Agriculture),  as  well  as  the 
less  regional  subjects  of  AIDS  and  Anorexia 
Nervosa  and  Bulimia.  Of  course,  the  special 
program  on  the  epic  Voyager  Satellite  is  one  of 
which  lowans  may  be  especially  proud. 

Does  the  program  have  something  for  every- 
one? 

This  program  has  broad  appeal.  It  will  be 
readily  comprehended  by  all  levels  of  medical 
practitioners.  We  hope  specialists  with  esoteric 
practices  may  also  benefit  by  the  diverse  sub- 
jects. 

What  are  the  educational  benefits  of  a meeting 
such  as  this? 

The  "What's  New?"  sessions  will  present 
recent  developments  in  various  specialties. 


This  has  been  a popular  and  useful  feature. 
There  has  been  allotted  a longer  period  for 
these  spots,  and  a Question/ Answer  time  is 
scheduled.  Of  current  interest  are  topics  con- 
cerning Informed  Consent,  D.R.G.'s  and  Com- 
puter Use  in  Medical  Practice. 

Do  you  have  any  special  words  of  invitation 
from  the  Program  Committee? 

The  1984  Program  Committee  truly  enjoyed 
organizing  this  session.  The  greatest  problem 
was  paring  down  the  options  to  fit  the  time 
available.  Certain  areas  were  not  touched  on 
because  of  recent  conferences,  e.g.,  sports 
medicine.  We  chose  not  to  duplicate.  We  hope 
everyone  will  find  the  program  valuable  and 
enlightening  and  worth  the  time  and  effort  to 
attend. 

Again,  what  are  the  dates,  place,  etc.,  for  the 
meeting? 

Please  mark  your  calendar  and  arrange  to 
come  to  Iowa  City  on  April  2,  3 and  4.  Meetings 
are  on  April  2 — afternoon  — Highlander  Inn; 
April  3 — morning  and  afternoon  — Universi- 
ty Hospitals,  and  April  4 - — morning  — High- 
lander Inn. 

P.S.  It  is  suggested  that  departmental  visits  at 
University  Hospitals  may  be  arranged  for  by 
individual  physicians  on  the  morning  of  April 
2 or  the  afternoon  of  April  4. 

Is  there  anything  particularly  unique  about 
the  1984  Scientific  Program? 

Yes.  A unique  feature  this  year  will  be  case 
reports  from  various  physicians  in  the  Iowa 
family  practice  residency  programs.  Residents 
have  been  asked  to  submit  their  most  interest- 
ing case  of  the  year  and  what  was  learned  from 
it.  The  four  best  cases,  as  determined  by  the 
Program  Committee,  will  be  presented  during 
the  Case  Conferences  portion  of  the  program. 
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Marlon  E.  Alberts,  M.D. 

COMMENTING 

EDITORIALLY 

ANNUAL  SCIENTIFIC  SESSION 

You  TOO,  I AM  SURE,  are  nearly  saturated  (or, 
is  “fed-up”  a better  term)  with  the  political 
rhetoric  bombarding  us  each  day.  Promises  are 
made  that  could  never  be  fulfilled  by  one  per- 
son. Who  can  we  believe?  Over-inflated  egos 
are  trying  to  imply  abilities  far  beyond  the 
capabilities  of  the  proponents.  The  sad  fact  is 
these  great  pronouncements  will  intensify  to  a 
crescendo  that  will  defy  reality.  Yet,  there  is  a 
way  to  hear  some  talking  that  will  have  sub- 
stance in  fact,  and  promises  that  may  be  ful- 
filled. 


GIAAMICKS  AND  GADGETS 


INTELLIGENCE  is  the  Capacity  to  acquire  and 
apply  knowledge;  it  is  the  faculty  to  think 
and  reason.  We  have  seen  medical  knowledge 
grow  so  rapidly  in  a quarter  century  that  physi- 
cians must  rely  on  computers  in  some  form  to 
supply  the  significant  information  that  is 
emerging. 

This  “mechanized  support”  is  mind-bog- 
gling in  the  potential  it  holds  to  help  us  deal 
with  the  information  explosion.  Computer- 
aided,  diagnostic  systems  have  reached  a point 
of  common  and  practical  application.  For  ex- 
ample, electrocardiographic  interpretation  by 
tele-computer  is  now  commonplace.  Much  of 
the  technology  we  now  have  is  a byproduct  of 
our  space  technology.  Therefore,  we  and  our 
patients  can  take  heart  that  the  billions  of  dol- 
lars spent  on  space  technology  has  reaped  ben- 
efit for  all. 

However,  we  must  guard  against  our  pro- 
fession becoming  so  involved  with  machines 


The  1984  Annual  Scientific  Session  of  the 
Iowa  Medical  Society  will  be  in  Iowa  City  April 
2-4.  This  issue  of  iowa  medicine  contains  the 
very  good  program.  There  will  be  case  pre- 
sentations, reviews  of  new  concepts  in  the  var- 
ious specialties  of  our  profession,  lectures  on 
topics  of  general  interest,  and  concerns  about 
the  business  of  medicine.  Also,  there  will  be 
social  events.  One  highlight  will  be  the  ban- 
quet talk  on  the  Voyager  Satellite. 

We  can  assume  by  the  first  week  in  April  the 
rigors  of  winter  will  have  abated.  This  should 
encourage  a bit  of  diversification  of  activity. 
Join  your  friends  and  colleagues  in  Iowa  City. 
— M.E.A. 


that  we  lose  sight  of  our  patients  as  individual 
humans.  Gadgets  and  gimmicks  cannot  re- 
place the  personal  attention  so  vital  in  the  pa- 
tient-physician relationship.  Certainly  sophis- 
ticated computers  cannot  be  considered 
gadgets,  but  unfortunately  such  technological 
tools  are  sometimes  elevated  to  this  point 
when  used  injudiciously. 

Actually,  the  storage  and  retrieval  of  data  in 
computers  should  give  physicians  more  time 
to  communicate  with  patients.  It  should 
strengthen  the  rapport  we  have  with  those  we 
serve.  The  physician  must  foster  this  rapport 
and  not  become  too  engrossed  in  the  mechan- 
ics of  diagnosis. 

We  must  practice  the  art  of  communication 
continuously.  By  doing  so  we  can  understand 
the  individual  better  as  a living  being.  The  art 
of  medicine  must  retain  its  place  in  patient 
therapy.  Gadgets  may  serve  as  tools  for  the 
physician;  these  tools  need  to  be  used  intel- 
ligently. The  wise  physician  will  not  become 
subservient  to  the  gadgets,  but  will  use  them  to 
complement  his  communication  and  other 
skills  in  delivering  quality  care.  — M.E.A. 
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EVEN  THE  BEST 
HEALTH  CARE  COVERAGE 
IS  NO  SUBSrmiTE 
FOR  CKDOD  HEALTH. 


Blue  Cross  and  Blue  Shield  of  Iowa  offer 
quality  health  care  coverage  recognized  and 
accepted  by  health  care  providers  nationwide 
Coverage  preferred  by  more  than  1 ,000,000 
lowans. 

But  even  the  best  health  care  coverage  is 
no  substitute  for  good  health. 

We  appreciate  the  fact  that  you  and  other 
providers  of  health  care  in  Iowa  are  doing  all 
you  can  to  see  that  lowans  get  healthy... and 
stay  healthy. 

Your  efforts  are  helping  curb  unnecessary 


utilization  of  health  care  services  and  costs. 

In  fact.  Blue  Cross  and  Blue  Shield  sub- 
scribers’ hospital  inpatient  use  has  declined 
1 6%  during  the  past  three  years  — enabling  us 
to  credit  or  reduce  our  rates  by  $24,000,000! 
That  clearly  demonstrates  that  together  we  all 
can  have  an  impact  on  the  cost  of  care. 

It’s  proof  that  Iowa’s  health  care  providers  are 
working  successfully  to  provide  the  people  we 
jointly  serve  with  affordable,  quality  health  care. 

Proof  that  there  really  is  no  substitute  for 
good  health. 

Blue  Cross 
Blue  Shield 

of  Iowa 
Des  Moines 
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Hepatitis  B 

In  Southeast  Asian  Refugees 
In  Iowa 


BERY  ENGEBRETSEN,  M.D., 
ALDA  KNIGHT,  M.D.,  and 
RIZWAN  SHAH,  M.D. 

Des  Moines,  Iowa 


Refugee  health  problems  have  included  a significant 
incidence  of  Hepatitis  B.  This  report  indicates  1 1 % of 
434  refugees  seen  at  Broadlawns  Medical  Center  were 
Hepatitis  6 surface  antigen  positive.  Prospects  for  dis- 
covering increasing  numbers  of  cases  are  discussed  with 
new  vaccine  availability  noted  as  likely  to  change  the 
picture. 


Refugees  from  southeast  Asia  have  been 
coming  into  the  United  States  for  several 
years.  Though  tending  to  settle  in  metropoli- 
tan areas,  especially  California,  they  have  scat- 
tered to  most  parts  of  the  country,  including 
smaller  communities.  Iowa,  for  example,  had 
roughly  7,500  refugees  by  the  end  of  1981; 
roughly  half  were  living  in  Polk  County  (Des 
Moines). 


Dr.  Engebretsen  is  medical  director,  Primary  Care  Center,  Broadlawns 
Medical  Center,  Des  Moines,  Iowa.  Dr.  Knight  is  associated  with  the 
Mater  Clinic  in  Knoxville,  Iowa;  she  was  formerly  director,  Department  of 
Internal  Medicine,  Broadlawns  Medical  Center.  Dr.  Shah  is  director. 
Department  of  Pediatrics,  Broadlawns  Medical  Center. 


Refugee  health  care  has  presented  some 
unique  problems.  Language  and  cultural  dif- 
ferences head  the  list.  Several  other  relatively 
unusual  problems  have  included  Hemoglobin 
E disorders,  unusual  parisitic  infections  and  a 
high  incidence  of  Hepatitis  B carriers. 

Hepatitis  B appears  to  be  more  prevalent  in 
SEA  refugees  than  those  born  in  western 
countries.^  A serosurvey  of  624  refugees  enter- 
ing Canada  revealed  13.1%  Hepatitis  B surface 
antigen  reactions,  and  50.2%  positive  for  anti- 
body against  Hepatitis  B (anti  HBg).  Another 
3.2%  were  positive  for  Hepatitis  B core  anti- 
gen. Similar  percentages  were  found  by  the 
Communicable  Disease  Center  in  401  Viet- 
namese refugees  from  a camp  in  Hong  Kong. 

This  is  in  rather  marked  contrast  to  the  prev- 
alence in  the  rest  of  the  U.S.  population  which 
runs  about  0.3%. 

METHOD 

With  this  in  mind,  an  ongoing  survey  of 
refugee  patients  seen  in  the  Primary  Care  Cen- 
ter at  Broadlawns  Medical  Center  in  Des 
Moines  was  begun  in  August  of  1981.  The 
Primary  Care  Center  has  a comprehensive  ref- 
ugee program  including  availability  of  physi- 
cians conversant  in  several  southeast  Asian 
languages.  Hepatitis  B surface  antigen  screen- 
ing was  provided  by  the  State  Hygenic  Labora- 
tory. Retesting  of  HB^Ag  positive  individuals 


THE  IOWA  MEDICAL  FOUNDATION  HAS  DESIGNATED  THIS  ARTICLE  AS  THE  HENRY  ALBERT 
SCIENTIFIC  PRESENTATION  FOR  THE  MONTH  OF  MARCH  1984 
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TABLE  I 


Vlefnamese 

Cambodian 

Tai  Dam 

Laofian 

Hmong 

Other 

7o/al 

Number  Tested 

165 

173 

8 

135 

48 

23 

552 

Number  Positive  (%) 

20  (12.1) 

12  (6.9) 

1 (12) 

19  (14) 

11  (22.9) 

2 (8.7) 

65(11.8) 

after  6 months  has  begun  to  confirm  the  carrier 
status. 

RESULTS 

Between  August  1981,  and  December  1983, 
552  southeast  Asian  refugees  have  received  ini- 
tial health  assessments  at  the  Primary  Care 
Center  in  Broadlawns  Medical  Center.  Table  I 
shows  the  incidence  of  Hepatitis  B surface  anti- 
gen positive  patients  in  our  population,  broken 
down  by  ethnic  group. 

TABLE  II 


HBjAg  HB.,Ag  HB^Ag  Anti-HB^  Anti-HB^ 


Early  acute  infection 

+ 

Acute  or  chronic  infection 

- 

Acute  or  chronic  infection 

- 

Recent  acute  infection  or 

previous  infection 

* 

Previous  infection 

-t- 

Previous  infection  or 

vaccination 

The  11.8%  is  comparable  to  previous  stud- 
ies. Vertical  transmission  is  kiTOwn  tcT  occur 
between  mother  and  fetus  and  9 patients  in 
this  group  were  suspected  of  having  this  mode 
of  spread. 

DISCUSSION 

Our  knowledge  of  the  epidemiology  of 
Hepatitis  B is  based  on  the  detection  of  antigen 
and  antibody  markers.  Although  these  mark- 
ers are  useful,  both  as  research  and  clinical 
tools,  there  is  often  confusion  in  the  interpreta- 
tion of  the  test  results. 

Currently  there  are  3 maiiT  antigens  to  Hepa- 
titis B which  can  be  readily  obtained  in  most 
clinical  settings.  Hepatitis  B surface  antigen, 
HBgAg,  discovered  by  Blumberg  in  1964  as  the 
"Australian  Antigen, usually  appears  within 
days  to  weeks  after  infection.  It  may  disappear 
after  several  months  or  remain  indefinitely.  Its 


persistence  may  be  a marker  of  chronic  infec- 
tion or  a completely  asymptomatic  carrier 
state.  The  chronic  carrier  state  is  usually  de- 
fined as  persistence  of  the  antigen  for  greater 
than  6 months.  These  patients  remain 
HBgAg-l-  for  many  years  or  perhaps  for  life. 

Core  antigen,  HB^Ag,  is  another  component 
of  the  dane  particle,  the  infective  virus.  It  is  not 
detectable  unless  the  virus  has  been  stripped 
of  its  surface  coat  by  detergent.  HB<-Ag  is  pres- 
ent shortly  after  an  acute  infection  and  is  be- 
lieved to  correlate  with  continued  infection.  It 
may  be  negative  in  chronic  asymptomatic 
HBgAg  carriers.^ 

Part  of  the  dane  particle,  but  physically  and 
antigenically  distinct,  is  the  "e"  antigen.  It  is 
only  found  in  HBgAg-l-  sera;  although  excep- 
tions have  been  reported,"*'  ^ HB^Ag  correlates 
quite  highly  with  infectivity.  A person  with 
both  surface  and  e antigen  present  is  much 
more  likely  to  transmit  Hepatitis  B either  hori- 
zontally or  vertically^  than  a person  with  only 
surface  antigen. 

The  corresponding  antibodies  Anti  HBg  and 
Anti  HBc  are  markers  of  the  immunological 
response  to  the  hepatitis  virus.  Antibody  to  the 
surface  antigen  is  indicative  of  immunity.  Such 
immunity  develops  either  from  prior  infection 
or  vaccination  (active  inimunity)  or  from  im- 
munoglobulin containing  Anti  HBg  (passive 
immunity).  In  the  future,  active  immunity  as  a 
result  of  Hepatitis  B vaccination  will  be  an  in- 
creasingly common  cause  of  Anti  HBg^.  Pa- 
tients who  have  been  immunized  have  only 
surface  antibody  present,  whereas  previously 
infected  individuals  may  also  have  core  anti- 
body. Anti-HBc  becomes  detectable  early  in  the 
course  of  acute  Hepatitis  B.  It  remains  present 
in  convalescence  and  may,  or  may  not,  persist 
for  months  or  years  thereafter. 

Because  core  antibody  may  be  detected  early 
in  the  recovery  period  from  an  acute  infection, 
it  may  be  the  only  positive  marker  of  recent 
Hepatitis  B at  a time  when  the  surface  antigen 


106  / Iowa  Medicine 


is  cleared,  but  the  surface  antibody  titer  is  too 
low  to  be  detectable. 

The  interpretation  of  the  clinical  situation 
demonstrated  by  the  various  combinations  of 
antigen  and  antibody  responses  are  summa- 
rized in  Table  11. 

The  percentage  of  HBgAg  positive  refugees 
in  our  study  roughly  parallels  the  reported  in- 
cidence from  other  studies.  This  increased  inci- 
dence among  refugees  has  several  health 
implications.^ 

First  of  all,  vertical  transmission  of  Hepatitis 
B virus  can  occur  from  mother  to  infant  if  the 
mother  is  a carrier  or  acutely  infected.  This 
appears  to  occur  at  birth.  In  endemic  areas  of 
the  world  vertical  transmission  has  been  esti- 
mated to  cause  20-40%  of  all  chronic  carriers,  or 
as  many  as  50,000,000  cases  world-wide.  The 
development  of  the  carrier  state  in  children  of 
HBgAg  carriers  can  be  prevented  by  a series  of  3 
doses  of  HBig  given  at  birth,  3 months  and  6 
months.  It  appears  this  practice  is  efficacious  in 
75%  of  infants.®  The  U.S.  Public  Health  Service 
also  recommends  administering  Hepatitis 
virus  vaccine  in  conjunction.  The  vaccine  can 
be  given  at  3 months  of  age  if  the  infant  has  not 
already  developed  Hepatitis  B antibody.  This 
appears  to  be  indicated  to  prevent  the  postna- 
tal passage  of  the  virus  to  the  infant.  Obvious- 
ly, the  above  infant  interventions  depend 
upon  the  identification  of  infected  mothers 
prior  to  delivery.  HBgAg  screening  should  be  a 
part  of  the  pre-natal  care  of  southeast  Asian 
refugee  women. 

Health  workers  should  be  made  aware  if  an 
individual  is  a carrier  of  HBgAg  as  they  are  at 
some  risk  of  acquiring  infection.  This  is  par- 
ticularly true  of  dental  personnel  or  those  that 
handle  blood  and  blood  products.  All  chart 
covers  of  antigen  + patients  in  our  institution 
are  labeled. 

The  status  of  sexual  partners  of  the  carrier, 
and  even  of  household  contacts  appears  to  put 
them  at  increased  risk  of  infection  as  is  the  case 
with  homosexually  active  males,  users  of  illicit 
parenteral  drugs,  clients  in  institutions  for  the 
mentally  retarded,  and  patients  of  hemodialy- 
sis units.  Modest  increased  risk  is  present  in 
male  prison  workers,  staff  of  institutions  for 
the  mentally  retarded  and  previously  men- 
tioned health  workers  who  have  frequent 
blood  contact. 

The  recently  approved  Hepatitis  B virus  vac- 
cine has  added  a new  dimension  to  this  illness. 


It  is  clear  that  time  will  modify  present  recom- 
mendations but  CDC  currently  recommends 
that  sexual  partners  of  carriers  be  immunized.'^ 
However,  at  least  one  recent  report  has  ques- 
tioned the  need  for  this  since  roughly  one  half 
of  spouses  will  be  found  to  already  carry  anti- 
HBgAg  and  that  subsequent  sero-conversion 
appears  to  be  almost  nil.'^’  If  vaccine  is  to  be 
administered  to  these  individuals,  it  would  be 
cost  effective  to  first  screen  for  anti  HBc. 

In  the  long  run,  the  most  troubling  result  of 
this  increased  carrier  state  incidence  may  be 
the  future  development  of  cirrhosis  and  of 
primary  hepatocellular  carcinoma  (PHC).  PHC 
is  rarely  found  in  the  U.S.  population.  It  is  one 
of  the  most  common  Asian  tumors.  A prospec- 
tive study  in  Taipei  Taiwan'^  has  shown  that 
among  22,707  Chinese  men  followed  5 years, 
307  subjects  would  die.  Forty-one  of  those 
deaths  were  from  PHC  and  19  were  from  cir- 
rhosis. Forty  of  those  41  deaths  occurred  in 
men  who  were  HBgAg  positive.  Though  this 
study  does  not  prove  cause  and  effect,  this 
association  is  the  strongest  ever  established 
between  a virus  and  human  neoplasm.  HBV 
could  be  a co-factor  with  some  other  aetologic 
agent  such  as  aflatoxin.  This  study  suggested 
also  that  it  was  the  HBV  that  promotes  PHC 
and  not  cirrhosis.  PHC  and  cirrhosis  accounted 
for  20%  of  all  deaths  in  this  population. 

If  the  factors  contributing  to  these  serious 
diseases  continue  to  operate  on  immigrants  to 
the  U.S.,  it  can  be  expected  that  health  provid- 
ers will  begin  to  see  an  upsurge  of  PHC  in  any 
practice  where  a significant  number  of  re- 
fugees are  seen.  A review  of  our  deaths  in  the 
last  5 years  show  2 cases  of  PHC.  Both  of  these 
occurred  in  Asian  men  who  were  HBgAg  posi- 
tive. 

What  kind  of  care  to  give  the  carrier  is  not 
totally  clear.  CDC  has  recommended  observ- 
ing for  symptoms  of  chronic  liver  disease.  We 
are  testing  periodically  for  elevated  liver  en- 
zymes, though  many  refugee  patients  are  lost 
to  follow-up  because  of  frequent  moves. 

An  interesting  study  has  been  reported  from 
Peking,  China, using  immune  RNA  from 
horses  immunized  with  purified  HBgAg.  Fifty 
patients  with  chronic  persistent  hepatitis  and 
HBgAg  positive  serum  were  treated  with  this 
extract.  After  treatment,  20%  of  patient  serum 
returned  to  negative  for  HBgAg;  another  60% 
had  a significant  fall  in  titer.  It  is  not  yet  clear 
(Please  turn  to  page  108) 
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what  future  clinical  implications  this  may 
have.  At  present,  clinical  care  offers  only 
watchful  observation.  Ethically,  patients 
should  be  informed  of  their  at-risk  status  in  the 
event  that  future  treatments  may  become  avail- 
able. We  provide  all  our  refugees  with  a wallet- 
sized card  that  documents  vital  health  informa- 
tion (such  as  immunizations)  and  includes 
their  HBgAg  carrier  status. 

SU^\MARY 

HBgAg  screening  will  identify  a significant 
number  of  Southeast  Asian  refugees  as  car- 
riers. Infants  born  to  mothers  who  are  carriers 


should  receive  HBig  and  HBV  vaccine.  Indi- 
viduals should  be  notified  of  their  carrier  sta- 
tus. Medical  and  other  personnel  likely  to 
come  in  contact  with  carriers  should  be  made 
aware  of  the  carrier  status  of  the  patient,  and 
know  their  own  antigen-antibody  status.  The 
possibility  of  cirrhosis  and  PHC  should  be  con- 
sidered in  carriers.  The  new  hepatitis  vaccine 
will  change  the  picture  of  this  disease  in  the 
coming  years. 

REFERENCES 
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authors  or  the  editors  of  iowa  medicine. 
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Nonsurgical  Treatment 
Of  Subclavian 
Steal  Syndrome 
By  Percutaneous 
Transluminal  Angioplasty 

RICHARD  B.  RUBENSTEIN,  M.D.,  and 
JAMES  TATKON-COKER,  M.D. 


This  cose  report  describes  the  performance  of  o per- 
cutaneous transluminal  angioplasty.  The  outcome  was 
successful  in  relieving  both  the  anatomic  and  hemody- 
namic components  of  subclavian  steal  syndrome.  The 
authors  are  supportive  of  this  non-operative  technique  in 
selected  patients. 


Depending  upon  collaterals  to  the  subcla- 
vian artery  system  and  hemodynamics 
within  the  Circle  of  Willis,  subclavian  artery 
stenosis  or  occlusion  may  be  associated  with 
reversal  of  vertebral  artery  flow.  Classically, 
the  diagnosis  is  made  using  arteriography.^ 
However,  recent  studies  have  shown  that 
Doppler  ultrasound  blood  flow  signals,  com- 
paring both  brachial  arteries,  will  also  accurate- 
ly differentiate  subclavian  stenosis  without 
steal  from  subclavian  stenosis  with  reversal  of 
vertebral  artery  flow.^ 

Surgical  intervention  using  one  of  a multi- 


Dr.  Rubenstein  is  associated  with  Surgical  Consultants,  P.C.,  Sioux 
City,  Iowa,  as  a cardiovascular  surgeon.  Dr.  Tatkon-Coker  is  in  the  private 
practice  of  cardiology  in  Cedar  Rapids,  Iowa. 


tude  of  procedures  is  generally  recommended 
for  symptomatic  patients  with  subclavian  steal 
syndrome.  Although  the  most  common 
approach  for  treatment  of  this  disorder  is  the 
carotid-subclavian  bypass,  other  methods  in- 


Figure  1 . Aortic  Arch  Arteriogram . The  high-grade  stenosis  of  the 
proximal  left  subclavian  artery  (lower  arrow)  and  retrograde  ver- 
tebral flow  (upper  arrow)  are  demonstrated. 
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Figure  2.  Arteriogram  of  left  subclavian  artery  prior  to  percu- 
taneous transluminal  angioplasty.  Note  the  subclavian  artery  steno- 
sis and  the  absence  of  visualization  of  the  left  vertebral  artery. 


Figure  4.  Arteriogram  after  percutaneous  transluminal  angio- 
plasty illustrating  relief  of  the  subclavian  stenosis  and  reconstitution 
of  normal  left  vertebral  flow. 


Figure  3.  The  balloon  angioplasty  catheter  is  within  the  subcla- 
vian lesion;  the  balloon  is  inflated  under  4 atmospheres  of  pressure. 


elude  the  aorto-subclavian  bypass,  subclavian 
endarterectomy  (with  or  without  patch- 
angioplasty),  subclavian-subclavian  bypass, 
axillo-axillary  bypass,  carotid-axillary  bypass, 
subclavian-carotid  transposition,  vertebral- 
common  carotid  (side-to-side)  anastomosis, 
and  vertebral  artery  ligation. Since  the 
aforementioned  procedures  carry  an  operative 
risk,  result  in  postoperative  discomfort,  and 
are  expensive,  a safe,  nonsurgical  method  of 
correction  would  undoubtedly  represent  a su- 
perior approach  to  the  management  of  subcla- 
vian steal  syndrome. 

Percutaneous  transluminal  angioplasty  was 
first  described  in  1964  by  Dotter,  who  utilized  a 
series  of  coaxial  catheters  to  progressively  di- 
late the  vessel  lumen. More  recently,  Grunt- 


zig  developed  and  successfully  employed  a 
low  compliance  balloon  catheter  to  dilate  arte- 
rial stenosis  and  to  recanalize  segmental 
occlusion.^”  This  case  report  documents  the 
successful  management  of  a symptomatic  case 
of  subclavian  steal  syndrome  by  percutaneous 
transluminal  balloon  angioplasty  as  first  de- 
scribed by  Bachman.*^ 

CASE  REPORT 

A 69-year  old  active  female  reported  fre- 
quent episodes  of  vertigo  for  2 months.  She 
clenied  any  arm  weakness  or  vertigo  related  to 
activity  of  her  arms,  and  was  in  otherwise  good 
health.  Examination  revealed  a left  arm  blood 
pressure  of  95/55  mmHg  and  a right  arm  blood 
pressure  of  125/80  mmHg.  A loud  bruit,  heard 
at  the  base  of  the  left  neck,  faintly  radiated  to 
the  left  carotid  bifurcation.  A directional  cere- 
brovascular Doppler  examination  was  within 
normal  limits. 

The  patient  underwent  a right  transfemoral 
arteriogram.  The  arch  study  (Figure  1)  demon- 
strated a high-grade  (90%)  stenosis  of  the  prox- 
imal left  subclavian  artery  as  well  as  retrograde 
left  vertebral  blood  flow;  hence,  the  diagnosis 
of  left  subclavian  steal  syndrome  was  estab- 
lished. 

Percutaneous  transluminal  angioplasty  was 
performed  via  Seldinger  technique  utilizing 
systemic  heparinization.  The  procedure  was 
recorded  cineradiographically.  First,  a prebal- 
loon dilatation,  selective  left  subclavian  angio- 
gram was  performed  (Figure  2).  A guidewire 
was  passed  through  the  proximal  left  subcla- 
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vian  stenosis  and  a balloon  dilatation  catheter* 
(7  French  catheter;  5 mm  balloon)  was  posi- 
tioned within  the  stricture.  The  balloon  was 
inflated  for  two  20-second  periods  at  the  pres- 
sure of  3 to  4 atmospheres  (Figure  3),  after 
which  the  catheter  was  pulled  back  to  the  prox- 
imal subclavian  artery  to  obtain  a post- 
dilatation angiogram  (Figure  4).  This  demon- 
strated satisfactory  dilatation  of  the  subclavian 
lesion  with  re-establishment  of  normal  left  ver- 
tebral flow. 

The  patient  tolerated  the  procedure  without 
any  complications.  Equality  of  her  left  and 
right  arm  blood  pressures  was  documented 
and  has  persisted.  The  left  supraclavicular 
bruit  disappeared,  and  she  has  not  had  any 
further  dizziness  after  3 years  of  follow-up. 

DISCUSSION 

Percutaneous  transluminal  angioplasty  has 
proven  successful  in  relieving  both  the  ana- 
tomic and  hemodynamic  components  of  sub- 
clavian steal  syndrome.  The  procedure  res- 
tored the  lumen  of  the  stenosed  segment  and 
directed  the  vertebral  flow  normally.  Im- 
mediately following  the  procedure,  both  arms 
had  — and  18  months  later  still  have  — equal 
blood  pressures. 

Except  for  the  subclavian  endarterectomy, 
which  is  rarely  used,  all  surgical  methods  of 
treatment  for  the  subclavian  steal  syndrome 
are  not  anatomic.  There  is  evidence  that  the 
carotid-subclavian  bypass  may  diminish  inter- 
nal carotid  flow,  particularly  when  there  is  an 
associated  internal  carotid  artery  stenosis. 
The  angioplasty  technique  restores  normal 
patterns  of  blood  flow  and  eliminates  the  need 
for  overburdening  other  branch  vessels,  i.e., 
the  carotid. 

The  long-term  patency  rate  of  subclavian 
artery  balloon  angioplasty  is,  as  yet,  unknown. 
Gruntzig  has  reported  2-year  patency  rates  of 
72%  and  87%  for  successfully  dilated  femoral- 
popliteal  and  iliac  artery  patients,  re- 
spectively.^^ 

Experience  with  this  non-operative  tech- 
nique for  peripheral  vascular  lesions  in 
selected  individuals  has  been  shown  to  be  safe, 
effective,  and  less  costly  when  compared  to 
standard  surgical  approaches.  The  procedure 
may  be  repeated  should  re-stenosis  occur. 


* Medi-Tech  Division  of  Cooper  Scientific  Corporation,  Watertown 
Mass. 


The  results  in  this  case  are  encouraging  and 
justify  further  use  of  percutaneous  translumi- 
nal angioplasty  for  the  treatment  of  subclavian 
steal  syndrome. 

REFERENCES 

The  references  noted  with  this  paper  are  available  either  from  the 
authors  or  the  editors  of  iowa  medicine. 
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SCIENTIFIC  SESSION 


PRESIDENT'S  GREETING 


The  1984  Scientific  Session  of  the  Iowa  Medical  Society 
will  be  in  Iowa  City  on  Monday,  Tuesday  and  Wednesday, 
April  2,  3 and  4.  Program  sessions  are  scheduled  at  the 
Highlander  Inn  on  Monday  afternoon,  beginning  at  1 ;00 
P.M.  and  again  on  Wednesday  morning.  The  Tuesday  ses- 
sion will  be  at  University  Hospitals  and  Clinics.  Registration 
opportunity  will  be  available  each  day. 


PRESIDENT'S  GREETING 


THE  PROGRAM  COMMITTEE 

Janet  Wilcox,  M.D.,  Iowa  City, 
serves  as  chairperson  of  the  1984 
Program  Committee.  Other  members 
are  John  R.  Anderson,  M.D.,  Boone; 
Richard  M.  Caplan,  M.D.,  Iowa  City; 
Annette  E.  Fitz,  M.D.,  Iowa  City  (not 
pictured);  Donald  L.  Kahle,  M.D., 
Dubuque,  and  Erling  Larson,  111, 
M.D.,  Davenport. 


DR.  WILCOX 


DR.  CAPLAN 


PROGRAM 


All  speakers  with  an  academic  designation  are  members  of 
the  faculty  at  the  University  of  Iowa  College  of  Medicine 
unless  otherwise  noted. 


DR.  KAHLE 


DR.  LARSON,  III 


MONDAY,  APRIL  2 
HIGHLANDER  INN 

11:00  A.M.  — REGISTRATION/INFORMATION 
MAIN  LOBBY 


HOTEL  RESERVATIONS 

The  Highlander  Inn  is  headquarters  for  the  1984  IMS 
Scientific  Session.  Room  reservations  may  be  made  by  call- 
ing directly  the  toll-free  number  1/800-272-6444.  Please 
request  that  your  room  be  taken  from  the  block  reserved  by 
the  IMS. 


Consistent  with  our  tradition,  another  outstanding  series 
of  presentations  has  been  arranged  for  the  IMS  Scientific 
Session.  The  program  is  geared  to 
interest  practicing  physicians  in  a 
wide  range  of  specialties,  with 
emphasis  on  information  that  will 
be  utilized  in  everyday  patient 
care.  A faculty  of  45  speakers  will 
discuss  subjects  which  will  en- 
hance the  physician's  medical 
knowledge  and  professional  com- 
petence. In  addition  to  taking  part 
in  a very  valuable  learning  experi- 
ence, you  are  cordially  invited  to 
participate  in  the  several  social 
functions.  This  will  provide  oppor- 


tunity for  you  to  visit  with  your 
friends  and  colleagues  from  throughout  the  state.  The  Pro- 
gram Committee  is  commended  for  arranging  this  excellent 
session.  Enjoy! 

Erling  Larson,  M.D.,  President 
Iowa  Medical  Society 


DR.  ANDERSON 


DR.  LARSON 


DR.  SEEBOHM 


GENERAL  SESSION 

Pipers'  Ballroom/Main  Floor 


1:00  P.M.  — WELCOME  AND  INTRODUCTIONS 
Erling  Larson,  M.D.,  Davenport 
President,  Iowa  Medical  Society 

Paul  M.  Seebohm,  M.D.,  Iowa  City 
Executive  Associate  Dean 
University  of  Iowa  College  of  Medicine 

1:15  P.M.  — ANOREXIA  AND  BULIMIA 

Katherine  A.  Halmi,  M.D.,  White  Plains, 

New  York 

Director  of  Eating  Disorder  Program 
Department  of  Psychiatry 

The  New  York  Hospital,  Cornell  Medical  Center 

1:50  P.M.  — Q & A 

2:00  P.M.  — GERIATRIC  STUDY  — IOWA 
FOUNDATION  FOR  MEDICAL  CARE 
John  H.  Brinkman,  M.D.,  Mason  City 
Chairman,  Long-Term  Care  Committee/IEMC 
Private  Practice  of  Internal  Medicine 
Ian  M.  Smith,  M.D.,  Iowa  City 
Member,  Long-Term  Care  Committee/IFMC 
Professor,  Department  of  Internal  Medicine 

2:20  P.M.  — Q & A 

2:30  P.M.  — ACQUIRED  IMMUNE  DEFICIENCY 
SYNDROME  (AIDS) 

John  Phair,  M.D.,  Chicago,  Illinois 

Chief,  Infectious  Disease 

Northwestern  University  School  of  Medicine 

3:00  P.M.  — IOWA  UPDATE 

Laverne  Wintermeyer,  M.D.,  Des  Moines 
Director  of  Infectious  Disease  Control  and  State 
Epidemiologist/State  Department  of  Health 

3:05  P.M.  — Q & A 

3:15  P.M. — RECESS 

3:30  P.M.  — CASE  CONFERENCES  — PART  I:  THE 
MOST  INTERESTING  CASE  OF  THE  YEAR  . . . 
AND  WHAT  WAS  LEARNED  FROM  IT 

Four  cases  were  selected  from  those  submitted  by 
Family  Practice  Residency  Programs  in  Iowa  for 
presentation  at  the  Scientific  Session.  Two  cases 
will  be  presented  during  this  time  period.  Fifteen 
minutes  will  be  allotted  for  each  presentation 
including  Q & A period. 


WHAT'S  NEW  IN  MEDICINE?  PART  I 


4:00  P.M.  — RADIOLOGY 

Val  D.  Dunn,  M.D.,  Iowa  City 
Clinical  Coordinator  of  NMR  Imaging 

4:10  P.M.  — Q & A 


DR.  HALMI 


4:15  P.M.  — ONCOLOGY/CHEMOTHERAPY 
C.  Patrick  Burns,  M.D.,  Iowa  City 
Professor,  Department  of  Internal  Medicine 

4:25  P.M.  — Q & A 

4:30  P.M.  — ANESTHESIA 

John  H.  Tinker,  M.D.,  Iowa  City 
Professor  and  Head 
Department  of  Anesthesia 

4:40  P.M.  — Q & A 

4:45  P.M.  — NEUROLOGY 

Maurice  Van  Allen,  M.D.,  Iowa  City 
Professor  and  Head 
Department  of  Neurology 

4:55  P.M.  — Q & A 

5:00  P.M.  — ADJOURNMENT 

6:00  P.M.  — RECEPTION  FOR  IMS  MEMBERS  AND 
GUESTS,  HIGHLANDER  INN 

Hosted  by  the  University  of  Iowa  Foundation  and 
College  of  Medicine 


DR.  SMITH 


DR.  TINKER 


DR.  DUNN 


DR.  BURNS 


MR.  COLLOTON 


DR.  VAN  ALLEN 


TUESDAY,  APRIL  3 
University  Hospitals  & Clinics 

7:30  A.M.  — REGISTRATION 

Petersen  Conference  Room/E-140 
(Coffee  and  rolls  available) 


GENERAL  SESSION 

Petersen  Conference  Room/E-140 


8:00  A.M.  — UPDATE:  UNIVERSITY  HOSPITALS  & 
CLINICS 

John  W.  Colloton,  Iowa  City 

Director,  University  Hospitals  & Clinics 
Assistant  to  the  President  for  Statewide  Health 
Services 


MR.  KEENAN 


DR.  DRISCOLL 


8:10  A.M.  COMPUTERS  IN  MEDICAL  PRACTICE: 

THE  GTE  MEDICAL  INFORMATION  NETWORK 
AND  AMA/NET 

Vincent  D.  Keenan,  Chicago,  Illinois 
Account  Executive,  Department  of  Research  and 
Development,  Medical  Information  Network 
Division,  American  Medical  Association 

8:30  A.M.  — RECESS 

8:40  A.M.  — DOCTOR'S  CHOICE 

(Concurrent  small-group  sessions) 

COMPUTERS  IN  MEDICINE:  WHAT?  WHEN? 
HOW? 

(Demonstrations) 

HOSPITAL  COMPUTER  SYSTEMS 
James  Wagner,  M.S.,  Director 
Hospital  Systems  Division 
University  Hospitals  & Clinics 

GTE  MEDICAL  INFORMATION  NETWORK 
AND  AMA/NET 

Vincent  D.  Keenan,  Medical  Information  Network 
Division,  American  Medical  Association 

USING  THE  COMPUTER  IN  PATIENT 
EDUCATION 

Barry  Ginsberg,  M.D.,  Ph.D. 

Associate  Professor,  Department  of  Internal 
Medicine 

APPLYING  THE  COMPUTER  TO  MEDICAL 
RESEARCH  AND  DATA  ACQUISITION 
Anthony  Frey,  Ph.D. 

Assistant  Research  Scientist 
Department  of  Anesthesiology 

APPLYING  THE  COMPUTER  TO  AN  OFFICE 
PRACTICE 

Patrick  G.  Campbell,  M.D.,  Davenport 
Private  Practice  of  Psychiatry 


NEW  DRUGS:  WHAT  TO  GIVE  AND  WHEN  TO 
GIVE  THEM 

Mark  I.  Goldberg,  M.D.,  Iowa  City 

Assistant  Professor 

Department  of  Internal  Medicine 

Roger  G.  Kathol,  M.D.,  Iowa  City 
Assistant  Professor 
Department  of  Internal  Medicine 

Ross  Feldman,  M.D.,  Iowa  City 
Assistant  Professor 

Department  of  Internal  Medicine  and  Pharmacology 

Annette  E.  Fitz,  M.D.,  Iowa  City 
Professor 

Department  of  Internal  Medicine 


GENETICS 

James  W.  Hanson,  M.D.,  Iowa  City 
Associate  Professor 
Department  of  Pediatrics 


MS.  HOFFMAN 


DR.  RICHERSON 


MANAGEMENT  OF  THE  ADULT  ASTHMATIC 
Charles  E.  Reed,  M.D.,  Rochester,  Minnesota 
Chairman,  Division  of  Allergic  Disease  and  Internal 
Medicine 
Mayo  Clinic 

10:00  A.M.  — RECESS 

10:15  A.M.  — DOCTOR'S  CHOICE 

(Concurrent  small-group  sessions) 

COMPUTERS  IN  MEDICINE:  WHAT?  WHEN? 
HOW? 

(Repeat  of  8:40  A.M.  Program) 

SEXUALITY 

Charles  E.  Driscoll,  M.D.,  Iowa  City 
Associate  Professor 
Department  of  Family  Practice 

Georgianna  Hoffman,  R.N.,  M.A.,  C.S. 

Coordinator,  Family  Stress  Clinic 
Department  of  Family  Practice 

ALLERGY  FOR  THE  80  s 

Hal  B.  Richerson,  M.D.,  Iowa  City  and  Colleagues  of 
the  Division  of  Allergy-Immunology 

CASE  PRESENTATIONS:  PEDIATRIC 
RESPIRATORY  DISEASE 
Miles  M.  Weinberger,  M.D.,  Iowa  City 
Professor  of  Pediatrics 

Stephen  Wolf,  M.D.,  Iowa  City 
Fellow-Pediatric  Allergy/Pulmonary 

Richard  Ahrens,  M.D.,  Iowa  City 
Assistant  Professor  of  Pediatrics 

Jeff  Wagener,  M.D.,  Iowa  City 
Assistant  Professor  of  Pediatrics 

11:45  A.M. — RECESS 

noon—  dutch  treat  luncheon 

POSTER  DISPLAY 

BOWEN  (BASIC)  SCIENCE  BUILDING 


GENERAL  SESSION 

University  Hospitals  and  Clinics 
Medical  Alumni  Auditorium/E-331 


1:15  P.M.  — RESPIRATORY  HAZARDS  OF 
AGRICULTURE 

Charles  E.  Reed,  M.D.,  Rochester,  Minnesota 
Chairman,  Division  of  Allergic  Disease  and  Internal 
Medicine,  Mayo  Clinic 

1:50  P.M.  — Q & A 


WHAT'S  NEW  IN  MEDICINE?  PART  II 


2:00  P.M.  — OTOLARYNGOLOGY 

Brian  F.  McCabe,  M.D.,  Iowa  City 
Professor  and  Head 
Department  of  Otolaryngology 


DR.  McCABE 


DR.  REED 


2:10  P.M.  — Q & A 

2:15  P.M.  — OPHTHALMOLOGY 

Charles  D.  Phelps,  M.D.,  Iowa  City 
Professor  and  Head 
Department  of  Ophthalmology 

2:25  P.M.  — Q & A 

2:30  P.M.  — DERMATOLOGY 

John  S.  Strauss,  M.D.,  Iowa  City 
Professor  and  Head 
Department  of  Dermatology 

2:40  P.M.  — Q & A 

2:45  P.M.  — PEDIATRICS 

Fred  G.  Smith,  M.D.,  Iowa  City 
Professor  and  Head 
Department  of  Pediatrics 

2:55  P.M.  — Q & A 

3:00  P.M.  — RECESS 


DR.  SMITH 


DR.  PHELPS 


DR.  STRAUSS 


w 

\ 

DR.  JOHNSON 

3:15  P.M.  — CASE  CONFERENCES  — PART  II:  THE 
MOST  INTERESTING  CASE  OF  THE  YEAR  . . . 
AND  WHAT  WAS  LEARNED  FROM  IT 

Four  cases  were  selected  from  those  submitted  by 
Family  Practice  Residency  Programs  in  Iowa  for 
presentation  at  the  Scientific  Session.  Two  cases 
will  be  presented  during  this  time  period.  Fifteen 
minutes  will  be  allotted  for  each  presentation 
including  Q & A period. 

3:45  P.M.  — CHRONIC  PELVIC  PAIN 
Susan  Johnson,  M.D.,  Iowa  City 
Assistant  Professor 

Department  of  Obstetrics  and  Gynecology 

4:10  P.M.  — Q & A 

4:15  P.M.  — A NEW  LOOK  AT  INFORMED 
CONSENT 

William  M.  Tucker,  Attorney,  Iowa  City 
Phelan,  Tucker,  Boyle  & Mullen 

4:50  P.M.  — Q & A 

5:00  P.M.  — ADJOURNMENT 


6:00  P.M.  — RECEPTION  AND  BANQUET  FOR  IMS 
MEMBERS  AND  GUESTS,  HIGHLANDER  INN 

Special  Presentation:  The  Voyager 
Mission  to  the  Outer  Planets 
Donald  A.  Gurnett,  Ph.D. 

Professor 

Department  of  Physics  and  Anatomy 


WEDNESDAY,  APRIL  4 
HIGHLANDER  INN 

7:30  A.M.  — REGISTRATION 

Main  Lobby  (Coffee  and  rolls  available) 


GENERAL  SESSION 

Pipers'  Ballroom/Main  Floor 


8:00  A.M.  — THE  ROLE  OF  CT  BODY  SCANS  IN 
DIAGNOSTIC  PROBLEMS  — ERSKINE 
MEMORIAL  LECTURE 

Robert  R.  Hattery,  M.D.,  Rochester,  Minnesota 
Chairman,  Department  of  Diagnostic  Radiology 
Mayo  Clinic 

8:40  A.M.  — Q & A 

8:50  A.M.  — SLEEP  APNEA 

Quentin  S.  Dickins,  M.D.,  Iowa  City 
Assistant  Professor 
Department  of  Neurology 

9:15  A.M.  — Q & A 

9:25  A.M.  — WHAT  TO  LOOK  FOR  IN  EXAMINING 
THE  MOUTH 

Gilbert  Lilly,  D.D.S.,  Iowa  City 
Professor  and  Head 

Department  of  Oral  Pathology  and  Diagnosis 
University  of  Iowa  College  of  Dentistry 

9:40  A.M.  — Q & A 

9:45  A.M.  — RECESS 

10:00  A.M.  — CHANGES  IN  HOSPITAL  PRACTICE: 
COPING  WITH  DRGS 
Edward  R.  Lynn,  Council  Bluffs 
Chairman,  Board  of  Directors,  Iowa  Hospital 
Association,  Administrator,  Jennie  Edmundson 
Memorial  Hospital 

10:20  A.M.  — Q & A 

10:30  A.M.  — WHAT'S  OLD  IN  MEDICINE? 

John  Martin,  M.D.,  Clarinda,  Iowa 
Member,  IMS  Historical  Committee 
Clinical  Professor 
Department  of  Surgery 

10:55  A.M.  — Q & A 


CME  CREDIT 


DR.  WINOKUR  DR.  PITKIN 


WHAT'S  NEW  IN  MEDICINE?  PART  III 


11:00  A.M.  — INTERNAL  MEDICINE 

Barry  M.  Sherman,  M.D.,  Iowa  City 
Professor 

Department  of  Internal  Medicine 

11:10  A.M.  — Q & A 

11:15  A.M.  — PSYCHIATRY 

George  Winokur,  M.D.,  Iowa  City 
Professor  and  Head 
Department  of  Psychiatry 

11:25  A.M.  — Q & A 

11:30  A.M.  — OBSTETRICS  AND  GYNECOLOGY 
Roy  M.  Pitkin,  M.D.,  Iowa  City 
Professor  and  Head 

Department  of  Obstetrics  and  Gynecology 

11:40  A.M.  — Q & A 

11:45  A.M. — SURGERY 

Robert  J.  Corry,  M.D.,  Iowa  City 
Professor  and  Head 
Department  of  Surgery 

NOON—  ADJOURNMENT 


SPECIAL  OPTION  — CPR 
RECERTIFICATION  FOR  PHYSICIANS 
AND  CERTIFICATION  CLASS  FOR 
SPOUSES 


Physicians  will  have  the  opportunity  to  recertify  in  cardio- 
pulmonary resuscitation  on  Wednesday  afternoon,  April  4. 
The  class  will  run  from  1 :30  P.M.  until  3:30  P.M.  Also  on 
Wednesday  a certification  class  for  spouses  will  be  con- 
ducted from  1 :00  P.M.  until  4:00  P.M.  Both  classes  will  be 
in  the  Emergency  Medical  Services  Learning  Center,  located 
on  the  first  floor  of  the  Carver  Pavilion,  University  Hospitals. 
Advance  registration  is  necessary.  Applications  should  be 
submitted  to  IMS  headquarters  no  later  than  March  23.  A fee 
of  $4.00  will  be  charged.  Make  checks  payable  to  the  Iowa 
Medical  Society. 


The  1984  Scientific  Session  of  the  Iowa  Medical  Society 
is  co-sponsored  by  the  University  of  Iowa  College  of 
Medicine.  As  an  organization  accredited  for  CME,  the 
U.  of  I.  College  of  Medicine  certifies  that  this  CME 
offering  meets  the  criteria  for  14'/2  hours  in  Category  I of 
the  AMA  Physician's  Recognition  Award,  provided  it  is 
used  and  completed  as  designated. 

In  addition,  the  program  has  been  approved  for  14  hours 
of  prescribed  credit  by  the  American  Academy  of  Eamily 
Physicians. 


SPECIAL  EVENING  EVENTS 


MONDAY,  APRIL  2 

RECEPTION  — A reception  for  physicians  and  their  spouses 
will  occur  from  6:00  P.M.  until  7:00  P.M.  in  Pipers'  Ball- 
room, Highlander  Inn.  This  hospitality  function  is  hosted  by 
the  University  of  Iowa  Eoundation  and  the  U.  of  I.  College  of 
Medicine. 

CONCERT  — Jeane-Pierre  Rampal  and  Alexandre  Lagoya, 
nationally  known  artists  on  the  flute  and  guitar  are  scheduled 
for  a duo  concert  at  Hancher  Auditorium  in  Iowa  City  on 
Monday  evening  at  8:00  P.M.  Ticket  prices  range  from  $5  to 
$15.  Interested  physicians  should  contact  the  Ticket  Office, 
Hancher  Auditorium,  1/800-426-2437. 


TUESDAY,  APRIL  3 

RECEPTION  — A ' wine  and  cheese"  reception  for  physi- 
cians and  their  spouses  will  be  hosted  by  the  Iowa  Medical 
Political  Action  Committee  from  6:1  5 P.M.  until  7:15  P.M. 
in  Pipers'  Ballroom. 


DR.  GURNETT 


BANQUET  — The  IMS  Scientific 
Session  Banquet  will  begin  at  7:00 
P.M.  in  Pipers'  Ballroom.  The  ban- 
quet program  will  feature  a pres- 
entation by  Donald  A.  Gurnett, 
Ph.D.,  on  "THE  VOYAGER  MIS- 
SION TO  THE  OUTER  PLANETS." 
Dr.  Gurnett  is  a professor  of  phys- 
ics and  astronomy  at  the  University 
of  Iowa  and  has  an  instrument  on 
the  VOYAGER  spacecraft.  Reserva- 
tions requested.  See  reservation 
form  on  page  8 of  program. 


LUNCHEON 


ACKNOWLEDGMENT 


Tuesday,  Apt  il  3,  a Dutch-treat  lunch  will  be  available  at  the 
Basic  Science  Building  and  several  exhibits  of  special  in- 
terest to  physicians  will  be  on  display.  Advance  luncheon 
reservations  are  encouraged. 


AUXILIARY 


Spouses  of  physicians  are  welcome  at  any  of  the  Scientific 
Program  Sessions  and  social  events. 

In  addition,  the  Auxiliary  will  sponsor  a Financial  Planning 
Seminar  for  spouses  on  Tuesday,  April  3,  in  cooperation 
with  Monetary  Consultants,  Inc.,  of  Des  Moines.  This  day- 
long "down-to-earth"  seminar  will  be  at  Highlander  Inn.  A 
pre-registration  fee  of  $40  has  been  established  to  cover  a 
continental  breakfast,  lunch  and  seminar  materials.  Checks 
are  payable  to  the  IMS  Auxiliary,  and  should  be  mailed  to 
Sandy  Nichols,  1001  Grand  Avenue,  West  Des  Moines, 
Iowa  50265. 


The  physician  members  of  the  Iowa  Medical  Society  give 
special  thanks  to  the  companies  listed  below  for  the  educa- 
tional grants  provided  to  support  the  1984  Scientific  Ses- 
sion. 

Ayerst  Laboratories 

Blue  Cross/Blue  Shield  of  Iowa 

CIBA  Pharmaceutical  Company 

Geigy  Pharmaceuticals 

Eli  Lilly  & Company 

Merck,  Sharp  & Dohme 

A.  H.  Robins  Company 

Roche  Laboratories 

Smith,  Kline  & French  Laboratories 

The  Upjohn  Company 

Appreciation  is  also  extended  to  Blue  Shield  for  sponsoring 
the  coffee  functions  for  physicians  and  their  spouses;  to  the 
University  of  Iowa  Foundation  and  the  College  of  Medicine 
for  hosting  the  reception  on  Monday,  April  2;  and  to  the 
Iowa  Medical  Political  Action  Committee  for  hosting  the 
reception  on  April  3.  The  Society  is  grateful  for  this  support. 

The  Iowa  Thoracic  Society  has  arranged  for  the  presenta- 
tion by  Charles  Reed,  M.D.,  Mayo  Clinic.  The  Society  will 
also  hold  a business  session/box  lunch  at  11:45  a.m.  on 
Tuesday,  April  3,  Bean  Conference  Room,  University  Hos- 
pitals. 


1984  SCIENTIFIC  SESSION  REGISTRATION  FORM 

Please  Detach  and  Return  This  Form  to  IMS  Headquarters 

I PLAN  TO  ATTEND— 

PLEASE  CHECK  NUMBER  ATTENDING 

The  Scientific  Session 

On  Monday,  April  2 

On  Tuesday,  April  3 

On  Wednesday,  April  4 

CPR  Recertification  for 

Physicians  ($4.00)  

CPR  Certification 

— New  Class  for  Spouses  ($4.00)  

Monday,  April  2,  Reception  

Tuesday,  April  3,  Luncheon  ($6.00)  

Tuesday,  April  3,  Banquet  ($15.00)  

Advance  Payment  for  Meal  Functions  Is  Welcomed  and  Urged 
Please  Make  Checks  Payable  to  the  Iowa  Medical  Society 

Name  (Please  Print) 

Address  ^ 

Room  Reservations  Should  Be  Made  Directly  With  Highlander  Inn 
Toll  Free  Number  Is  1/800-272-6444 


Richard  M.  Caplan,  M.D. 

OUR  MAN 
IN  EDUCATION 


THE  HALF-LIFE  OF  KNOWLEDGE? 

HOW  OFTEN  I've  seen  or  heard  that  the  half- 
life  of  medical  knowledge  is  5 years. 
Sometimes  the  number  is  6 or  7,  and  once  I 
heard  10,  but  10  is  far  less  dramatic  than  5. 
I've  decided  that  drama  is  indeed  what  is 
sought  by  such  a comment,  for  it  is,  in  fact,  a 
pseudo-fact. 

The  notion  of  half-life  arose  specifically  in 
the  domain  of  atomic  physics,  where  it  has  a 
precise  and  measurable  meaning  about  the 
speed  with  which  a particular  isotope  loses  its 
radioactivity.  Several  years  ago,  curious  to 
learn  who  first  said  it  and  how  that  person 
could  make  an  analogous  statement  regarding 
medical  knowledge,  I began  a quest  that  has 
proven  interesting,  but  fruitless.  Such  a half- 
life,  it  seems  clear  to  me  now,  is  only  an  ana- 
logue, or  a metaphor. 

My  search  to  document  the  rate  of  change  of 
medical  information  — and  please  note  that 
information  is  not  synonymous  with  knowl- 
edge — turned  up  some  interesting  observa- 
tions about  scientific  information,  mostly  from 
atomic  physicists  talking  about  their  own  disci- 
pline. Conspicuous  among  that  group  was 
J.  Robert  Oppenheimer  and  the  time  was  the 
early  1950's.  Here  are  representative  com- 
ments: 

/ think  that  such  positive  knowledge  doubles  in  less  than  a generation, 
perhaps  in  a decade.  CR.  Oppenheimer,  1953) 

If,  as  had  been  suggested,  the  half-life  of  the  medical  knowledge  of  a 
doctor  was  only  5 years,  then  clearly  continuing  education  was  essential 
. . . (W,  Germer,  1978) 

...  be  impressed  with  the  truth  of  the  statement  that  the  half-life  of 
medical  knowledge  is  5 years.  (R.  Derbyshire,  1968) 

Biomedical  knowledge  doubles  ei’ery  8 to  10  years.  (J.  Cooper,  1974) 
There  is  little  dissent  from  the  view  that  the  world  of  medicine  is 
changing  so  rapidly  . . . that  what  is  current  today  will  be  dated  in  a few 
months  and  obsolete  in  a few  years.  (G.  Miller,  1967) 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  The 
University  of  Iowa  College  of  Medicine. 


But  even  such  mensurationally-minded  sci- 
entists never  seemed  to  refer  to  data  or  inves- 
tigation that  lay  behind  a remark  that  had,  after 
all,  the  linguistic  shape  and  logic  that  implied  a 
careful  attempt  at  measurement.  It  was,  in- 
stead, merely  a way  to  impress  the  listener  or 
reader  that  there  was  lots  being  discovered. 
Not  so  strange,  perhaps,  to  find  medical  peo- 
ple transferring  the  metaphor  from  "scientific 
information,"  in  general,  to  "medical  informa- 
tion" or  even  to  "medical  knowledge"  without 
a hint  of  apology  for  such  inaccuracy  or  arro- 
gance. 

The  number  per  year  of  published  articles 
can  be  counted,  as  can  the  number  of  persons 
calling  themselves  "scientists"  in  Who's  Who  or 
census  records,  but  any  such  indicators,  even 
if  precisely  accurate,  would  extrapolate  only  as 
an  intimation  of  true  advance  of  information  or 
knowledge. 

Recently  I spent  some  time  with  a couple  of 
excellent  family  doctor  friends  as  they  saw  pa- 
tients in  their  offices.  I made  notes  about  what 
they  asked  the  patients,  and  what  physical  ex- 
amination they  did,  diagnoses  they  made, 
tests  they  ordered,  and  therapy  they  sug- 
gested. We  found  it  so  hard  to  tease  out  when 
or  where  they  learned  what  they  needed  in 
order  to  perform  those  various  steps,  that  we 
soon  gave  up  the  attempt  to  be  precise.  I was 
impressed,  though,  that  much  of  the  informa- 
tion and  skill  was  derived  from  days  of  medical 
school  or  internship,  which  had  ended  25 
years  earlier  in  the  case  of  the  older  doctor. 
Much  of  what  was  newer  in  their  behavior 
consisted  of  the  prescribing  of  newer  drugs.  I 
suspect  the  same  may  be  true  of  my  own  clini- 
cal work  in  dermatology.  Perhaps  it  would  be 
different  in  other  disciplines.  But  even  if  I use 
much  that  is  "old"  (dating  back  in  my  case  to 
the  early  1950's),  I certainly  would  hate  to  for- 

(Please  turn  to  page  114) 
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Anyone  ResponsiUe 
R>rA  Half  Million 
Dollars  Shouldn’t  Have 
ToWorkTwoJobs. 


Making  money  is  a full  time  job. 
Unfortunately,  so  is  managing  it. 

And  most  people  and  companies  are 
far  better  at  getting  rich  than  they  are  at 
staying  that  way. 

Unless  they  hire  us,  Statesman 
Investment  Advisors. 

We  work  for  individuals,  corporations, 
endowment  funds,  pension  funds  and 
associations  with  manageable  assets  of  a 
half  million  dollars  or  more. 

And  weil  manage  your  assets  on  a 
fee  basis,  designing  portfolios  that  are 
responsive  both  to  the  market  and  to  your 
goals  and  objectives. 

We  offer  no  products,  no  insurance 
and  receive  no  commissions. 

All  we  have  to  sell  is  a staff  with  35 
years  of  broad  investment  experience  and 
over  $150,000,000  under  management. 

Want  to  make  your  half  million 
whole?  Put  Statesman  Investment 
Advisors  to  work  for  you. 

Call  515-284-7648. 

REGISTERED  INVESTMENT  ADVISORS 

The  Statesman  Group,  Inc. 

Suite  804  Des  Moines  Building 
Des  Moines,  I A.  50309 
. (515)  284-7648 

SlAIESM.AN  iNVESIMbN Ta\I)\IS()RS.  INC 


OUR  MAN  IN  EDUCATION 

(Continued  from  page  113) 


sake  w'hat  is  newer,  which  I have  learned  in 
that  component  of  the  medical  education  con- 
tinuum called  "continuing  education." 

And  so  I've  decided,  finally,  not  to  challenge 
speakers  or  write  letters  to  editors  about  the 
dreadful  inaccuracies  of  such  half-life  proc- 
lamations. Instead,  I'll  accept  the  half-life  of 
knowledge  as  an  interesting  figure  of  speech. 
After  all,  when  one  looks  closely,  it  is  estima- 
tion, impression,  speculation,  metaphor  and 
faith  that  govern  most  of  what  is  important  in 
our  lives,  anyway  — so  why  not  in  this,  too? 

Letter  to  the  Editor 

SORRY,  PULMONOLOGISTS 

Dear  Editor: 

As  a follow  up  to  our  conversation  regarding 
the  omission  of  pulmonologists  within  the 
glossary  of  medical  specialties  published  in  the 
JOURNAL  OF  THE  IOWA  MEDICAL  SOCIETY  (Novem- 
ber, 1983),  I wish  to  restate  my  disappointment 
that  the  specialty  was  not  recognized  and  to 
request  that  the  next  issue  of  the  Journal  cor- 
rect this  oversight. 

Physicians  who  specialize  in  pulmonary 
medicine  have  indeed  had  years  of  added 
training  in  their  chosen  specialty  area  as  your 
"glossary"  suggests.  In  fact,  many  are  board 
certified  pulmonologists  having  spent  two  or 
three  years  in  pulmonary  fellow^ship  training 
programs.  The  Pulmonary  Disease  Division, 
Department  of  Internal  Medicine,  Univ'ersity 
of  Iowa  College  of  Medicine,  is  nationally  rec- 
ognized for  its  fellowship  training  program. 
Several  former  fellows  of  this  program  are  now 
board  certified  pulmonologists  practicing  in 
Iowa. 

Recognizing  that  the  article/list  was  de- 
veloped by  the  Patient  Education  Committee, 
Department  of  Family  Practice,  University  of 
Iowa  College  of  Medicine,  and  not  the  IMS, 
please  inform  me  if  we  need  to  contact  the 
physician  in  charge  of  this  project  to  request 
the  desired  change  in  the  glossary.  — Gec:>rge 
G.  Caudill,  M.D.,  Des  Moines,  President,  loiva 
Thoracic  Society 
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We*ve  sot  the  one  person 
who’ll  help  keep 
your  insurance  rates 
reasonable^ 


you’ve  seen  him  before.  And  talked  with  him  plenty. 
He’s  your  IMS  Account  Supervisor  and  he’s  workins 
with  you  around  the  clock  to  make  sure  your  spon- 
sored insurance  prosram  is  workins  well.  He’s  help- 
ins  you  to  control  the  frequency  and  severity  of 
incidents.  Helpins  you  to  reduce  the  size  of  claims. 
All  to  help  you  keep  your  rates  equitable. 

That’s  how  /€tna  Life  & Casualty  can  continue  to 
upsrade  the  quality  of  coverases  and  services  you’ve 
Srown  accustomed  to.  So  physicians  and  surseons  in 
Iowa  set  choice  of  coverase  forms — claims-made  or 
occurrence — as  well  as  hisher  levels  of  coverase.  Like 
$5,000,000  and  hisher. 

Those  arejusta  fewof  the  reasons  the  Iowa  Medi- 
cal Society  has  sponsored  our  prosram  for  more  than 
six  years.  For  more  reasons  and  information,  fill  out  the 
coupon. 


Without  oblisation.  I’d  like  to  know  more  about  /Etna’s 
Total  Professional  Liability/Property  Program. 


Name  or  Group . 
Address 


. State . 


My  present  insurance  expires  on . 

Write: 


Dale  Hoing,  Account  Supervisor 
/Etna  Life  & Casualty 
611  Fifth  Avenue 
Des  Moines,  Iowa  50309 


The  Automobile  Insurance  Company  of  Hartford,  Connecticut  06156. 
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HUMAN  INSULIN 


IN  THE  PAST  ALL  INSULINS  available  for  clinical 
use  have  been  preparations  of  purified  ex- 
tracts of  bovine  and  porcine  pancreas.  Recent- 
ly, insulin  which  is  biochemically  identical  to 
that  produced  by  the  human  pancreas  has 
been  developed;  it  has  theoretical  advantages 
over  animal  insulin.  Among  these  are  an  in- 
crease in  the  worldwide  supply  of  insulin  and 
the  possible  avoidance  of  antibody  formation 
which  universally  accompanies  the  use  of  beef 
and  pork  insulin. 

The  chemical  structure  of  insulin  is  that  of  2 
chains  of  amino  acid  molecules  that  are  desig- 
nated A and  B and  are  linked  by  2 disulfide 
bonds.  Although  all  animal  insulins  are  strik- 
ingly similar  in  composition,  there  are  distinct 
species  differences  in  the  sequence  of  the  ami- 
no acids.  Bovine  insulin  differs  from  human 
insulin  in  3 of  the  51  acids  in  the  2 chains. 
Porcine  insulin  differs  from  human  insulin 
only  in  the  terminal  molecule  on  1 chain  (ala- 
nine instead  of  threonine). 

HUAAAN  INSULIN  PREPARATIONS 

Semisynthetic  human  insulin  is  obtained  by 
the  enzymatic  conversion  of  porcine  insulin  to 
human  insulin,  substituting  threonine  for  ala- 
nine. This  product,  marketed  by  Squibb-Novo, 
is  FDA  approved  and  commercially  available  in 
2 formulations;  regular  insulin  (Actrapid®)  and 
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lente,  an  insulin-zinc  suspension  of  more  pro- 
longed activity  (Monotard®).  Extensive  analy- 
ses show  chemical,  physical,  and  immunologic 
identity  of  semisynthetic  human  insulin  and 
insulin  extracted  from  human  cadaveric  pan- 
creas. 

Human  insulin  produced  by  recombinant 
DNA  technology  is  also  FDA  approved  and 
available  in  this  country.  The  method  of  syn- 
thesis involves  the  separate  production  of  A 
and  B chains  in  Escherichia  coli  with  subsequent 
chemical  linkage  to  form  human  insulin.  This 
product  is  marketed  by  Lilly  (Humulin®)  in 
both  regular  and  NPH  formulations.  It,  like 
semisynthetic  human  insulin,  has  been  shown 
to  be  equivalent  to  insulin  obtained  from  hu- 
man cadaveric  pancreas.  Human  insulin  (re- 
combinant DNA  origin)  has  been  shown  to  be 
free  of  contamination  with  E.  coli  peptides  and 
untainted  by  impurities  found  in  animal  in- 
sulin preparations.  These  impurities  include 
proinsulin,  pancreatic  polypeptide,  somato- 
statin, glucagon,  and  vasoactive  intestinal  pep- 
tide. These  contaminants  are  a potential  cause 
of  immunogenicity  in  animal  insulins. 

CLINICAL  STUDIES  OF  HUMAN  INSULIN 
(RECOMBINANT  DNA  ORIGIN) 

Pharmacologic/Biologic  Aspects 

Human  insulin  (recombinant  DNA  origin) 
has  been  extensively  studied  in  animals,  in 
humans,  and  in  vitro.  Most  human  studies 
compare  human  insulin  (recombinant  DNA 
origin)  to  highly  purified  pork  insulin  which  is 
the  animal  insulin  formulation  of  the  highest 
purity  and  least  immunogenicity.  Pharmaco- 
logic studies  comparing  these  2 insulins  show 
absorption  to  be  virtually  identical.  There  are 
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some  studies  that  suggest  slightly  accelerated 
absorption  of  regular  human  insulin  (recom- 
binant DNA  origin)  in  normal  volunteers. 
There  are  also  data  which  suggest  slightly 
shorter  duration  of  action  of  NPH  human  in- 
sulin (recombinant  DNA  origin)  as  compared 
to  NPH  pork  insulin.  The  clinical  significance, 
if  any,  of  these  findings  is  uncertain.  In  terms 
of  biologic  effects,  human  insulin  (recom- 
binant DNA  origin)  as  compared  to  highly 
purified  pork  insulin  shows  identical  ability  to 
suppress  glucose  output  and  stimulate 
peripheral  glucose  uptake  in  diabetic  subjects. 

Immunologic  Aspects 

In  patients  treated  with  animal  insulin,  anti- 
insulin antibodies  from  all  5 antibody  classes 
have  been  found.  IgG  antibody  is  quantitative- 
ly the  most  significant. 

A large  double-blind  study  of  patients  main- 
tained on  mixed  beef-pork  or  purified  pork 
insulin  for  at  least  6 months  then  switched  to 
either  human  (recombinant  DNA  origin)  in- 
sulin or  maintained  on  purified  pork  insulin 
showed  a significant  reduction  in  insulin  anti- 
body levels.  There  were  small  but  definite  dec- 


rements in  antibody  levels  in  those  patients 
switched  to  human  insulin  as  compared  to 
those  maintained  on  purified  pork  insulin. 

In  4 diabetic  patients  with  the  uncommon 
disorder  of  immunologic  insulin  resistance 
associated  with  high  levels  of  anti-insulin  anti- 
bodies and  insulin  requirements  greater  than 
100-200  units  per  day,  affinity  of  the  antibody 
for  human  insulin  was  found  to  be  significant- 
ly less  than  that  for  purified  pork  insulin. 
Several  reports  describe  patients  with  insulin 
allergy  or  immunologic  insulin  resistance  who 
were  successfully  treated  with  human  insulin 
(recombinant  DNA  origin)  after  failing  to  re- 
spond to  purified  pork  insulin. 

However,  studies  in  diabetic  patients  treat- 
ed only  with  human  insulin  (recombinant 
DNA  origin)  show  antibody  formation  at  about 
the  same  rate  as  those  treated  only  with  puri- 
fied pork  insulin,  that  is,  about  50%  after  6 
months.  The  immunogenicity  of  human  in- 
sulin may  be  due  to  adjuvant-like  properties  of 
its  repository  formulation  (zinc  suspension). 
Although  circulating  insulin  antibodies  are  not 
often  of  clinical  significance,  they  can  be  a 
cause  of  hypoglycemia  through  alterations  in 
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May  18,  1984  Clarkson  Hospital  Storz  Pavilion 

8 a.m.  to  5 p.m. 

Featured  speakers  include:  James  Folk,  M.D.,  Malcolm  McConnell,  M.D., 
David  Parke,  M.D.,  Peter  Whitted,  M.D. 


Topics  include: 

"Ophthalmology  for  the  General  Physician  - 
Getting  the  Most  Out  of  Your  Office" 

Malcolm  McOonnell,  M.D. 

"Retinal  Vascular  Disease  - Diagnosis  and 
Treatment" 

James  Folk,  M.D. 


Workshops  (continued): 

"Emergency  Procedures  in  Ophthalmology 
for  the  General  Physician" 

"Glaucoma  Testing" 

"Care  of  Post  Operative  Eye  Patient  by  the 
Primary  Care  Physician" 


"The  Red  Eye  - Diagnosis  and  Treatment" 
Peter  Whitted,  M.D. 

Panel  discussion 
Grand  Rounds 

"Eye  Manifestations  of  Systemic  Disease" 
James  Folk,  M.D. 

Workshops: 

"Office  Procedures  in  Ophthalmology" 

"The  Fundus  Exam  and  Recognition  of 
Retinal  Disease" 


"New  Concepts  in  Ophthalmology  - Present 
and  Future" 

David  Parke,  M.D. 

"Clarkson's  Role  in  the  Organ  Retrieval 
Program" 

Daniel  Durrie,  M.D. 

Panel  Discussion 

C.M.E.  and  A.A.F.P.  credits  to  be  awarded 


Bishop  Clarkson  Memorial  Hospital,  44th  and 
Dewey  Ave.,  Omaha,  NE  68105 
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insulin  kinetics.  Allergic  reactions  (local  or  sys- 
temic) and  lipoatrophy  have  thus  far  not  been 
seen  in  patients  treated  only  with  human  in- 
sulin. Lipohypertrophy  is  not  immune 
mediated;  it  was  seen  in  2 of  101  patients  treat- 
ed for  6 months  with  human  insulin. 

Clinical  Trials 

Three  major  clinical  trials  in  this  country  and 
abroad  have  shown  human  insulin  (recom- 
binant DNA  origin)  to  be  safe  and  equally 
effective  when  compared  in  a double-blind 
fashion  to  mixed  beef-pork  or  purified  pork 
insulin.  There  was  some  evidence  of  higher 
fasting  blood  sugars  in  the  patients  on  human 
insulin,  consistent  with  a slightly  shorter  dura- 
tion of  action  of  NPH  human  insulin. 

SEMISYNTHETIC  HUMAN  INSULIN 

Though  less  extensively  studied  than  hu- 
man insulin  of  recombinant  DNA  origin,  the 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 


results  of  studies  on  semisynthetic  human  in- 
sulin have  been  essentially  the  same.  Unlike 
human  insulin  (recombinant  DNA  origin), 
most  data  have  not  shown  more  rapid  absorp- 
tion of  regular  semisynthetic  human  insulin  as 
compared  to  purified  pork  insulin.  No  definite 
differences  between  lente  semisynthetic  hu- 
man insulin  and  purified  pork  insulin  have 
been  shown.  Immunologic  studies  show  lower 
levels  of  anti-insulin  antibodies  (IgG  and  IgE) 
in  patients  on  human  insulin  when  compared 
to  those  receiving  purified  pork  insulin  from 
the  onset  of  their  diabetes. 


SUMMARY 

With  minor  exceptions,  human  insulin 
appears  equivalent  to  purified  pork  insulin. 
Regular  human  insulin  may  be  more  rapidly 
absorbed  than  pork  insulin.  NPH  human  in- 
sulin may  have  a slightly  shorter  duration  of 
action  than  NPH  animal  insulins.  These  find- 
ings require  further  study  to  clarify  their  sig- 
nificance, if  any.  There  are  no  major  advan- 
tages at  this  point  of  human  insulin  over  puri- 
fied pork  insulin.  Local  or  systemic  allergic 
reactions,  immunologic  insulin  resistance,  and 
lipoatrophy  are  indications  for  purified  pork 
insulin  or  human  insulin.  Either  one  of  these 
preparations  is  probably  preferable  to  mixed 
beef-pork  or  beef  insulin  in  those  patients  who 
may  require  insulin  therapy  only  intermittent- 
ly, for  example,  during  surgery,  gestation,  or 
intercurrent  illness,  since  intermittent  insulin 
use  seems  to  predispose  to  allergic  reactions. 
Finally,  human  insulin  (recombinant  DNA  ori- 
gin) is  potentially  an  inexhaustible  supply  of  a 
highly  purified  product  that  is  essential  to  the 
lives  of  millions  throughout  the  world.  — 
Daniel  Weiss,  M.D.,  Fellow,  Division  of  En- 
docrinology and  Metabolism,  Department  of 
Internal  Medicine. 
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A BOOKSHELF  ON  PUBLIC  HEALTH 
FOR  THE  PRACTICING  PHYSICIAN 


PHYSICIANS  AND  OTHER  health  care  personnel 
frequently  request  information  that  is  often 
available  from  standard  reference  sources.  We 
take  this  opportunity  to  compile  a list  of  the 
references  we  use  routinely.  Cost  and  ordering 
information  are  included.  None  of  these  paper- 
backs are  expensive  compared  to  standard 
medical  references. 

Control  of  Communicable  Diseases  in  Man,  13th 
Edition,  Benenson,  Editor.  American  Public 
Health  Association,  1015-15th  Street,  N.W., 
Washington,  D.C.  20005.  Price,  $7.50.  This  is 
perhaps  the  best  quick  reference  for  infectious 
disease  information  in  the  U.S.  It  includes  a 
brief  description  of  the  disease,  infectious 
agent,  occurrence,  reservoir,  mode  of  trans- 
mission, incubation  period,  period  of  com- 
municability, susceptibility  and  resistance, 
and  methods  of  control  including  specific  treat- 
ment. This  book  is  so  valuable  and  so  inexpen- 
sive, every  physician  in  Iowa  should  have  a 
copy.  The  13th  edition  includes  new  sections 
on  Campylobacter,  toxic-shock  syndrome,  and 
current  management  of  hepatitis  B.  We  sug- 
gest ordering  copies  for  all  clinic  staff. 

Report  of  the  Committee  on  Infectious  Diseases  — 
American  Academy  of  Pediatrics  Red  Book,  1982. 
American  Academy  of  Pediatrics,  P.O.  Box 
1034,  Evanston,  Illinois  60204.  Price,  $15  plus 
$1.60  shipping.  A comprehensive  book  on  in- 
fectious disease  information  and  management. 
In  addition,  it  contains  an  excellent  appendix 
with  table  of  immunization  schedules,  drug 
dosages,  diseases  transmitted  by  pets  and  ro- 

This  information  on  public  matters  is  furnished  and  sponsored  by  the 
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dents,  hospital  isolation  techniques  and  etio- 
logic  agents  of  common  pediatric  diseases. 
This  book  is  classified  in  the  "essential”  cate- 
gory for  pediatric  and  family  practice. 

University  Hygienic  Laboratory  Manual  of  Ser- 
vices. University  of  Iowa  Hygienic  Laboratory, 
Oakdale  Campus,  Iowa  City,  Iowa  52242. 
Available  on  request  without  charge.  This  pub- 
lication outlines  tests  available  from  the  Uni- 
versity Hygienic  Laboratory  and  how  to  collect 
and  submit  specimens  properly.  It  belongs  in 
the  essential  category  for  diagnosis  and  treat- 
ment of  infectious  diseases.  It  also  provides 
information  to  cover  the  broad  expanse  of  en- 
vironmental services  as  they  may  relate  to  hu- 
man illnesses. 

Handbook  of  Common  Poisonings  in  Children, 
2nd  Ed,  American  Academy  of  Pediatrics 
(address  above).  Price  $15  plus  $1.60  shipping. 
Very  popular  concise  reference  on  managing 
poisonings  in  children. 

A Guide  to  the  Work  Relatedness  of  Disease,  Re- 
vised Edition.  Stock  #PB  298-561.  National 
Technical  Information  Service,  5285  Port  Royal 
Road,  Springfield,  Virginia  22161.  Price, 
$22.00.  This  reference  prepared  by  the  Nation- 
al Institute  for  Occupational  Safety  and  Health 
(NIOSH),  discusses  occupational  disease  in 
general  categories,  e.g.,  inorganic  lead  and 
what  occupations  may  be  affected.  It  includes 
medical  evaluation,  epidemiology,  signs/ 
symptoms,  laboratory  and  clinical  evaluation, 
evidence  of  exposure  and  allowable  exposure 
limit.  This  reference  is  not  comprehensive  but 
intended  to  illustrate  methods.  It  may  be  use- 
ful to  clinicians  who  are  plant  physicians  or 
manage  a large  number  of  patients  with  occu- 
pational related  diseases.  Due  to  its  cost,  it  is 
recommended  only  for  the  forementioned 
practitioners. 

Occupational  diseases  — A Guide  to  Their  Recog- 
nition, Revised  Edition.  NIOSH,  Publications, 
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4676  Columbia  Parkway,  Cincinnati,  Ohio 
45226.  Available  on  request  without  charge. 
This  NIOSH  reference  is  comprehensive  and 
includes  a section  on  sources  of  consultation 
and  reference  aids.  In  the  average  medical 
practice,  this  book  is  probably  more  useful 
than  the  foregoing  publication. 

CDC  Guidelines  for  Isolation  Precautions  in  Hos- 
pitals and  Guideline  for  Infection  Control  in  Hospi- 
tal Personnel.*  SLACK,  Inc.,  6900  Grove  Road, 
Thorofare,  New  Jersey  08086.  Price,  $5  pre- 
paid. This  publication  was  recently  revised  by 
the  Centers  for  Disease  Control  (CDC)  but  will 
not  be  printed  and  distributed  by  the  federal 
government.  The  revised  guidelines  rec- 
ommend not  only  an  isolation  system  based  on 
categories  of  isolation  but  also  an  alternative 
disease-specific  isolation  system.  The  latter 
system  offers  economical  incentives  since  only 
the  particular  precautions  to  interrupt  trans- 
mission of  a specific  disease  are  recommended. 
It  includes  discussion  of  precautions  to  prevent 
disease  transmission  to  medical  personnel  in- 
cluding AIDS,  hepatitis  B,  herpes  simplex, 
tuberculosis,  meningococcal  disease  and  even 
scabies.  This  book  is  in  the  essential  category 
for  personnel  dealing  with  infection  control. 

Recognition  and  Management  of  Pesticide 
Poisonings,  3rd  Ed.  by  Donald  P.  Morgan, 
M.D.,  Ph.D.  Preventive  Medicine  and  En- 
vironmental Health,  Univ.  of  Iowa  — Oakdale 
Campus,  124AMRF,  Iowa  City,  Iowa  52242. 
Single  copies  available  on  request  without 
charge.  This  book  offers  a description  of  com- 
mon pesticides,  toxicology,  signs  and  symp- 
toms, diagnosis,  and  treatment  in  a concise 
informative  manner.  While  it  may  not  be  used 
frequently,  it  would  be  extremely  helpful  in 
managing  patients  with  exposures. 

Health  Information  for  International  Travel, 
1983.  Stock  #017-023-00147-7.  Supt.  of  Docu- 
ments, U.S.  Gov't  Printing  Office,  Washing- 
ton, D.C.  20402.  Price,  $4.25  per  copy.  (Tel. 
#202-783-3238).  This  reference  lists  vaccina- 
tions required  for  movement  between  coun- 
tries, malaria  risk  information,  and  general  in- 
formation about  disease  problems  associated 
with  international  travel.  Although  vaccina- 
tion tables  become  outdated,  this  publication  is 
worthwhile,  especially  the  general  sections 
discussing  individual  protective  measures  dur- 


*  Special  Supplement  of  Infection  Control,  Vol.  4,  No,  4,  July/August, 
1983. 


ing  travel.  Very  helpful  reference  for  travel 
agencies  and  physicians  assisting  patients  be- 
fore travel. 

Diseases  Transmitted  by  Foods  — A Classifica- 
tion and  Summanj.  Frank  Bryan,  Ph.D.,  Center 
for  Professional  Development  and  Training, 
CDC,  Atlanta,  Georgia  30333.  Available  on  re- 
quest wihout  charge.  This  booklet  provides  a 
matrix  layout  of  foodborne  diseases  and  intox- 
ications. It  is  very  helpful  in  comparing  dis- 
eases according  to  their  characteristics  when 
outlining  a differential  diagnosis,  approaches 
to  laboratory  testing,  and  high-risk  foods.  Con- 
trol measures  are  briefly  discussed  but  indi- 
vidual patient  treatment  is  not  discussed.  This 
reference  is  not  essential  but  is  extremely  use- 
ful in  understanding  a foodborne  disease 
when  compared  to  others. 

Sexually  Transmitted  Diseases  Treatjnent  Guide- 
lines — i982.  (MMWR  Supplement  Reprint). 
Disease  Prevention  (VD),  Iowa  State  Dept,  of 
Health,  Lucas  State  Office  Building,  Des 
Moines,  Iowa  50319.  Available  on  request 
without  charge.  Monograph  describing  cur- 
rent specific  treatment  of  STD's. 
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Jan. 

1984 

1983 

AAosf  Jan.  Cases 

1984 

to 

to 

Reported  From 

Disease 

Total 

Dale 

Date 

These  Counties 

Amebiasis 

4 

4 

1 

Des  Moines,  Plymouth 
Polk 

Brucellosis 

0 

0 

0 

Chickenpox 

515 

515 

754 

Scattered 

Campylobacter 

19 

19 

22 

Scattered 

Cytomegalovirus 
Eaton's  Agent 

3 

3 

2 

Des  Moines,  Sioux 

infection 

3 

3 

36 

Clinton,  Marshall 

Encephalitis,  viral 
Erythema 

1 

1 

3 

Polk 

infectiosum 

Gastroenteritis 

0 

0 

3 

(GIV) 

1183 

1183 

1559 

Scattered 

Giardiasis 

16 

16 

19 

Scattered 

Hepatitis,  A 

3 

3 

2 

Dubuque,  Muscatine, 
Polk 

Hepatitis,  B 

10 

10 

4 

Scattered 

Hepatitis,  Non  A-B 
Hepatitis 

4 

4 

1 

Scattered 

type  unspecified 

1 

1 

2 

Jefferson 

Herpes  Simplex 

47 

47 

58 

Scattered 

Herpes  Zoster 

0 

0 

3 

Histoplasmosis 

Infectious 

0 

0 

0 

mononucleosis 

Influenza, 

14 

14 

17 

Scattered 

lob  confirmed 
Influenza-like 

1 

1 

1 

Scott 

illness  (URI) 

3170 

3170 

3242 

Scattered 

Legionellosis 

0 

0 

0 

Malaria 

Meningitis 

0 

0 

0 

aseptic 

2 

2 

10 

Clinton,  Scott 

bacterial 

17 

17 

15 

Scattered 

meningococcal 

8 

8 

3 

Scattered 

Mumps 

1 

1 

17 

Palo  Alto 

Pertussis 

3 

3 

1 

Palo  Alto,  Polk 

Rabies  in  animals 

8 

8 

13 

Scattered 

Reye  Syndrome 

0 

0 

0 

Rheumatic  Fever 
Rubella 

0 

0 

0 

(German  measles) 

0 

0 

0 

Measles 

0 

0 

0 

Salmonellosis 

25 

25 

15 

Scattered 

Shigellosis 

7 

7 

1 

Scattered 

Tetanus 
Toxic  Shock 

0 

0 

0 

Syndrome 

Tuberculosis 

1 

1 

1 

Story 

total  ill 

4 

4 

8 

Scattered 

bact.  pos. 

4 

4 

7 

Scattered 

Typhoid  Fever 
Venereal  diseases: 

0 

0 

0 

Gonorrhea 

342 

342 

363 

Scattered 

Syphilis 

3 

3 

2 

Dallas,  Harrison, 
Scott 

Ofher  Non-Reporiable  Diseases: 

: Chlai 

Tiydia  — 

1 , Hamilton;  Ureaplasma 

Urosolylicum  — 3,  Polk;  Respiratory  Syncytial  — 1 , Morion;  Parainfluenza 
virus — 1,  Dickinson. 
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BRIEF  SUMMARY 

PROCARDIA  • (nitedipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I Vasospastic  Angina:  PROCARDIA  (niledipine)  is  indicated  lor  the 
management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 ) classical  pattern 
ol  angina  al  rest  accompanied  by  ST  segment  elevation  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography  the  presence  ol  signilicant  fixed  obstruclive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed  e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  lindings  are  compatible  with  intermittent  vaso- 
spasm, or  when  angina  is  refractory  to  nitrates  and  or  adeguate  doses  ol  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  tor 
the  management  ot  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  vasospasm 
in  patients  who  remain  symptomatic  despite  adeguate  dpses  pt  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
Inals  of  up  to  eight  weeks  duration  in  reducing  angina  Ireguency  and  increasing  exercise  tolerance 
but  confirmation  of  sustained  effectiveness  and  evaluation  ol  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation IS  not  sufficient  to  predict  with  confidence  the  effects  ot  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  ot  the  drugs  (See  Warnings ) 
CDNTRAINDICATIDNS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  IS  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poprly  tpl- 
erated  hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subseguent  upward  dosage  adjustment  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  reguirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  lentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  be 
due  to  the  combination  of  PRO(:aRDIA  and  a beta  blocker  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  ot  lentanyl,  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
lentanyl  anesthesia  is  contemplated , the  physician  should  be  aware  ol  these  potential  problems  and 
if  the  patient's  condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  for 
PROCARDIA  to  be  washed  out  ol  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  treguency,  du- 
ration or  severity  ot  angina  on  starting  PROCARDIA  or  at  the  time  of  dosage  increases  The  mech- 
ahism  of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  ol  PRDCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  ol 
increased  angina  in  a setting  ol  beta  blocker  withdrawal  and  PRDCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible  rather  than  stopping  them  abruptly  before  beginhing 
PROCARDIA 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stehosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  ot  blood  pressure  during  the  initial  administration  and  titration 
ot  PROCARDIA  IS  suggested  Close  observation  is  especially  recommended  lor  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  m the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  takeo 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
ot  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  ot  this  combination 

Digitalis  Administration  ot  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ot  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  ol  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  adjust- 
ing and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis  mutagenesis,  impairment  pf  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats  embryotoxicity  in  rats  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness, 
peripheral  edema  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  ot  pa- 
tients transient  hypotension  in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitaht  antian- 
ginal  medication  Additionally  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion  diarrhea  constipation,  inflammation,  joint  stiffness,  shaki- 
ness  sleep  disturbances  blurred  vision  difficulties  in  balance  dermatitis,  pruritus,  urticaria,  fe- 
ver. sweating,  chills  and  sexual  difficulties  Very  rarely  introduction  ol  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition  more  serious  adverse  events  were  observed  not  readily  distinguishable  from  the  nat- 
ural history  of  the  disease  in  these  patients  It  remains  possible  however,  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  ol  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  (ewer  than  0 5%  ot  patients 

Laboratory  Tests:  Rare,  mild  to  moderate  transient  elevations  ol  enzymes  such  as  alkaline  phos- 
phatase CPK  LDH  SGOT  and  SGPT  have  been  noted  and  a single  incident  of  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertaih  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis  possibly  due  to  PROCARDIA  therapy  has  been  reperted  twice  in  the  extehsive  world 
literature 

HOW  SUPPLIED:  Each  orange  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ol  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  ol  100  (NDC  0069-2600-66),  300  (NDC  0069- 
2600-72)  and  unit  dose  (10x10)  (NDC  0069-2600-41 ) The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77  F (15  to  25’C)  in  the  man- 
ufacturers original  container 

More  detailed prolessmal  information  available  on  request  i 1982,  Pfizerlnc 
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7 can  do  things  that  I 
couldntdofor3yrs  including 


joining  the  human  race  again" 


Quotes  from  an  unsolicited  l 
iettef’receivedbvPf^erfrom  an 
angina  patient. 

Wifile  this  patient's  experience 
is  refx^ntative  of  many 
unsolicited  comments  received, 
not  all  p^ients  will  respond  to 
Procardia  rK>r  will  they  all  ^ 
respond  to  the  same  d^ree 


® 1983.  Pfizer  Inc, 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 


"My  doctor  switched  me  to 
PROCARDIA^*]  as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 


"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work. .and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,'  taking 
fewer  nitroglycerin  tablets, ^ doing  more,  and  being  more 
productive  once  again 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  I0%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0,5%). 


for  the  varied  faces  of  angina 


* Procardia  is  indicated  for  the  management  of: 

1 ) Confirmed  vasospastic  angina. 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component. 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents.  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks’  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
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News  About  Colleagues 

m 

ABOUT 

IOWA  PHYSICIANS 

Dr.  Frank  D.  Edington,  Spencer,  recently  re- 
tired from  medical  practice.  Dr.  Edington  re- 
ceived the  M.D.  degree  at  the  U.  of  1.  College 
of  Medicine.  He  located  in  Spencer  in  1947 
after  WWII  military  service.  . . . Dr.  Jim  Myer- 
ly  has  become  associated  with  Drs.  E.  J.  Bir- 
kemeyer  and  M.  W.  Johnson  as  part  of  Di- 
agnostic Radiologic  Imaging,  P.A.,  to  provide 
services  at  the  Dickinson  County  Memorial 
Hospital  in  Spirit  Lake.  Dr.  Myerly  received 
the  M.D.  degree  at  the  University  of  California 
School  of  Medicine  in  San  Diego  and  com- 
pleted his  radiology  residency  at  the  U.  of  1. 
College  of  Medicine.  . . . Dr.  J.  G.  Lavender 
has  retired  from  his  medical  practice  in 
George.  Dr.  Lavender  received  the  M.D.  de- 


gree at  the  University  of  Nebraska  School  of 
Medicine.  He  has  practiced  in  George  since 
1947.  Dr.  and  Mrs.  Lavender  plan  to  continue 
living  in  George  . . . Dr.  Arthur  Wise,  long- 
time Iowa  City  ophthalmologist,  recently  re- 
tired from  private  practice.  Dr.  Wise  received 
the  M.D.  degree  at  the  Loyola  University  Col- 
lege of  Medicine  in  Chicago  and  served  his 
ophthalmology  residency  at  the  U.  of  1.  Col- 
lege of  Medicine.  He  located  in  Iowa  City  in 
1943.  . . . Dr.  James  McKlveen,  Ames,  served 
as  an  oral  examiner  for  the  American  Board  of 
Anesthesiologists  at  a recent  meeting  in  Albu- 
querque, New  Mexico.  Dr.  McKlveen  is  presi- 
dent of  the  Iowa  Society  of  Anesthesiologists. 

(Continued  on  page  124) 
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Cardiograph  ...  for 
convenient,  accurate 
EKG  diagnosis. 

There  is  r>ow  a radically  new  cardiograph 
for  your  Private  Practice  It  gives  you— 

□ uncompromising  quality  traces, 

D consistent,  organized  patient  data, 
n single-page  EKG  records; 

—an  improved  level  of  efficiency 
in  your  office 


One-button  operation 
simple  lo  operate, 
and  flexible  to  meet 
your  needs 


Complete  data  recorded 
on  a single  page 
no  EKG  record 
cutting,  pasting  or 
mounting 


Copies  from  memory, 
n original  quality 
duplicate  records 
at  the  touch  of  a 
button. 


crisp,  uniform 
traces  for  improved 
readability. 


You  get  all  this,  and  more, 
at  a low  cost  of  ownership. 


Automatic  lead 
switching,  markings 
and  annotations. 


Hawkeye  Medical  Supply,  Inc. 


HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  lA  52244  (319)  337-3121 
BRANCH  OFFICE:  5737  UNIVERSITY  AVE.,  DES  MOINES,  lA  50311  (515)  274-4015 
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Dr.  Gary  Fanning,  Ames,  was  a program  parti- 
cipant at  the  annual  meeting  of  the  American 
Society  of  Anesthesiologists.  . . . Dr.  Edwin 
D.  Kennedy,  Mason  City,  recently  was  elected 
president.  North  Central  Section,  American 
Urology  Association.  The  section  covers  11 
states  and  2 Canadian  provinces. 


Dr.  James  A.  Snyder  has  joined  Drs.  Robert  E. 
Hedican,  Jr.,  Stephen  L.  Bloom  and  Paul  D. 
Pettit  to  practice  obstetrics  and  gynecology  in 
Waterloo.  Dr.  Snyder  received  the  M.D.  de- 
gree at  Creighton  University  School  of  Medi- 
cine in  Omaha  and  served  his  residency  at  the 
Mayo  Clinic.  Dr.  Snyder  is  a fellow  of  the 
American  College  of  Obstetricians  and  Gyne- 
cologists and  a diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology.  . . . Dr. 
John  B.  Dixon  has  been  named  president  of 
the  medical  staff  at  the  North  Iowa  Medical 
Center  in  Mason  City.  Other  officers  are  — Dr. 
Darrell  E.  Fisher,  president-elect  and  Dr. 


Bohdan  K.  Wasiljew,  secretary-treasurer.  All 
are  Mason  City  physicians. 

Dr.  Fernando  Rivera  has  assumed  presidency 
of  the  Mercy  Hospital  medical  staff  in  Council 
Bluffs.  Other  elected  officers  are  Dr.  Max  E. 
Olsen,  Minden,  president-elect  and  Dr.  Gary 
T.  Leitch,  Council  Bluffs,  secretary-treasurer. 

. . . Dr.  William  Neil  will  join  Humboldt  Park 
Physicians  in  Humboldt  in  August.  Dr.  Neil 
received  the  M.D.  degree  at  the  U.  of  1.  College 
of  Medicine  and  is  completing  a family  pracfice 
residency  in  Uansing,  Michigan.  . . . Dr.  Paul 
Knouf,  Rockwell  City,  has  been  re-elected 
president  of  the  medical  staff  at  Stewart 
Memorial  Community  Hospital  in  Lake  City. 
Dr.  Linda  Her  was  re-elected  vice  president 
and  Dr.  Donald  L.  Skinner,  secretary.  Dr.  Her 
and  Dr.  Skinner  are  Lake  City  physicians.  . . . 
Dr.  Ted  A.  Harris  has  begun  medical  practice 
in  Cedar  Rapids.  Dr.  Harris  received  the  M.D. 
degree  at  the  U.  of  1.  College  of  Medicine  and 
serv^ed  an  internship  and  residency  in  obstet- 
rics and  gynecology  at  the  University  of  Vir- 
ginia Hospital  in  Charlottesville,  Va.  Dr.  Harris 
has  been  in  private  practice  in  Woodstock,  Vir- 


• A business/Computer  that  will  sit  on  your  desk  and  provide  instant 
access  to  patient  information 

• Systems  with  single  or  multiple  CRT  displays  available 

• Seiko  computers  are  designed  for  solo  practice  or  multispecialty  group 

• Call  XL-DP,  Inc. 

705  E.  Second  Street,  Des  Moines 
515/284-1428  l-800/233-"XLDP"  (1-800/233-9537) 

Authorized  Seiko  Business  Computer  Dealer 

SEIKO  IS  a registeied  trademark  ol  K Hatton  & Co  Ltd 
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ginia.  . . . Dr.  Krishna  A.  Birusingh  recently 
assumed  the  presidency  of  the  Pottawattamie- 
Mills  County  Medical  Society.  Other  new  offic- 
ers include  Dr.  Ted  Hoff,  president-elect;  Dr. 
Barry  Kricsfeld,  vice  president;  and  Dr.  Philip 
Meyer,  secretary-treasurer.  All  are  Council 
Bluffs  physicians.  . . . Dr.  Leland  G.  Hawkins 
recently  became  president  of  the  Mercy  Hos- 
pital medical  staff  in  Cedar  Rapids.  Other 
elected  officers  are  — Dr.  William  B.  Gal- 
braith, vice  president  and  president-elect  and 
Dr.  Whealen  Koontz,  secretary-treasurer.  All 
are  Cedar  Rapids  physicians. 


Dr.  Thomas  W.  Miller  recently  was  named 
assistant  director  of  the  family  practice  residen- 
cy program  at  St.  Joseph's  Mercy  Hospital  in 
Mason  City.  Dr.  Miller  received  the  M.D.  de- 
gree at  the  U.  of  I.  College  of  Medicine.  He  had 
a family  practice  residency  at  County  General 
Hospital  in  Ventura,  California.  He  has  been  in 
private  practice  at  St.  Croix  Falls  Clinic  in  St. 


Croix  Falls,  Wisconsin.  . . . Dr.  Roger  W. 
Boulden  retired  from  medical  practice  in  Lenox 
in  January.  Dr.  Boulden  received  the  M.D.  de- 
gree and  served  an  internal  medicine  residency 
at  the  University  of  Nebraska.  He  began 
medical  practice  in  Lenox  in  1950.  . . . Dr. 
Douglas  B.  Dorner  recently  was  installed  as 
president  of  the  Polk  County  Medical  Societv. 
Other  officers  elected  are  Dr.  Harold  E. 
Eklund,  president-elect  and  Dr.  Jon  D.  Gib- 
son, secretary-treasurer.  . . . Dr.  A.  C.  Wub- 
bena.  Rock  Rapids,  retires  from  medical  prac- 
tice this  month.  Dr.  Wubbena  received  the 
M.D.  degree  at  Rush  College  of  Medicine  in 
Chicago;  interned  at  Cook  County  Hospital, 
and  serv'ed  his  surgery  residency  at  Illinois 
Central  Hospital.  He  began  medical  practice  in 
Rock  Rapids  in  1938.  . . . Dr.  Willis  K.  Dank- 
le.  Clear  Lake,  recently  was  elected  president 
of  the  medical  staff  at  St.  Joseph's  Mercy  Hos- 
pital in  Mason  City.  Other  medical  staff  offic- 
ers are  Dr.  Amado  G.  Chanco,  vice  president, 
and  Dr.  David  L.  Little,  secretarv-treasurer. 
Dr.  Chanco  and  Dr.  Little  are  Mason  City 
physicians. 


Specialists  in  . . . 

Flight  Training 
Aircraft  Sales 
Service  & Maintenance 
Charter 


^eechcraft 


Aviation  Center 


“Serving  General  Aviation  Since  1936“ 


Des  Moines 
515/285-6551 


Moline 

309/799-3183 


Minneapolis 

612/944-1200 


Omaha 

402/422-6789 
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Dr.  Thomas  Duncan  will  join  Medical  Associ- 
ates in  Mason  City  in  July.  Dr.  Duncan  re- 
ceived the  M.D.  degree  at  Creighton  Universi- 
ty School  of  Medicine  and  is  completing  his 
family  practice  residency  at  St.  Joseph's  Mercy 
Hospital  in  Mason  City. 


DEATHS 


Dr.  Dwight  C.  Wirtz,  81,  Des  Moines,  died 
January  12  at  Mercy  Hospital  Medical  Center  in 
Des  Moines.  Dr.  Wirtz  received  the  M.D.  de- 
gree and  served  his  orthopedic  residency  at  the 
U.  of  I.  College  of  Medicine.  In  1942  he  helped 
organize  the  first  midwest  polio  treatment  cen- 
ter using  the  Sister  Kenny  method.  Dr.  Wirtz 
was  a World  War  II  veteran,  past  president  of 
the  Polk  County  Medical  Society  and  life  mem- 
ber of  the  Iowa  Medical  Society. 


Dr.  Floyd  M.  Burgeson,  75,  West  Des  Moines, 
died  January  14  at  Mercy  Hospital  Medical 
Center.  Dr.  Burgeson  received  the  M.D.  de- 
gree at  the  U.  of  I.  College  of  Medicine.  During 
World  War  II,  he  was  a prisoner  of  war  from 
1943  to  1945.  After  the  war,  he  remained  in  the 
National  Guard  and  retired  in  1969  as  a briga- 
dier general.  Dr.  Burgeson  was  a past  presi- 
dent of  the  Polk  County  Medical  Society;  chief 
of  staff  at  Iowa  Lutheran  Hospital  in  1948  and 
chief  of  staff  at  Broadlawns  Medical  Center 
from  1954  to  1956.  He  served  as  president  of 
the  Des  Moines  School  Board  and  was  a Re- 
publican candidate  for  the  Fifth  Congressional 
District  in  1960. 

Dr.  Edward  R.  Gann,  66,  Sigourney,  died 
November  10  at  University  Hospitals  in  Iowa 
City.  Dr.  Gann  received  the  M.D.  degree  at  the 
U.  of  I.  College  of  Medicine.  Prior  to  locating  in 
Sigourney,  he  was  on  the  staff  of  Veterans 
Hospital  in  Des  Moines  and  the  Oakdale 
Tuberculosis  Sanitarium  near  Iowa  City. 


AIR  FORCE  MEDICINE  — AN  ATTRACTIVE  ALTERNATIVE  TO  PRIVATE  PRACTICE 


A qreot  woy 


Are  you  sick  of  the  paperwork  battle?  Are  you  more  familiar  with 
the  latest  computer  technologies  instead  of  those  of  your  special- 
ty? Are  supply  and  equipment  problems  getting  you  down? 

Join  our  Aerospace  Medical  team,  concentrate  on  your  medical 
practice,  and  leave  the  paperwork  hassle  to  others.  We  use  the 
group  practice  system  of  health  care;  it  allows  maximum  pa- 
tient/physician contact  with  a minimum  of  administrative  respon- 
sibilities. 

You'll  get  to  use  those  skills  you’ve  gained  through  the  years  of 
education;  to  stay  up  with  new  methods  and  techniques;  and,  if 
qualified,  to  specialize. 

These  benefits  and  our  superior  employment  package  make  Air 
Force  medicine  an  attractive  alternative  to  private  practice.  To  find 
out  more  about  how  you  can  be  a part  of  the  Air  Force  health  care 
team,  contact  us  and  we  ll  answer  all  of  your  questions  without 
obligation. 

Contact 

MSgt.  Ron  LeBlanc 
319/351-6494  Call  Collect 

-J 
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ADVERTISING 


FOR  SALE  — Complete  office  furniture  and  equipment.  Northeast 
Iowa.  In  excellent  condition  and  priced  right.  Write  No.  1555,  IOWA 
MEDICINE,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265. 


GROUP  HEALTH,  INC.  — the  midwest's  largest  and  oldest  prepaid 
multi-specialty  group,  seeks  associates  in  ALLERGY,  CARDIOLOGY, 
FAMILY  PRACTICE  (NO  OB/GYN),  GERIATRICS,  OBSTETRICS/ 
GYNECOLOGY.  Must  be  board  certified  or  eligible.  Excellent  facilities, 
comprehensive  benefits,  highly  competitive  earnings.  Send  curriculum 
vitae  to;  Paul  J.  Brat,  M.D.,  Medical  Director,  GROUP  HEALTH,  INC., 
2829  University  Avenue  Southeast,  Minneapolis,  Minnesota  55414. 


FAMILY  PRACTICE  POSITION  — Join  group  of  7 M.D.'s  in  North  Iowa 
town  of  3,500.  Clinic  located  across  the  street  from  50-bed  hospital. Prac- 
tice in  town  of  1,000  11  miles  away.  All  the  independence  of  solo  practice 
combined  with  the  back-up,  call  sharing  and  financial  security  of  group 
practice.  Excellent  salary,  fringe  benefit,  buy-in  package.  Call  collect 
515/732-3753  or  write  Administrator,  915  Pine,  Osage,  Iowa  50461. 


PHYSICIAN/ADMINISTRATOR  — Direct  and  market  a geriatrics  clinic 
in  northeast  Iowa.  Imaginative,  dynamic,  some  patient  care.  Excellent 
salary.  Call  Mark  Heitner,  M.D.,  303/861-1603,  or  send  resume  to  625 
Pennsylvania  Street,  Suite  401,  Denver,  Colorado  80203. 


FAMILY  PRACTICE  — CEDAR  RAPIDS  — Excellent  working  hours 
with  limited  call  schedule.  Join  established  Primary  Care  Center.  Con- 
tact Jill  at  319/396-2000  or  write  Medicenter  West,  2215  Westdale  Drive, 
S.W.,  Cedar  Rapids,  Iowa  52404. 


FOR  SALE  — MEDICAL  EQUIPMENT  — complete  set  for  a solo  family 
practice  office.  Used  3 years.  Complete  list  and  prices  available  upon 
request.  Contact  Paul  Williamson,  M.D.,  2245  MacBride,  Iowa  City, 
Iowa  52240.  Call  office  319/356-2975  or  home  319/354-2020. 


MEDICAL  DIRECTOR  NEEDED  — for  hospital  emergency  room.  Full 
time  position.  Competitive  salary.  Sartori  Hospital  is  located  in  a uni- 
versity town  of  35,000  and  a metro  area  of  100,000;  a unique  blend  of 
university  life,  culture,  industry  and  small  town  friendliness.  Contact 
Administrator,  Sartori  Memorial  Hospital,  6th  and  College,  Cedar  Falls, 
Iowa  50613.  319/266-3584. 


GENERAL  INTERNISTS  AND  FAMILY  PRACTITIONERS  IN- 
TERESTED IN  GERIATRIC  MEDICINE  — will  find  an  optimal  practice 
setting  in  our  Sun  City,  Arizona  healthcare  centers.  CIGNA  Healthplan, 
Inc.,  one  of  the  nation's  largest  prepaid  health  plans,  offers  an  opportu- 
nity to  practice  medicine  free  of  the  business  aspects.  Night  and 
weekend  call  is  very  light.  Competitive  salaries.  Excellent  benefits. 
Please  respond  to  Director,  Professional  Recruitment,  P.O.  Box  29030, 
Phoenix,  Arizona  85038.  602/954-3506. 


WANTED  — FAMILY  PRACTITIONER/GENERALIST  — Full  time 
physician  to  replace  recently  retired  partner  in  a two-man  practice.  You 
will  be  associated  with  a board  certified  Family  Physician.  College  town, 
pop.  9,000.  For  further  information,  contact  John  B.  Brunkhorst,  M.D., 
203  First  Avenue,  N.E.,  Waverly,  Iowa  50677.  Office  phone  — 319/ 
352-3180.  Residence  phone  — 319/352-3486. 


FOR  SALE  — Computer  Program,  "Drug  Interactions."  Designed  for 
TRS  80  (cassette  tape).  Send  for  brochure.  Write  C.  W.  Maplethorpe,  Jr., 
M.D.,  115  E.  High,  Toledo,  Iowa  52342. 


1984  CME  CRUISE/CONFERENCES  ON  LEGAL-MEDICAL  ISSUES  — 
Caribbean,  Mexican,  Hawaiian,  Alaskan,  Mediterranean.  7-14  days  in 
Winter,  Spring,  Summer.  Approved  for  18-24  CME  Cat.  1 credits  (AMA/ 


PRA).  Distinguished  professors.  FLY  ROUNDTRIP  FREE  ON  CARIB- 
BEAN, MEXICAN,  & ALASKAN  CRUISES.  Excellent  group  fares  on 
finest  ships.  Registration  limited.  Pre-scheduled  in  compliance  with 
present  IRS  requirements.  Information:  International  Conferences,  189 
Lodge  Ave.,  Huntington  Station,  N.Y.  11746.  (516)  549-0869. 


FOR  SALE  — Medical  exam  room  furnishings  — office  equipment, 
instruments,  sterilizer,  etc.  Contact  W.  H.  Verduyn,  M.D.,  Schoitz 
Medical  Center,  Waterloo,  Iowa  50702.  Phone:  319  234-0109. 


WANTED  — Medical  equipment  or  paraphernalia  (notes,  books,  etc. ) of 
historical  value  pre-1920.  Write  or  call  D.  Doorenbos,  M.D.,  194  6th 
Avenue  N.E.,  LeMars,  Iowa  51031.  Phone  712  546-7100. 


WANTED  — PHYSICIAN  TO  SHARE  OFFICE  SPACE  — in  large  ortho- 
paedic practice.  Close  to  hospitals,  ample  parking,  modern  X-ray  equip- 
ment and  registered  technician.  All  medical  services  and  equipment 
available  for  sharing.  Contact  Jerome  G.  Bashara,  M.D.  515/274-4949. 


FAMILY  PRACTICE  NEEDS  LOCUM  TENENS  IMMEDIATELY  — 
three  or  more  days  a week,  Thursday,  Friday  and  Saturday.  Excellent 
remuneration  with  living  and  travel  expenses.  Call  712'337-3156. 


FAMILY  PRACTITIONER  POSITION  — available  in  rural  setting.  20 
minutes  from  Des  Moines.  Busy  clinic  with  young  Board  Certified 
Family  Practitioners.  Write  Box  238,  Indianola,  Iowa  50125. 
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Referral  Guide 

PHYSICIANS' 

DIRECTORY 


ALLERGY 


GASTROENTEROLOGY  NEONATOLOGY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY 
515  421-5677 


CARDIOLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  0.0. 

JEFFREY  STAHL,  M.D. 

943  19TH 
DES  MOINES  50311 
515  288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.O. 

NEV^OORN  SPECIALIST,  P.C. 
421  LAUREL 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515  244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


GYNECOLOGY 


LANE  A.  REEVES,  M.D.,  P.C. 

MEDICAL  ARTS  CENTER,  SUITE  355 
2055  KIMBALL  AVENUE 
WATERLOO  50702 
319/235-6785 

PRACTICE  LIMITED  TO  GYNECOLOGY 
REPRODUCTIVE  ENDOCRINOLOGY 
AND  INFERTILITY 


ALFREDO  0.  SOCARRAS,  M.O. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  0.0. 

DAVID  L.  FRIEDGOOD,  0.0. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


HEMATOLOGY-ONCOLOGY 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319  366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I,  CEILLEY,  M,D, 

J,  WILLIAM  HOLTZE,  M,D, 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515  244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS’ 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R,  MAHARRY,  M,D, 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515  243-86766 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 

319,754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


JASJEET  SANGHA,  M,D, 

3118  BROCKWAY  ROAD 
WATERLOO  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


INTERNAL  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P,C. 
DANIEL  H,  GERVICH,  M,D. 

INFECTIOUS  DISEASES 
1000  SEVENTY -THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


PULMONARY  MEDICINE,  P,C, 

STEVEN  K,  ZORN,  M,D. 

GREGORY  HICKLIN,  M,D, 

4060  WESTOWN  PKWY, 

WEST  DES  MOINES  50265 
515  225-8452 

CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P,C. 
ROGER  T.  LUI,  M,D, 

STEVEN  G.  BERRY,  M.D, 

PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEUROSURGERY 


NEURO-ASSOCIATES,  P,C, 

JOHN  T,  BAKODY,  M,D„  ROBERT  C,  JONES,  M,D„ 
STUART  R,  WINSTON,  M,D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R,  LAMORGESE,  M.D, 

1519  CENTER  POINT  RD„  N,E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG,  M,D, 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M,D, 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 

ROBERT  A,  HAYNE,  M,D, 

THOMAS  A,  CARLSTROM,  M.D, 

METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 

MICHEL  ANDRE,  M,D. 

1420  WOODLAND 
DES  MOINES  50309 
515/243-5014 

PRACTICE  LIMITED  TO  NEUROSURGERY 
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OPHTHALMOLOGY 


PATHOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  0.  WOLFE,  M.O.,  RUSSELL  H.  WAH,  M.D., 
JOHN  M.  GRAETHER,  M.O.,  RUSSELL  R.  WIONER,  M.O., 
GILBERT  W.  HARRIS,  M.O.,  JAMES  A.  OAVISON,  M.D. 
309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 

OPHTHALMIC  ASSOCIATES,  P.C. 

ARTHUR  C.  WISE,  M.O.,  ROBERT  0.  WHINERY, 

M.O.,  STEPHEN  H.  WOLKEN,  M.O. 

ROBERT  B.  GOFFSTEIN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 

NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D., 

MICHAEL  L.  LONG,  M.D. 

U.  JOHN  BERZINS,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1481 
MASON  CITY  50401 
515/423-8861 


OTOLARYNGOLOGY 


DU8UQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA.  M.D.,  JAMES  W.  WHITE.  M.D., 
GERALD  J.  COLLINS.  M.D.,  JAMES  E.  SPODEN,  M.D. 
310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/58B-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 

ROBERT  T.  BROWN,  M.D., 

ROBERT  G.  SMITS,  M.D., 

EUGENE  PETERSON,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 

OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

939  OFFICE  PARK  RD.,  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL.  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

EAR,  NOSE  AND  THROAT  SURGERY, 

HEAD  AND  NECK  SURGERY,  FACIAL 
PLASTIC  SURGERY 

PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D., 
GERALD  W.  HOWE.  M.D., 

JAMES  J.  PUHL,  M.D., 

EDWARD  A.  DYKSTRA,  M.D., 
MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


CLINICAL  PATHOLOGY  LA80RAT0RY 

C.  H.  DENSER,  JR..  M.D.,  M.  A.  MESERVEY,  M.D., 

A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-2590 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D., 

HARRY  J.  KASSIS,  M.D., 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 

MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

O.  W.  POWERS.  M.D.,  L.  C.  PANG,  M.D., 
C.  P.  GRYTE,  M.D. 

P. O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PEDIATRICS 


PEDIATRIC  ALLERGISTS.  P.C. 

GEORGE  G.  CAUDILL.  M.D. 

VEUKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


PHYSICAL  MEDICINE  & 
REHABILITATIDN 


PHYSIATRY  ASSOCIATES 
WILLIAM  0.  DEGRAVELLES,  JR.,  M.D. 

CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD.  M.D. 

WILLIAM  C.  KOENIG.  JR..  M.D. 

A.  SUZANNE  MORSTAD,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION  CENTER 
IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


J.  C.  N.  BROWN.  M.D. 

2416  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-7941 

CAVALLIN  AND  ASSOCIATES.  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1402  WOODLAND 
DES  MOINES  50309 
515/284-5555 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SER- 
VICES FOR  INDIVIDUAL  ADULTS,  ADOLES- 
CENTS, CHILDREN  AND  INFANTS 


SAHERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 
2928  HAMILTON  BLVD. 

SIOUX  CITY  51104 
712/277-2379 

PSYCHIATRIC  THERAPY  — ALL  AGES 


JEAN  ARNOLD.  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY  — ALL  AGES 
COUPLE  COUNSELING 


ASSOCIATES  FOR  PSYCHIATRY  P.C. 

WM.  J.  MOERSHEL,  M.D.; 

CHAS.  G.  WELLSO,  M.D.; 

EDICK  HARTUNIAN,  M.D.; 

S.  ORTEGA,  M.D.; 

FRANCIS  A.  VASQUEZ,  M.D. 

717  A AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/364-0116 

Telephone  answered  day  or  night 

ADULT  AND  CHILD  PSYCHIATRY 
MARRIAGE  AND  FAMILY  COUNSELING 
PSYCHOLOGICAL  TESTING 


SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


N.  K.  PANDEYA,  0.0. , P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 


RUSTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS.  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


UROLOGY 


A.  W.  WOODWARD,  M.D. 

3116  BROCKWAY  RD. 

WATERLOO  50702 
319/236-3435 

PRACTICE  LIMITED  TO  UROLOGY 
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A Monthly  Commentary 

IN  THE 

PUBLIC  INTEREST 

Emphasis  on  Education 

Activities  of  the  Iowa  Medical  Society  go  in 
many  directions.  Naturally,  these  activi- 
ties are  directed  at  producing  or  supplying  use- 
ful information.  The  ultimate  goal,  quite 
obviously,  is  to  furnish  facts  and  figures  that 
will  help  Iowa  physicians  (and  others)  know 
more  and  serve  better. 

Here  is  what's  on  the  IMS  calendar  in  the 
time  just  ahead: 

• Conference  on  the  Prevention  and  Care  of 
Sports  Injuries  — Thursday,  March  29,  at  the 
Olmsted  Center,  Drake  University,  Des 
Moines. 

• 1984  Iowa  Medical  Society  Scientific  Ses- 
sion — Monday/Tuesday/Wednesday,  April 
2,  3 and  4,  The  Highlander  Inn/University 
Hospitals,  Iowa  City. 

• Practice  Management  Workshops  — 
Wednesday/Thursday,  April  11  and  12,  IMS 
Headquarters,  West  Des  Moines. 

First  up  is  the  Conference  on  the  Prevention  and 
Care  of  Sports  Injuries.  This  is  a popular  educa- 
tional event  for  Iowa  coaches,  trainers  and 
team  physicians.  It  is  a joint  project  of  the  IMS, 
the  Iowa  High  School  Athletic  Association,  the 
Drake  University  Athletic  Department  and  the 
Iowa  Methodist  Medical  Center.  The  1984 
program  has  a lineup  of  excellent  speakers  that 
includes  the  Minnesota  Viking  team  physician 
and  a Texas  physician  who  helped  author  a 
new  book  called:  Sports  Medicine:  Health  Care  for 
Young  Athletes. 

The  Society's  major  continuing  medical 
education  event  in  1984  is  April  2,  3 and  4 in 
Iowa  City.  The  IMS  Scientific  Session  is  a fast- 
paced  and  diversified  informational  update  on 
topics  of  current  and  broad  interest.  What  sub- 
jects are  on  the  program?  Here  are  examples: 
Anorexia  and  Bulimia  . . . these  vexing  eating 
disorders  hit  predominantly  young  women. 
The  physiological  and  endocrinological  abnor- 
malities are  usually  reversible  if  diagnosed  and 


treated  early  enough.  Covering  the  topic  will 
be  Katherine  Halmi,  M.D.,  Director  of  the  Eat- 
ing Disorder  Program,  The  New  York  Hospi- 
tal-Cornell  Medical  Center. 

AIDS  . . . the  epidemiology  and  clinical  fea- 
tures of  Acquired  Immune  Deficiency  Syn- 
drome will  be  reviewed  by  John  Phair,  M.D., 
Chief,  Infection  Disease  Section/Department 
of  Medicine,  Northwestern  University,  and 
Laverne  Wintermeyer,  M.D.,  Director  of  Infec- 
tious Disease  Control,  Iowa  State  Department 
of  Health. 

Informed  Consent  . . . the  legal  and  ethical 
responsibilities  here  are  complex  and  deserve 
ongoing  evaluation;  they  need  to  be  under- 
stood by  Iowa  physicians.  An  updating  will  be 
furnished  by  Iowa  City  Attorney  William  Tuck- 
er. 

Chronic  Pelvic  Pain  . . . the  management  of 
this  diagnosis  in  reproductive  age  women  will 
be  covered  by  Susan  Johnson,  M.D.,  Assistant 
Professor  of  Obstetrics  and  Gynecology,  Uni- 
versity of  Iowa. 

These  are  but  several  highlights  from  the 
upcoming  IMS  Scientific  Session.  It  is  a con- 
tinuing medical  education  event  worthy  of  par- 
ticipation by  many  Iowa  physicians. 

Last  of  the  three  events  mentioned  is  actual- 
ly a doubleheader.  This  event  concerns  prac- 
tice management  — how  to  do  a better  job.  The 
first-day  workshop  (April  11)  will  cover  basic 
computer  operation.  The  second-day  work- 
shop (April  12)  is  titled.  Managing  the  Busi- 
ness Side  of  Medicine.  Both  are  for  physicians 
and  their  key  supervisory  personnel.  They  are 
presented  in  cooperation  with  the  American 
Medical  Association. 

The  times,  they  are  busy!  The  purpose,  it  is 
laudable! 
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The  weigjht  of 
effective  evidence 
supports  the  clinical 
efficacy  of 

Dalmanc*® 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


References:  1.  Kales  A et  al:  J Clin  Pharmacol  17:207- 


Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy. ' 

Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients. 

During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 
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sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  al 
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physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
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(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flurcize- 
pam  HCl;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue dmg  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazeudous  occupations  requiring  complete  men- 
tal alertness  {e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  lor 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  lor  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase:  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCl. 
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Contemporary  HypnoticTherapy 
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•Rapid  onset  of  sleep.^ 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.^ 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.' 

•Continued  efficacy  for  at  least  28  nights: 
•Seldom  produces  morning  hangover.^ 


•Avoids  rebound  insomnia  when 
therapy  is  discontinued.'’^^ 


15-mg/30-mg  capsules 
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SERVING 

IOWA  PHYSICIANS 
SINCE  1955 


WE  ARE  PROUD  to  have  been  insurance  administrators  and  counselors  for 
the  Iowa  Medical  Society  since  1955.  We  count  it  a privilege  to  furnish 
assistance  to  Iowa  physicians  on  insurance  and  other  financial  matters. 


PROTECTION,  SECURITY  AND  INCOME  GROWTH  are  mutual  goals  we 
desire  for  you  and  your  family.  Among  the  coverages  we  have  available  ex- 
clusively for  IMS  member  physicians  are  these: 

• ACCIDENT/SICKNESS  DISABILITY  (2  OPTIONS) 

• OFFICE  OVERHEAD  DISABILITY 

• LIFE  INSURANCE  (SEVERAL  OPTIONS) 

• MEDICAL  INSURANCE  PLAN 

• EXCESS  MAJOR  MEDICAL 

• ACCIDENTAL  DEATH/DISMEMBERMENT 

• SPECIAL  MODIFIED  PERMANENT  LIFE  PLAN 

• FULL  INSURANCE  AND  FINANCIAL  SERVICES 


WE  WELCOME  THE  OPPORTUNITY  to  serve  you  as  a member  of  the  Iowa 
Medical  Society.  Requests  for  information  by  telephone  or  mail  will  receive 
prompt  attention. 


JOHN  A.  RENO  • BERNIE  LOWE,  JR.,  C.L.U.,  R.H.U. 
RICHARD  J.  KAUTH  • HOWARD  HOGAN,  C.L.U. 
KENNETH  C.  KAUTH,  CONSULTANT 


INSURANCE  ADMINISTRATORS  AND  COUNSELORS 
2600  72nd  Street,  Suite  0 — Des  Moines,  Iowa  50322 
Telephone  515/278-5580  or  Toll  Free  1/800-532-1105 
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This  month's  cover  illustration  underscores  the 
significance  of  coronary  heart  disease  in  our 
population  and  calls  attention  to  the  Iowa  role 
in  an  international  Coronary  Primary  Preven- 
tion Trial.  The  participation  of  400  Iowa  men 
over  a 1 0-year  period  is  described  in  a paper  by 
Helmut  G.  Schroft,  M.D.,  beginning  at  Page 
143.  The  discussion  by  Dr.  Schrott  is  one  of 
several  editorial  highlights  in  our  April  Uni- 
versity Issue. 
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WITH  A GOOD  MATCHUP, 


WKVfim  19 

THE  NET  RESULT.  / 

Selecting  the  right  team  to  manage  your  jfN 
employee  benefit  fund  is  the  key  to  growth.  S 

You  want  to  be  certain  your  goals  are  clearly 
understood  and  the  methods  of  reaching 
those  goals  are  compatible  with  your  invest-  \ 
ment  philosophy. 

At  Bankers  Trust,  our  seasoned  profes- 
sionals have  a \winning  record  of  successful 
portfolio  management.  And  we  provide  a 
complete  turnkey  service  package.  We 
handle  all  of  the  custodial  and  reporting 
details  of  fund  administration. 

You  enjoy  a home  court  advantage  when 
you  work  with  us.  Our  service  is  personal- 
ized and  face-to-face,  and  our  fees  are  very 
competitive. 

We  invite  you  to  discuss  your  investment 
goals  with  our  team  of  senior  trust  officers. 
For  an  appointment,  call  245-2800.  Or 
phone  toll-free  from  anywhere  in  Iowa: 
800-362-1688.  Member  FDIC. 
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Ymviirrnri 


PRESIDENT'S 

PRIVILEGE 


About  half  of  us  who  practice  medicine  in 
Iowa  are  products  of  the  University  of 
Iowa.  And  we  whose  careers  are  approaching 
senior  status  have  an  association  with  the  Uni- 
versity that  spans  several  decades.  My  person- 
al ties  cover  30-plus  years  — and  include  a 
recent  and  rewarding  10-year  leadership  in- 
volvement with  the  University  of  Iowa  Foun- 
dation. 

I comment  here  about  our  typically  strong 
allegiance  to  the  University  for  an  obvious 
reason.  We  traditionally  allocate  the  April 
issue  of  IOWA  MEDICINE  to  showcasing  our 
nationally  prominent  base  for  medical  educa- 
tion. We  invite  you  to  read  the  comments  of 
Dr.  Eckstein,  Dr.  Seebohm,  Dr.  Aschenbrener 
and  others.  They  testify  to  our  mutual  desire 
(of  IMS  and  College  of  Medicine  leaders)  to 
sustain  a long  and  positive  relationship. 

Last  month  it  was  my  privilege  to  speak  to 
100  or  more  University  of  Iowa  medical  stu- 
dents. It  was  a rewarding  time  for  me;  I hope  it 
was  for  them.  The  topic,  appropriately,  was 
Competition  in  Medicine:  A Challenge  in  Your  Fu- 
ture. 


In  summary,  this  was  the  thrust  of  my  re- 
marks; Positive  competition  is  worthwhile.  Maybe 
the  Iowa  public  will  benefit  from  more  of  it.  But  to  see 
it  become  excessive  — overly  embroiled  in  economics 
— is  distressing.  We  — myself  right  now,  and  you 
in  the  future  — must  retain  our  professional  mantle. 
We  need  to  be  sure  that,  as  a profession,  whether 
we're  dealing  with  government  regulations,  hospital 
pressures,  or  anything  else,  we  work  together 
for  total  patient  welfare.  If  we  compete  with  one 
another  fairly,  ethically,  and  honestly,  okay.  As 
individual  physicians,  we  must  be  ever  mindful  that 
quality  patient  care  is  our  first  order. 

I hope  you  agree  with  these  comments  made 
to  our  young  colleagues  in  training. 


Erling  Larson,  M.D. 
President 
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As  The  Dean  Sees  It 


A Matter  of  Pride 


JOHN  W.  ECKSTEIN,  M.D. 
Iowa  City,  Iowa 


Ranging  from  its  major  role  in  a nationwide  cholesterol 
study,  through  genetic  engineering  to  arrest  a devastat- 
ing tropical  disease,  to  an  important  new  textbook  by  a 
key  faculty  figure.  Dean  Eckstein  identifies  a double- 
handful of  reasons  for  Iowa's  practicing  profession  to  be 
proud  of  its  medical  college. 


AS  I SAT  ONE  GRAY  JANUARY  MORNING  with 

. some  300  middle-aged  male  lowans, 
their  wives,  and  a handful  of  researchers  and 
clinic  staff  members  to  hear  the  results  of  the 
national  Coronary  Primary  Prevention  Trial 
(described  by  Dr.  Schrott  on  page  143  and  pic- 
tured on  the  cover  of  this  issue),  1 found  myself 
wishing  every  other  Iowan  could  share  in  the 
event. 

Quite  apart  from  the  scientific  benchmark  it 
represented,  the  successful  completion  of  the 
10-year  study  epitomized  the  almost  legendary 
cooperation  — among  patients,  their  physi- 
cians, and  College  of  Medicine  faculty  — that 
has  built  Iowa's  impressive  reputation  for  both 
the  quality  of  its  medical  care  and  the  quality  of 
its  research. 

Here  were  several  hundred  men  who  had 
persisted  in  stirring  6 packets  of  sand-like  crys- 
tals into  6 glasses  of  juice,  and  drinking  them 
down  — day  after  day  for  10  long  years  — 
without  knowing  whether  they  were  ingesting 


the  experimental  cholestyramine  or  simply  a 
placebo.  Here  were  the  wives  who  had  encour- 
aged, prodded,  reworked  favorite  recipes,  and 
monitored  their  husbands'  efforts  for  more 
than  3,500  days.  Here  were  the  study's  scien- 
tific directors  and  their  clinic  staff,  whose 
members  weighed,  measured,  counted  and  ca- 
joled when  their  subjects  came  back  to  the 
campus  periodically  for  checkups  and  progress 
reports.  And  back  in  their  practices  in  127  Iowa 
cities  and  towns  were  the  238  family  physi- 
cians who  had  referred  their  patients  and  con- 
tinually encouraged  their  participation  in  the 
study. 

As  1 sat  in  the  auditorium,  feeling  a glow  of 
pride  at  being  connected  with  this  remarkable 
effort,  I was  struck  by  the  thought  that  the 
College  of  Medicine  and  its  supporters  could 
take  similar  measures  of  pride  in  a variety  of 
other  achievements  and  endeavors  which  will 
change  or  otherwise  affect  how  medicine  is 
practiced  in  the  future.  For  instance: 

• The  recent  discovery  of  a protein  — hepat- 
ic stimulator  substance  — by  Dr.  Douglas  La- 
Brecque  and  colleagues.  Department  of  Inter- 
nal Medicine,  already  has  produced  promising 
results  in  liver  cell  regeneration.  This  could 
lead  to  specific  therapies  for  disease  states  in 
which  liver  cell  regeneration  is  inadequate, 
and  also  may  prove  useful  in  liver  cancer  pa- 
tients. This  discovery  may  have  even  broader 
implications,  as  knowledge  gained  of  mecha- 
nisms involved  in  controlling  normal  growth 
could  also  provide  valuable  insights  into  the 
abnormalities  that  result  in  malignant  growth. 

• There  should  be  cause  for  great  pride. 
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also,  in  the  fact  that  Iowa's  behavioral  neurolo- 
gy division  now  is  recognized  as  1 of  3 major 
U.S.  centers  for  behavioral  neurology  re- 
search. This  recognition  was  extended  in  what 
has  come  to  seem  like  the  best  possible  form  — 
a $1.2  million  program  project  grant  from  the 
National  Institutes  of  Health.  For  the  next  3 
years,  this  award  will  help  support  brain  func- 
tion research  by  Drs.  Antonio  and  Hanna 
Damasio  and  30  colleagues  in  the  Department 
of  Neurology  and  10  other  departments  in  the 
Colleges  of  Medicine  and  Liberal  Arts.  The 
findings  of  this  research  are  expected  to  have 
immediate  applications  in  the  diagnosis  and 
treatment  of  Alzheimer's  disease  and  brain 
damage  resulting  from  stroke,  brain  tumor  or 
head  injury.  It  is  one  of  several  current  grants 
to  help  Iowa  researchers  better  understand 
such  brain  functions  as  memory,  language, 
and  vision  — but  the  program  project  grant  is 
one  of  which  I am  especially  proud,  for  it 
affirms  the  College  of  Medicine's  high  national 
standing  in  this  field. 

• Identification  by  Dr.  John  Donelson,  De- 
partment of  Biochemistry,  of  the  changing 
character  of  the  surface  antigens  of  the  para- 
sitic organism  that  causes  trypanosomiasis. 
This  disease  is  manifested  in  a "sleeping  sick- 
ness" that  affects  200  million  Africans  and 
countless  animals,  and  keeps  20  African  na- 
tions from  attaining  economic  self-sufficiency. 
With  partial  funding  from  Dr.  Donelson's 
$200,000  award  as  a 1983  Burroughs-Wellcome 
Scholar,  Iowa  researchers  are  using  "genetic 
engineering"  techniques  as  they  work  toward 
a vaccine  that  would  arrest  the  disease  when  a 
potential  victim  is  bitten  by  the  tsetse  fly.  Dr. 
Donelson's  accomplishment  is,  indeed,  a 
dramatic  demonstration  of  the  value  of  basic 
research  in  medicine. 

• The  selection  of  the  College  of  Medicine  as 
1 of  3 in  the  U.S.  — the  others  are  Johns  Hop- 
kins and  Columbia  — to  develop  a Physician- 
Scientist  Program,  aimed  at  increasing  the 
number  of  MDs  directly  involved  in  basic 
medical  research.  Outstanding  young  physi- 
cians will  be  taught  research  skills  and  re- 
cruited for  the  laboratory  in  this  attempt  to 
reverse  the  dramatic  downtrend  in  clinicians 
doing  fundamental  research.  Led  by  Dr. 
Robert  Fellows,  Department  of  Physiology  and 
Biophysics,  and  Dr.  Barry  Sherman,  Depart- 
ment of  Internal  Medicine,  the  program  will  be 
supported  by  a $1,659,231  grant  from  the 
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John  W.  Eckstein,  M.D. 


National  Institutes  of  Health.  A major  factor  in 
choosing  Iowa  for  this  new  program,  we  have 
been  told,  is  our  well  established  and  eminent- 
ly successful  Medical  Scientist  Training  Pro- 
gram, in  which  outstanding  medical  students 
may  earn  both  M.D.  and  Ph.D.  degrees  to  pre- 
pare for  medical  teaching  careers.  The  2 pro- 
grams will  have  complementary  and,  we  ex- 
pect, synergistic  roles  in  medical  education  at 
Iowa. 

• A new  focus  on  diabetes,  led  by  Dr.  Hel- 
mut Schrott,  Department  of  Internal  Medicine, 
and  funded  in  part  by  a $350,000  grant  from  the 
National  Institute  of  Arthritis,  Diabetes,  and 
Digestive  and  Kidney  Diseases.  Iowa  will  be 
one  of  a very  few  centers  in  the  United  States  to 
give  special  emphasis  to  adolescents  with  di- 
abetes. The  study  is  aimed  at  determining  if 
serious  complications  of  diabetes  can  be 
averted  by  sustaining  near  normal  blood  sugar 
levels. 

• The  College  of  Medicine's  research  efforts 
in  allergy  and  clinical  immunology,  led  by  Dr. 
Hal  Richerson,  Department  of  Internal  Medi- 
cine, have  received  important  national  recog- 
nition: designation  as  an  Asthma  and  Allergic 
Diseases  Center  by  the  National  Institute  of 
Allergy  and  Infectious  Diseases.  The  accom- 
panying $400,000  3-year  federal  program  proj- 
ect grant  will  make  possible  an  even  greater 
commitment  at  the  College  of  Medicine  to  the 
clinical  dimensions  of  allergy  research.  Re- 
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searchers  will  study  inflammatory  mecha- 
nisms in  the  airways  of  allergic  asthmatics, 
with  special  attention  to  cells  and  mediators 
involved  in  late  responses  to  inhaled  allergen. 
These  studies  are  expected  to  lead  to  a better 
understanding  of  the  pathogenesis  of  asthma 
and,  in  turn,  to  improved  treatment. 

• A group  of  27  clinicians  in  Internal  Medi- 
cine, Orthopaedics,  Otolaryngology,  Patholo- 
gy, Radiology,  Surgery,  and  Urology  has  been 
accorded  full  membership  in  the  Southeastern 
Cancer  Study  Group  — a consortium  of  faculty 
at  23  major  cancer  research  and  treatment  cen- 
ters that  fosters  a rapid  and  free  flow  of  in- 
formation about  cancer  treatment.  Led  by  Dr. 
C.  Patrick  Burns,  Department  of  Internal  Medi- 
cine, the  participation  by  the  College  of  Medi- 
cine in  this  clinical  cancer  study  group  is  result- 
ing in  rapid  availability  here  of  new  cancer 
protocols  involving  the  latest  in  experimental 
drugs,  experimental  radiotherapy,  and  ex- 
perimental surgical  techniques.  Similarly,  can- 
cer protocols  developed  by  University  of  Iowa 
researchers  can  be  quickly  shared,  im- 
plemented, and  evaluated  by  researchers  at 
the  other  institutions.  Iowa's  acceptance  to  this 
prestigious  group  brings  to  8 the  number  of 
important  national  cancer  study  groups  in 
which  our  faculty  have  major  roles.  Through 
shared  management  of  their  patients  with 
faculty  specialists  in  several  of  these  groups, 
many  Iowa  physicians  both  contribute  to  and 
benefit  from  the  development  of  new  treat- 
ment protocols. 

• The  publication  a few  weeks  ago  of  the 
Third  Edition  of  TEXTBOOK  OF  FAMILY 
PRACTICE  by  Dr.  Robert  Rakel,  Department 
of  Family  Practice,  underscores  the  wide 
acceptance  of  this  Iowa-based  text  as  the  inter- 
national standard  in  primary  medical  care; 
there  now  are  some  30,000  copies  in  print. 
While  writing  this  review,  I received  my  copy 
of  the  new  36th  edition  of  CONN'S  CURRENT 
THERAPY,  edited  by  Dr.  Rakel.  And  the  1984 
edition  of  THE  YEARBOOK  OF  FAMILY 
PRACTICE,  which  Dr.  Rakel  has  edited  since 
1977,  will  be  published  next  month.  It  is  worth 
noting  that  practicing  physicians  in  Iowa  have 
had  an  especially  valuable  role  in  the  evolution 
of  all  3 books.  Informally  and  formally,  in  set- 
tings ranging  from  telephone  consultations 
about  a patient  to  county  medical  society  meet- 
ings to  Continuing  Medical  Education  semi- 
nars, Iowa's  physicians  have  offered  many 


valuable  suggestions  about  how  these  books 
could  be  even  more  useful  in  their  practices  — 
suggestions  that  Dr.  Rakel  has  incorporated  in 
these  new  editions. 

• New  strengths  developed  in  several  areas 
of  the  College  of  Medicine  this  year  with  the 
appointments  of  Dr.  John  Tinker  to  head  Anes- 
thesiology, Dr.  Michael  Conn  to  head  Pharma- 
cology, Dr.  Charles  Phelps  to  head  Ophthal- 
mology, and  Dr.  Carol  Aschenbrener  as 
Associate  Dean  for  Student  Affairs.  Dr.  Tinker 
was  recruited  from  the  Mayo  Clinic,  Dr.  Conn 
from  Duke  University,  Dr.  Phelps  and  Dr. 
Aschenbrener  from  our  own  Departments  of 
Ophthalmology  and  Pathology,  respectively. 

These  are  but  a few  College  of  Medicine 
accomplishments  during  the  past  year  or  cur- 
rently getting  under  way.  They  serve  to  illus- 
trate the  many  fronts  on  which  Iowa  medical 
faculty  members  pursue  new  knowledge 
which  can  be  used  by  their  colleagues  in  prac- 
tice — and  which  continue  to  make  medicine 
the  fascinating,  ever-evolving  profession  we 
know  it  to  be. 

But  even  as  I complete  this  hasty  review,  I 
find  myself  hoping  that  it  hasn't  set  the  College 
of  Medicine  up  for  the  Biblical  reminder, 
"Pride  goeth  before  a fall."  For  as  I write,  there 
is  real  reason  for  concern  that  the  momentum 
of  such  accomplishments  cannot  be  sustained 
at  the  College  of  Medicine. 

The  gloomy  state  revenue  outlook  has 
already  blasted  our  hope  for  the  modest 
infusion  of  additional  state  support  the  Re- 
gents have  been  seeking  for  the  College  of 
Medicine  these  past  2 years.  Budget  cutbacks 
of  last  year  were  repeated  this  year  and  will  be 
repeated  next  year.  And  "outside"  support  for 
research  is  increasingly  difficult  to  obtain. 

Such  factors  must  inevitably  curtail  scientific 
enterprise  and  innovation,  even  among  a 
faculty  whose  track  record  is  as  strong  as  ours. 

The  danger  is  not  the  immediate  loss  of  sci- 
entific productivity  — the  danger  lies  2 or  5 or 
10  years  from  now.  The  strongest  medical 
education  is  imparted  by  those  who  are  active 
participants  in  the  advancement  of  knowledge 
in  their  fields.  A medical  faculty  whose  re- 
search is  stagnating  will  become  less  and  less 
effective  in  transmitting  to  its  students  the 
latest  in  scientific  knowledge.  The  profession 
will  be  the  initial  loser  — but  the  ultimate  loser 
will  be  the  health  care-seeking  public. 
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EVEN  THE  BEST 
HEALTH  CARE  COVERAGE 
IS  NO  SUBSnrUTE 
FOR  GOOD  HEALTH. 


Blue  Cross  and  Blue  Shield  of  Iowa  offer 
quality  health  care  coverage  recognized  and 
accepted  by  health  care  providers  nationwide 
Coverage  preferred  by  more  than  1 ,000,000 
lowans. 

But  even  the  best  health  care  coverage  is 
no  substitute  for  good  health. 

We  appreciate  the  fact  that  you  and  other 
providers  of  health  care  in  Iowa  are  doing  all 
you  can  to  see  that  lowans  get  healthy... and 
stay  healthy. 

Your  efforts  are  helping  curb  unnecessary 


utilization  of  health  care  services  and  costs. 

In  fact.  Blue  Cross  and  Blue  Shield  sub- 
scribers’ hospital  inpatient  use  has  declined 
1 6%  during  the  past  three  years  — enabling  us 
to  credit  or  reduce  our  rates  by  $24,000,000! 
That  clearly  demonstrates  that  together  we  all 
can  have  an  impact  on  the  cost  of  care. 

It’s  proof  that  Iowa’s  health  care  providers  are 
working  successfully  to  provide  the  people  we 
jointly  serve  with  affordable,  quality  health  care. 

Proof  that  there  really  is  no  substitute  for 
good  health. 

Blue  Cross 
Blue  Shield 

of  Iowa 
Des  Moines 
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Findings  Disclosed 


The  University  of  Iowa  was  one  of  12  sites  in  Janu- 
ary at  which  findings  of  the  national  Coronary  Pri- 
mary Prevention  Trial  were  announced.  About  400 
persons  attended  the  Iowa  City  briefing — including 
participants  in  the  program,  U.  of  I.  officials  and 
media  representatives. 

BRIEFING  SCENES  — Below  are  University  of  Iowa  medical  faculty 
investigators  Francois  M.  Abboud,  M.D.,  left,  and  Helmut  G. 
Schrott,  M.D.  Upper  right  photo  shows  other  University  officials; 
clockwise  from  upper  left  are  U.  of  I.  President  James  O.  Freedman, 
Medical  College  Dean  John  W.  Eckstein,  M.D.,  and  Vice  Presidents 
Richard  Remington  and  D.  C.  Spriestersbach.  Lower  right  picture 
has  Cedar  Rapids  Reporter  Sandy  Reisgraf  of  KGAN-TV  interview- 
ing CPPT  participant  Miles  Samby  of  Marion. 
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Coronary  Prevention  Study 
Yields  Proof  of  Cholesterol  Link 


HELMUT  G.  SCHROTT,  M.D. 
Iowa  City,  Iowa 


Nearly  4,000  men  took  part  over  a 10-year 
period  in  an  international  effort  to  learn  the 
effect  of  lowered  blood  cholesterol  on  coronary 
disease.  Iowa  researchers,  their  subjects  and 
their  subjects'  own  physicians,  played  a major 
role  in  the  project. 


CORONARY  HEART  DISEASE  is  a major  health 
problem  in  the  United  States.  Each  year 
550,000  deaths,  or  1 each  minute,  occur  as  a 
result  of  coronary  atherosclerosis.  There  are 
680,000  hospitalizations  for  myocardial  infarc- 
tions yearly,  with  direct  health  care  costs  of 
approximately  8 billion  dollars.  The  total  eco- 
nomic burden  to  the  nation  is  estimated  to  be 
approximately  60  billion  dollars. 

Motivated  at  least  in  part  by  such  awesome 
statistics,  nearly  400  Iowa  men  recently  com- 
pleted 10  years  of  helping  medical  science  de- 
termine whether  such  numbers  can  be  re- 
duced, through  their  participation  in  the  inter- 
national Coronary  Primary  Prevention  Trial 
(LRC-CPPT). 

Elevated  cholesterol  levels  have  been  linked 
to  increased  coronary  heart  disease  by  many 
research  studies.  However,  evidence  that  the 

Dr.  Schrott  is  an  associate  professor  of  Preventive  Medicine  and  Inter- 
nal Medicine,  and  Co-Director,  Lipid  Research  Clinic  at  the  U.  of  1. 
College  of  Medicine 


lowering  of  plasma  cholesterol  leads  to  a re- 
duction in  coronary  disease  has  been  inconclu- 
sive — largely  because  of  the  complexities  of 
acquiring  such  proof.  The  essential  features  of 
a trial  of  cholesterol-lowering  include  the  ran- 
domization of  hypercholesterolemic  partici- 
pants into  control  and  treatment  groups,  the 
use  of  a “double-blind"  design  — with  neither 
the  subjects  nor  the  researchers  knowing 
whether  an  individual  was  in  the  treatment 
group  or  the  control  group  — large  numbers  of 
participants,  many  years  of  follow-up,  and 
high  adherence  to  a study  regimen  over  a long 
period  of  time. 

The  LRC-CPPT  involved  3,806  men  aged  35 
to  59  years  who  had  blood  cholesterol  levels 
above  265  mg/dl.  The  study  at  12  Lipid  Re- 
search Clinics  located  at  major  medical  centers^ 
was  funded  by  the  National  Heart,  Lung  and 
Blood  Institute.  No  participant  had  clinical  evi- 
dence of  coronary  heart  disease  at  entry.  The 
trial  was  designed  to  determine  whether 
lowering  blood  cholesterol  would  prevent  the 
occurrence  of  a first  myocardial  infarction  — 
thus,  a “primary  prevention  trial." 

Study  participants  were  randomized  to  1 of  2 
regimens:  diet  and  placebo,  or  diet  and 
cholestyramine,  a potent  LDL-cholesterol 
lowering  agent  which  is  non-absorbable  and 
acts  in  the  gastrointestinal  tract.  Each  partici- 
pant took  24  grams  per  day  of  a powder  mixed 
with  a liquid.  Recruitment  for  the  trial  began  in 
1973  and  ended  in  1976;  follow-up  of  the  men 
in  the  trial  ended  in  September,  1983.  The 
primary  endpoint  for  those  who  participated  in 
the  study  was  death  due  to  definite  coronary 
heart  disease  or  a nonfatal  myocardial  infarc- 
tion. 
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BASEUNE  CHARACTERISTICS 


Placebo 
(n  = 1900) 

Cholestyramine 
(n  = 1906) 

Total  blood  cholesterol 
(mg/dl) 

291.8 

291.5 

LDL  cholesterol  (mg/dl) 

218.9 

218.6 

HDL  cholesterol  (mg/dl) 

43.9 

44.0 

Current  cigarette  smokers 
(%) 

36.8 

38.6 

Blood  pressure 

120/78 

120/78 

Age 

47.9 

47.6 

Figure  1 


In  Iowa,  about  44,000  age-eligible  men  were 
screened  for  plasma  cholesterol.  Screening 
was  conducted  at  LRC  centers  in  Des  Moines, 
Davenport,  Cedar  Rapids,  Dubuque,  Iowa 
City,  Burlington,  Clinton,  Muscatine,  Mar- 
shalltown, Oskaloosa,  and  in  many  smaller 
communities.  Participation  by  Iowa  men  was 
exemplary,  with  more  than  1,500  coming  in  to 
learn  about  the  program  and  372  ultimately 
enrolled  for  study  — the  second  largest  num- 


CHOLESTEROL  LOWERING 


Year  of  Follow-Up  Year  of  Follow-Up 

Figure  2 


ber  of  participants  among  the  12  clinics.  Men 
traveled  from  all  parts  of  Iowa,  western  Wis- 
consin and  western  Illinois  to  participate  in  the 
program  at  2-month  intervals,  averaging  170 
miles  per  round  trip.  This  degree  of  commit- 
ment was  also  evident  in  many  other  ways, 
such  as  adherence  to  medication  taking,  in 
which  Iowa's  participants  ranked  among  the 
best  in  the  nation. 

In  the  trial,  it  was  most  important  that  the 
placebo  and  cholestyramine  groups  be  the 


same  with  respect  to  the  3 most  important 
coronary  risk  factors.  This  was  achieved.  The 
groups  were  virtually  identical  with  respect  to 
total  cholesterol,  low-density  lipoprotein 
(LDL)-cholesterol,  high  density  lipoprotein 
(HDL)-cholesterol,  cigarette  smoking,  blood 
pressure,  and  average  age  (Figure  1). 

In  each  group,  23%  of  the  subjects  had  a 
family  history  of  heart  disease,  95%  were 
Caucasian,  92%  were  married,  and  37%  were 
college  graduates.  Both  groups  reported  com- 
parable levels  of  physical  activity.  Body  weight 
was  comparable  in  both  groups.  Dietary  intake 
of  calories,  amount  of  cholesterol  and  other 
fats,  and  alcohol  were  all  identical  in  the  2 
groups. 

Numbers  such  as  these  reflect  the  magni- 
tude of  the  study:  the  3,806  men  made  193,000 
clinic  visits,  generated  over  a million  data 
forms,  gave  341,000  blood  samples,  and  had 
72,000  electrocardiograms. 

Study  participants  were  required  to  fast  for 
12  hours  prior  to  having  their  blood  drawn 
during  each  visit,  to  take  a daily  medication 
even  though  they  felt  no  need  for  any  medica- 
tion, and  to  remain  uninformed  of  their  blood 
cholesterol  levels.  They  were  asked  to  report 
all  endpoints,  illnesses  or  hospitalizations. 
Finally,  they  were  asked  to  maintain  the  same 
diet  for  the  duration  of  the  study.  Families  and 
personal  physicians  actively  cooperated  in 
helping  the  subjects  maintain  adherence  to  the 
protocol.  No  participant  had  to  be  unblinded 
during  the  course  of  the  study.  At  the  end  of 
the  trial,  the  clinics  were  able  to  contact  all  the 
subjects  in  the  study.  No  other  study  has 
accomplished  such  complete  follow-up.  The 
debt  all  of  us  owe  for  the  dedication  of  this 
study's  participants,  their  families,  and  their 
physicians  is,  indeed,  very  great. 

The  reductions  observed  in  both  total  and 
LDL  cholesterol  levels  in  the  2 treatment 
groups  during  the  study  are  shown  in  Figure  2. 

During  the  initial  baseline  level  and  time 
zero,  both  groups  experienced  a 3.5%  fall  in 
total  cholesterol  and  a 4.0%  fall  in  LDL- 
cholesterol.  At  Year  One,  after  introduction  of 
drug  therapy,  an  additional  fall  of  14%  in  total 
cholesterol  and  21%  in  LDL-cholesterol  was 
observed  in  the  cholestyramine  group. 
Although  the  gap  between  cholestyramine  and 
placebo  groups  narrowed  somewhat  as  the 
study  continued,  the  differences  remained  sig- 
nificant. The  average  difference  between  the 
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cholestyramine  and  placebo  group  was  8.5%  in 
total  cholesterol  and  12.6%  in  LDL-cholesterol. 
The  narrowing  between  the  2 groups  could  be 
attributed  to  several  factors,  including  less- 
than-optimum  adherence  to  therapy. 

Even  with  these  somewhat  modest  differ- 
ences in  cholesterol  levels,  there  was  a signifi- 
cant difference  in  the  primary  endpoints  of  the 
study  (Figure  3). 

The  placebo  group  experienced  187  events, 
whereas  the  cholestyramine  group  experi- 
enced 155  events,  resulting  in  a significant  19% 
reduction  in  risk. 

Each  coronary  heart  disease  category  with  a 
large  number  of  events  showed  a reduction  in 
incidence  in  the  cholestyramine  group  (Figure 

4). 

The  difference  in  the  development  of  a new 
positive  exercise  test  was  25%,  the  difference 
in  angina  was  20%,  and  the  difference  in 
coronary  bypass  surgery  was  21%.  This  con- 
sistency in  the  reduction  of  coronary  heart  dis- 
ease manifestations  observed  with  cholesty- 
ramine leaves  little  doubt  of  the  benefit  of  the 
drug  therapy. 

Although  the  incidence  of  death  due  to  “def- 
inite" and  "'definite'  plus  'suspected' " coro- 
nary heart  disease  was  reduced  by  24%  and 
30%  respectively  in  the  cholestyramine  group, 
the  incidence  of  "all-causes"  mortality  was  re- 
duced by  only  7% . Differences  in  almost  every 
category,  under  causes  other  than  coronary 
heart  disease  deaths,  were  negligible  or  non- 
existent. Deaths  due  to  malignant  neoplasms 
were  about  the  same  in  both  groups:  15  in  the 
placebo  group  and  16  in  the  cholestyramine 
group. 

The  benefit  of  lowered  coronary  heart  dis- 
ease incidence  was  achieved  without  evidence 
of  drug  toxicity.  Gastrointestinal  side  effects 
were  more  prominent  in  the  cholestyramine- 
treated  participants  in  the  first  year  than  in  the 
placebo  group.  Most  responded  to  symptom- 
specific  therapy.  The  diagnosis  of  gallstones 
was  made  with  equal  frequency  in  the  2 treat- 
ment groups  during  the  study. 

The  LRC-CPPT  findings  show  to  what  ex- 
tent coronary  heart  disease  can  be  reduced 
with  cholestyramine  treatment  of  individuals 
who  have  high  cholesterol.  For  those  partici- 
pants who  obtained  a 25%  fall  in  plasma 
cholesterol,  a typical  response  to  24  grams  of 
cholestyramine  daily,  the  coronary  heart  dis- 
ease risk  was  cut  in  half.  As  a rough  rule  of 


PRIMARY  ENDPOINT 

(DEFINITE  CORONARY  HEART  DISEASE  DEATH 
AND/OR  NONFATAL  MYOCARDIAL 
INFARCTION) 


Number 
of  Events 


P = Placebo 
C = Cholestyramine 


Figure  3 


thumb,  each  1%  fall  in  cholesterol  was  associ- 
ated with  a 2%  reduction  in  the  rate  of  heart 
attack. 

The  primary  interpretation  would  apply  its 
findings  of  this  program  to  the  2 million  mid- 
dle-aged American  men  with  cholesterol  levels 


OTHER  CORONARY  HEART  DISEASE 
ENDPOINTS 


Placebo  Cholestyramine  Reduction 
No.  No.  in  Risk 


Positive 
exercise  ECG 

345 

260 

25% 

Angina 

287 

235 

20% 

Coronary 
bypass  surgery 

112 

93 

21% 

Figure  4 

above  265  mg/dl.  It  is  estimated  that  100,000 
coronary  deaths  could  be  prevented  annually  if 

blood  cholesterol  levels  in  this  larger  popula- 
tion were  reduced  to  the  extent  experienced  by 
the  men  in  the  cholestyramine  group.  It  also 
seems  logical  to  extend  the  findings  to  younger 
men  with  high  blood  cholesterol  levels,  as  this 
would  allow  interv^ention  at  an  earlier  stage  in 
the  development  of  the  underlying  athero- 
sclerotic process,  and  would  likely  be  of  even 
greater  benefit. 

(Please  turn  to  page  146) 
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Women  with  high  blood  cholesterol  levels 
are  also  at  increased  risk  for  coronary  heart 
disease  and  they,  too,  could  benefit  from 
cholesterol  reduction.  Finally,  persons  with 
more  modest  elevations,  e.g.,  those  with  levels 
in  the  top  20%  of  the  cholesterol  distribution 
(greater  than  240  mg/dl  in  middle-aged  men), 
might  also  be  candidates  for  cholesterol  reduc- 
tion. 

The  results  of  this  study  suggest  that  diet 
should  be  used  first  to  reduce  cholesterol  in 
individuals  in  whom  it  is  high.  The  LRC-CPPT 
findings  cannot  presently  be  extended  to 


1984  IMS  HOUSE  OF  DELEGATES 

With  19  resolutions  in  hand  as  this  is  pre- 
pared, the  upcoming  session  of  the  1984  Iowa 
Medical  Society  House  of  Delegates  promises 
to  be  a busy  and  important  two  days.  The  241- 
physician-member  House  will  conduct  its  poli- 
cy deliberations  Saturday  and  Sunday,  May  5 


cholesterol-lowering  drugs  other  than  bile  acid 
sequestrants.  The  mode  of  action,  cholesterol- 
lowering potency,  and  possible  toxicity  of 
other  drugs  must  be  taken  into  account  before 
their  use  is  advocated  for  the  prevention  of 
coronary  heart  disease. 

REFERENCE 

1.  Lipid  Research  Clinics  were  funded  by  the  National  Heart,  Lung  and 
Blood  Institute  at  The  University  of  Iowa,  Baylor  College  of  Medicine, 
University  of  Cincinnati,  George  Washington  Medical  Center,  Johns  Hop- 
kins University,  University  of  Minnesota,  Oklahoma  Medical  Research 
Foundation,  Stanford  University,  University  of  California  at  San  Diego, 
University  of  Washington,  Universities  of  Toronto  and  McMaster,  and 
Washington  University  (St.  Louis). 


and  6,  at  the  Des  Moines  Marriott  Hotel. 

A new  program  this  year  in  conjunction  with 
the  House  of  Delegates  will  be  an  IMS  Hospital 
Medical  Staff  Forum.  It  will  be  Friday,  May  4, 
from  2 to  5:30  p.m.,  also  at  the  Marriott  Hotel. 
Special  invitations  have  been  sent  to  the  chiefs 
of  staffs  of  all  Iowa  hospitals.  The  educational 
program  is  open  to  all  delegates,  county 
medical  society  officers  and  interested  physi- 
cians. 

Among  the  important  topics  set  for  consid- 
eration by  the  House  of  Delegates  is  that  of 
professional  liability  coverage.  It  is  expected 
that  a new  and  innovative  proposal  will  be 
recommended  to  the  House  by  the  IMS  Medi- 
co-Legal Committee.  This  proposal  to  succeed 
the  IMS/ Aetna  Liability  Insurance  Program 
will  be  laid  out  for  the  physician  delegates  to 
endorse  or  decline. 

Other  subjects  coming  forward  in  resolution 
form  cover  a wide  spectrum,  including  the 
voluntary  physicians'  fee  freeze,  PRO  delega- 
tion, medical  manpower,  medical  malpractice, 
second  opinions,  alcohol  related  topics,  etc. 

John  E.  Tyrrell,  M.D.,  Manchester,  will  be 
installed  as  the  new  Society  president  May  6. 
The  election  of  1984-85  officers  will  occur  that 
day  as  well. 

Representing  the  American  Medical  Asso- 
ciation at  the  1984  House  of  Delegates  will  be 
James  E.  Davis,  M.D.,  Durham,  North  Caroli- 
na. Dr.  Davis  is  vice  speaker  of  the  AMA 
House  of  Delegates. 
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We*ve  sot  the  one  person 
who'll  help  keep 
your  insurance  rates 
reasonable* 


VbuVe  seen  him  before.  And  talked  with  him  plenty. 
He’s  your  IMS  Account  Supervisor  and  he's  workins 
with  you  around  the  clock  to  make  sure  your  spon- 
sored insurance  prosram  is  workins  well.  He’s  help- 
ins  you  to  control  the  frequency  and  severity  of 
incidents.  Helpins  you  to  reduce  the  size  of  claims. 
All  to  help  you  keep  your  rates  equitable. 

That’s  how  /Etna  Life  & Casualty  can  continue  to 
upsrade  the  quality  of  coverases  and  services  you’ve 
Srown  accustomed  to.  So  physicians  and  surseons  in 
Iowa  set  choice  of  coverase  forms — claims-made  or 
occurrence — as  well  as  hisher  levels  of  coverase.  Like 
$5,000,000  and  hisher. 

Those  are  just  a few  of  the  reasons  the  Iowa  Medi- 
cal Society  has  sponsored  our  prosram  for  more  than 
six  years.  For  more  reasons  and  information,  fill  out  the 
coupon. 


I 

I Without  oblisation.  I’d  like  to  know  more  about  /Etna’s 

I Total  Professional  Liability/Property  Program. 

I Name  or  Group 

I Address 

I City State Zip 

I My  present  insurance  expires  on 

■ Write:  Dale  Hoing,  Account  Supervisor 

I /Etna  Life  & Casualty 

I 611  Fifth  Avenue 

Des  Moines,  Iowa  50309 


The  Automobile  Insurance  Company  of  Hartford,  Connecticut  06156. 
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Questions  and  Answers 


Too  Many  Doctors  For  Iowa? 


PAUL  M.  SEEBOHM,  M.D. 
Iowa  City,  Iowa 


ONE  OF  THE  provocative  topics  today  is 
medical  manpower.  It  is  a subject  of  high 
interest  to  physicians  in  Iowa  and  all  across  the 
nation. 

Does  Iowa  have  too  many  doctors?  Will 
there  be  a “geographic  diffusion  of  physicians" 
to  rural  Iowa?  Are  Iowa  residency  programs 
over-producing?  Will  supply  exceed  need  in 
the  next  decade?  Should  we  cut  back  our  edu- 
cational programs? 

Our  regular  Questions  and  Answers  feature  is 
expanded  this  month  so  Paul  M.  Seebohm, 
M.D.,  executive  associate  dean.  University  of 
Iowa  College  of  Medicine,  can  comment  briefly 
on  these  questions. 

These  thoughts  from  Dr.  Seebohm  are 
appropriate  for  this  April  University  Issue.  The 
editors  appreciate  the  opportunity  to  present 
his  observations  on  this  important  topic. 


TABLE  1 

POPULATION  PER  PHYSICIAN  RATIOS 
Iowa  SMSA  and  Non-SMSA  Regions 
September  1983 


SMSA  Counties  Population  Physicians  Ratio 


Johnson 

81,717 

475 

172/1 

Polk/Warren 

338,048 

661 

511/1 

Woodbury 

100,884 

163 

619/1 

Dubuque 

93,745 

148 

633/1 

Black  Hawk 

137,961 

190 

726/1 

Scott 

160,022 

195 

821/1 

Linn 

169,775 

202 

840/1 

Pottawattamie 

86,500 

82 

1,055/1 

Total  SMSA 

1,168,652 

2,116 

552/1 

Total  Non-SMSA 

1,744,735 

1,390 

1,255/1 

Grand  Total 

2,913,387 

3,506 

831/1 

FIFTEEN  YEARS  AGO  THE  PUBLIC  CON- 
CERN IN  IOWA  AND  ELSEWHERE  WAS 
THE  PHYSICIAN  SHORTAGE  CRISIS.  TO- 
DAY THE  SAME  VOICES  ARE  HEARD  EX- 
PRESSING CONCERN  THAT  WE  MAY 
HAVE  A PHYSICIAN  GLUT.  DOES  IOWA 
HAVE  TOO  MANY  DOCTORS?  YES  OR 
NO? 


It's  not  that  simple.  Some  parts  of  Iowa  were 
short  of  physicians  15  years  ago  and  still  are 
today.  Other  areas  had  an  adequate  number  of 
physicians  in  the  late  1960's  and  still  do  today. 
In  other  words,  some  parts  of  Iowa  may  have 
enough  or  even  too  many  physicians,  while 
other  parts  do  not. 

Sixty  percent  of  Iowa  physicians  (2,116)  are 
located  in  the  9 Standard  Metropolitan  Statis- 
tical Area  (SMSA)  counties  where  40%  of  the 
population  (1,168,652)  reside,  while  40%  of  the 
physicians  are  in  the  90  rural  counties  where 
60%  of  the  population  (1,744,735)  is  distrib- 
uted. If  one  considers  just  the  metropolitan 
area  ratio  of  population  to  physician  (552/1), 
Iowa  ranks  16th  in  the  country  in  having 
enough  physicians  per  population.  If  on  the 
other  hand  one  considers  just  the  ratio  in  its 
rural  areas,  Iowa  ranks  51st  in  the  U.S.  When 
the  state  is  considered  as  a whole,  Iowa  ranks 
47th,  with  a 831/1  population  to  physician  ratio 
— surpassing  only  South  Dakota,  Alabama, 
Arkansas  and  Mississippi.  Thus  it  is  obvious 
that  geographic  maldistribution  of  physicians 
still  exists  in  Iowa. 
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IF  THE  MORE  POPULATED  AREAS 
(SMSAs)  ACQUIRE  ENOUGH  PHYSI- 
CIANS, WILL  THERE  BE  ''GEOGRAPHIC 
DIFFUSION  OF  PHYSICIANS"  TO  RURAL 
IOWA  AS  HAS  BEEN  REPORTED  BY  THE 
RAND  AND  PUBLIC  HEALTH  SERVICE 
STUDIES  ON  MEDICAL  MANPOWER  DIS- 
TRIBUTION? 


We  certainly  see  diffusion  of  physicians 
from  higher  to  lower  populated  communities 
in  Iowa,  but  the  extent  is  related  both  to  spe- 
cialty and  to  community  size.  Most  of  the  Rand 
data  related  to  communities  of  10,000-15,000 
population  and  above.  In  Iowa  the  non- 
metropolitan communities  above  10,000  have 
attracted  a significant  number  and  variety  of 
medical  and  surgical  specialists  in  the  past  10 

(Please  turn  to  page  150) 
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TABLE  2 

POPULATION  PER  PHYSICIAN  RATIOS  BY  STATE* 
LOWEST  TO  HIGHEST  POPULATION  PER  PHYSICIAN  RATIOS 
All  M.D.s  and  D.O.s 


Population 


State 

Physicians 

Population 

Per  Physician 

1 . District  of  Columbia 

3,815 

637,651 

167 

2.  Maryland 

10,533 

4,216,446 

400 

3.  Massachusetts 

13,512 

5,737,037 

425 

4.  New  York 

40,266 

17,557,288 

436 

5.  California 

51,904 

23,668,562 

456 

6.  Connecticut 

6,755 

3,107,576 

460 

7.  Hawaii 

1,948 

965,000 

495 

8.  New  Jersey 

14,361 

7,364,158 

513 

9.  Florida 

18,826 

9,739,992 

517 

10.  Vermont 

990 

511,456 

517 

1 1 . Arizona 

5,232 

2,717,866 

520 

12.  Rhode  Island 

1,822 

947,154 

520 

13.  Pennsylvania 

22,635 

11,866,728 

524 

14.  Washington 

7,600 

4,130,163 

543 

15.  Idaho 

1,681 

943,935 

562 

16.  Oregon 

4,641 

2,632,663 

567 

17.  Alaska 

699 

400,481 

573 

18.  Missouri 

8,323 

4,917,444 

591 

19.  Delaware 

1,008 

595,225 

591 

20.  Colorado 

4,878 

2,888,834 

592 

21.  Michigan 

15,468 

9,258,344 

599 

22.  Maine 

1,869 

1,124,660 

602 

23.  Illinois 

18,983 

11,418,461 

602 

24.  Virginia 

8,702 

5,346,279 

614 

25.  New  Hampshire 

1,497 

920,610 

615 

26.  New  Mexico 

2,112 

1,299,968 

616 

27.  Nevada 

1,296 

799, 1 84 

617 

28.  Minnesota 

6,541 

4,077,148 

623 

29.  Ohio 

17,280 

10,797,419 

625 

Population 


State 

Physicians 

Population 

Per  Physician 

30.  Texas 

22,475 

14,228,383 

633 

31.  Kansas 

3,658 

2,363,208 

646 

32.  Utah 

2,248 

1,461,037 

650 

33.  Wisconsin 

6,978 

4,705,335 

674 

34.  Oklahoma 

4,416 

3,025,266 

685 

35.  Tennessee 

6,481 

4,590,750 

708 

36.  Georgia 

7,707 

5,464,265 

709 

37.  Louisiana 

5,862 

4,203,972 

717 

38.  No.  Carolina 

8,076 

5,874,429 

Til 

39.  No.  Dakota 

897 

652,695 

728 

40.  Montana 

1,075 

786,690 

732 

41.  Nebraska 

2,117 

1,570,006 

742 

42.  West  Virginia 

2,602 

1,949,644 

749 

43.  Wyoming 

613 

470,816 

768 

44.  Kentucky 

4,615 

3,661,433 

793 

45.  So.  Carolina 

3,870 

3,119,208 

806 

46.  Indiana 

6,717 

5,490,179 

817 

47.  Iowa 

3,506 

2,913,387 

831 1 

48.  So.  Dakota 

818 

690, 1 78 

844 

49.  Alabama 

4,570 

3,890,061 

851 

50.  Arkansas 

2,633 

2,285,513 

869 

51.  Mississippi 

2,753 

2,520,638 

916 

Totals 

399,864 

226,504,825 

567 

* Physician  Data  Sources;  AAAA  Masterfile  Data,  1983;  Iowa  Physician 
Figure:  Iowa  Physician  Information  System,  Office  of  Community-Based 
Programs,  September  1983. 

t Figures  do  not  include  residents-in-training. 

NOTE:  Iowa  ranked  45th  in  1982.  Source:  AMA  Masterfile,  1982. 
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years,  since  the  number  of  such  physicians  has 
become  more  plentiful. 

In  the  70  or  more  rural  counties  with  towns 
of  less  than  10,000  population,  the  “diffusion" 
has  been  principally  related  to  family  physi- 
cians, and  to  a lesser  degree  general  surgeons. 
About  65%  of  all  family  physicians  and  46%  of 
all  general  surgeons  in  Iowa  are  located  in  the 
non-metropolitan  counties.  Interestingly,  only 
22%  of  the  pediatricians  and  23%  of  the  intern- 
ists, the  other  primary  care  physicians,  are  in 
the  non-metropolitan  counties.  They  are, 
however,  well  represented  in  the  10,000-plus 
population  communities. 

From  these  figures  one  can  see  that  geo- 
graphic distribution  of  physicians  in  a rural 
state  such  as  Iowa  is  highly  dependent  on  an 
appropriate  balance  in  the  specialty  distribu- 
tion of  the  physicians  coming  out  of  residency 
programs,  especially  with  regard  to  family 
physicians. 


DO  IOWA  RESIDENCY  PROGRAMS  HAVE 
THAT  BALANCE? 


Yes,  they  do.  In  a typical  year  there  is  an 
even  balance  between  primary  care  specialists 
and  other  specialists  entering  practice.  And  in 
the  case  of  family  practice,  about  35%  of  all 
allopathic-trained  residents  from  Iowa  pro- 
grams entering  practice  are  family  physicians. 
Interesting,  too,  is  the  fact  that,  of  all  the 
graduates  from  the  College  of  Medicine  classes 
of  1970-1979  who  remained  in  or  returned  to 
Iowa  to  practice,  35%  are  in  family  practice. 

Those  physicians  entering  practice  in  Iowa 
who  have  had  all  their  medical  school  and  res- 
idency education  outside  the  state  followed 
much  the  same  specialty  and  geographic  dis- 
tribution as  the  Iowa-trained  physicians. 


TABLE  3 

ENTRY  OF  IOWA  ALLOPATHIC  (MEDICAL)  GRADUATES* 
INTO  IOWA  PRACTICES 
1982 


Entering  lawa  Practices  (282) 

Ul  Graduating 

Iowa  Allopathic 

Nan-UI  EducatianJ 

Total  Entry 

Physicians  Leaving 

Net  Gain  in 

Class  Size 

Education/Training* 

Training  (MD  + DO) 

Group 

Iowa  Practices 

Iowa  Physicians 

175 


132 

Family  Practice 

37 

150  (119  + 31) 
Family  Practice 

43 

internal  Medicine 

25 

Internal  Medicine 

27 

Pediatrics 

9 

Pediatrics 

9 

Obstetric/Gyn. 

2 

Obstetric/Gyn. 

6 

Anesthesia 

2 

Anesthesia 

5 

Dermatology 

0 

Dermatology 

1 

Emergency  Med. 

11 

Emergency  Med. 

6 

General  Surgery 

9 

General  Surgery 

7 

Neurology 

3 

Neurology 

3 

Neurosurgery 

0 

Neurosurgery 

1 

Ophthalmology 

4 

Ophthalmology 

3 

Orthopedics 

2 

Orthopedics 

6 

Otolaryngology 

3 

Otolaryngology 

2 

Pathology 

4 

Pathology 

6 

Physical  Med. 

0 

Physical  Med. 

2 

Plastic  Surgery 

1 

Plastic  Surgery 

0 

Preventive  Med. 

0 

Preventive  Med. 

1 

Psychiatry 

10 

Psychiatry 

7 

Radiology 

7 

Radiology 

11 

Thoracic  Surgery 

1 

Thoracic  Surgery 

3 

Urology 

2 

Urology 

1 

Total 

132 

Total 

150 

282 


176 


106 


Exchange  Analysis: 

• Entry  of  Iowa  Allopathic  Graduates 

132 

• Entry  of  Allopathic  Grads. /No  Ul  Contact 

+ 119 

251 

• Ul  Medical  Class  of  '82 

-175 

Exchange  Factor 

+ 76 

* Physicians  who  have  graduated  from  the  Ul  College  of  Medicine,  from  a residency  or  fellowship  program  at  University  Hospitals  and  Clinics,  from  a 
Ul-affiliated  residency,  or  from  a combination  of  these  University  of  Iowa  medical  education  programs. 
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outside  Iowa's  allopathic  system.  Considering 
its  47th  ranking  in  the  nation,  and  with  a sub- 
stantial distance  still  to  go  in  solving  the  rural 
distribution  problem,  Iowa  obviously  does  not 
have  an  acute  surplus  of  physicians. 


BUT  AREN'T  YOU  CONCERNED  THAT  IT 
WILL  BECOME  WORSE  IN  THE  NEXT  10 
YEARS  OR  SO?  AND  REALISTICALLY, 
SHOULDN'T  IOWA  BEGIN  CUTTING 
BACK  ITS  EDUCATIONAL  PROGRAMS? 


The  College  of  Medicine  and  the  residency 
programs  in  Iowa  produce  about  175  physi- 
cians each  year,  which  just  about  equals  the 
number  of  physicians  that  leave  practice  in 
Iowa  each  year  — about  180.  When  physician 
exchanges  are  considered,  Iowa  can  be  said  to 
be  meeting  the  equivalent  of  its  own  manpow- 
er needs.  For  the  time  being,  at  least,  there 
seems  to  be  no  reason  to  reduce  the  enrollment 
in  Iowa  allopathic  education  and  residency 
programs,  but  these  should  continue  to  be 
carefully  monitored. 


TABLE  4 

UNIVERSITY  OF  IOWA  MEDICAL  GRADUATES 
Specialties  of  Graduates  Now  in  Iowa  Practices 
Classes  of  1970-1979 
February  1 984 


Specia/fy 

Frequency 

Specialty 

Frequency 

Family  Practice 

172 

Obstetrics/Gynecology 

30 

Internal  Medicine 

88 

Orthopedic  Surgery 

17 

General  Medicine 

51 

General  Surgery 

15 

Cardiology 

8 

Emergency  Medicine 

15 

Gl 

7 

Radiology 

15 

Hematology 

1 

Psychiatry 

15 

Oncology 

4 

Anesthesiology 

12 

Pulmonary  Dis. 

9 

Otolaryngology 

12 

Nephrology 

3 

Pathology 

12 

Infectious  Dis. 

3 

Ophthalmology 

11 

Rheumatology 

1 

Dermatology 

9 

Endocrinology 

1 

Urology 

8 

IM  Total 

88 

Thoracic  Surgery 

4 

Pediatrics 

31 

Neurology 

3 

Gen.  Pediatrics 

23 

Physical  Medicine/Rehab. 

2 

Cardiology 

2 

Colon/Rectal  Surgery 

1 

Neonatal 

2 

Neurosurgery 

]_ 

Endocrinology 

1 

Total 

473 

Allergy/lmmuno. 

2 

Infectious  Dis. 

1 

Peds.  Total 

31 

YOU  SOUND  SATISFIED  WITH  TRENDS 
OF  PHYSICIAN  PLACEMENT  IN  IOWA, 
BUT  ARE  YOU  NOT  CONCERNED  THE 
SUPPLY  MAY  EXCEED  THE  NEED  IN  THE 
NEXT  DECADE? 


I think  one  needs  to  divide  the  physician 
supply  issue  between  the  state  of  Iowa  and  the 
U.S.  as  a whole.  I do  not  think  there  is  any 
question  that  the  supply  of  physicians 
nationally  has  reached  a peak  from  which  it 
needs  to  withdraw,  and  in  fact  it  is  already  on  a 
projected  decline.  The  federal  funding  that 
stimulated  enrollment  increases  has  been  cur- 
tailed, immigration  preference  for  foreign 
medical  graduates  has  been  stopped,  and  the 
generally  poor  economics  of  medical  education 
has  curtailed  enrollment  in  both  private  and 
public  institutions  across  the  country. 

In  Iowa  the  influx  of  physicians  from  out  of 
the  state  has  helped  the  physician  census  sub- 
stantially in  the  past  10  years.  About  half  of  the 
physicians  entering  practice  have  had  their  en- 
tire medical  education  and  residency  training 
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'Great  to  be  a Hawkeye/ 
Says  Ronald  McDonald 


PARENTS  NEEDING  to  Stay  in  lowa  City  while 
their  children  receive  health  care  at  The 
University  of  Iowa  Hospitals  and  Clinics  soon 
will  have  a new  resource  for  housing  and  emo- 
tional support. 

Construction  is  to  begin  this  month  on  a 
16-bedroom  facility  to  be  located  near  the  Car- 
ver-Hawkeye  Arena  within  walking  distance 
of  University  Hospitals.  The  site  is  being  pro- 
vided to  the  Children's  Family  Living  Founda- 
tion, Inc.,  by  The  University  of  Iowa  through  a 
long-term  lease. 

The  new  Ronald  McDonald  House  will  be  a 
home-away-from-home  with  a comfortable 
family  living  area.  It  will  enable  parents  of 
young  patients  to  share  experiences  and  gain 
emotional  support  from  each  other.  The  facility 
will  have  cooking  and  laundry  equipment. 

Each  bedroom  will  have  sleeping  accom- 
modations for  up  to  four  members  of  a family. 
Two  rooms  will  be  equipped  for  handicapped 
guests.  Houseparents  will  live  in  a second- 
floor  apartment  to  perform  administrative 
duties. 


The  project  is  being  undertaken  by  the  Chil- 
dren's Family  Living  Foundation.  This  25- 
member  organization  is  comprised  of  parents 
from  across  Iowa,  along  with  McDonald  Res- 
taurant owners  and  representatives  from  Uni- 
versity Hospitals  clinical  and  administrative 
staffs. 

The  $1.2  million  fund-raising  goal  had 
reached  $668,000  as  of  January.  The  construc- 
tion and  furnishing  of  the  Ronald  McDonald 
House  will  cost  $887,000.  Regional  coordina- 
tors are  conducting  fund-raising  activities. 

HOME-AWAY-FROM-HOME  — Above  illustration  shows  what  the 
main  entrance  to  the  Iowa  City  Ronald  McDonald  House  will  look 
like.  Groundbreaking  is  scheduled  in  April.  Upper  right  photo  is  an 
example  of  many  statewide  fund-raising  events  going  on;  this  one 
raised  more  than  $4,000  at  the  Old  Capitol  shopping  mall  in  Iowa 
City.  Middle  left  picture  shows  Iowa  Men's  Athletic  Director  Bump 
Elliott,  who  serves  as  honorary  chairman  of  the  drive  to  raise  more 
than  $1  million.  Patient  parents  have  spearheaded  much  of  the 
planning.  In  the  middle  right  photo  are  parent  members  of  the 
Foundation;  from  left  are  Charles  Betts,  Iowa  City,  Elaine  Paul, 
Iowa  City,  and  D.  Michael  King,  Dubuque.  Lower  right  is  another 
architectural  look  at  the  outdoor  deck  and  play  area  which  blend 
into  a wooded  knoll  near  Carver-Hawkeye  Arena. 
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'The  Chief- 
Doctor  William  Osier 


R.  PALMER  HOWARD,  M.D. 
Iowa  City,  Iowa 


Sir  William  Osier,  the  most  famous  English-speaking 
physician  of  the  19th  and  20th  centuries,  had  an  impor- 
tant influence  on  medical  education  at  the  University  of 
Iowa,  says  a College  of  Medicine  professor  in  a new 
book  describing  his  family  ties  with  Dr.  Osier. 


WILLIAM  OsLER  (1849-1919)  was  an  out- 
standing physician  in  North  America 
and  Europe  at  a time  when  rapid  changes  were 
occurring  in  the  prevention  and  treatment  of 
specific  diseases.  He  was  graduated  from  the 
McGill  Medical  College  at  Montreal  in  1872  and 
studied  abroad  for  2 years.  Osier  taught  at 
McGill  until  1884;  was  Professor  of  Clinical 
Medicine  at  The  University  of  Pennsylvania  for 
5 years,  and  then  became  the  first  Professor  of 
Medicine  at  The  Johns  Hopkins  University  and 
Hospital  in  1889.  After  16  years  in  this  major 
position  in  American  medicine,  he  served  as 

THE  CHIEF  — Sir  William  Osier,  shown  in  the  left  photo,  inspired 
many  of  his  medical  pupils  and  colleagues.  The  Osier  inspiration 
reached  Iowa  in  a significant  way  through  the  presence  of  Campbell 
Howard,  M.D. 

RECOGNITION  PLAQUE  — This  plaque  recognizes  the  Iowa  ser- 
vice of  Campbell  P.  Howard,  M.D.,  as  professor  and  head,  U.  of  I. 
Department  of  Internal  Medicine,  from  1910  to  1924. 


Dr.  Howard  is  serving  as  clinical  professor  of  Family  Practice  at  The 
University  of  Iowa  College  of  Medicine.  In  this  capacity,  he  is  concentrat- 
ing his  efforts  on  the  medical  humanities  and  is  engaged  in  teaching 
medical  history. 


Regius  Professor  of  Medicine  at  Oxford  Uni- 
versity from  1905  until  his  death.  Osier  was 
created  a baronet  in  1911. 

The  author's  heritage  is  closely  linked  with 
Sir  William  Osier.  One  grandfather,  Henry  P. 
Wright,  was  a fellow  student  at  McGill  Medical 
College;  the  other  grandfather,  R.  Palmer 
Howard,  was  Osier's  Professor  of  Medicine, 
and  a respected  teacher.  My  father,  Campbell 
P.  Howard,  headed  the  Department  of  Medi- 
cine at  The  University  of  Iowa  from  1910  to 
1924. 


I DR.CAMPBELL  PALMBBI^^ 
PROFESSOR  S'*HEAEL 


DEPARTMENT  OF 
INTERNAL  MEDICINE 

1910-1924 
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CAMPBELL  P.  HOWARD,  M.  D.  — Supported  in  doing  so  by  Osier, 
Dr.  Howard  accepted  the  Iowa  chair  of  medicine  in  1910.  The 
originals  of  82  Osier  letters  to  Dr.  Campbell  have  recently  been 
donated  to  U.  of  I.  Libraries. 

My  childhood  recollections  of  Sir  William 
and  Lady  Osier  and  their  son.  Revere,  in  Ox- 
ford were  frequently  reinforced  by  the  rem- 
iniscences of  my  father  and  mother,  Ottilie 
(Wright)  Howard  and  other  relatives.  Their 
homes  contained  many  books,  portraits  and 
miscellaneous  gifts  from  the  Osiers.  These  in- 
fluences clearly  revealed  the  high  place  of  Wil- 
liam Osier  as  a physician,  author,  and  especial- 
ly a leader  of  men  and  women  through  his 
thoughtful  consideration  and  interest  in  other 
persons. 

The  letters  from  Osier  to  the  Campbell  How- 
ard family  form  the  central  resource  of  this 
book.  The  majority  of  these  were  received  dur- 
ing Dr.  Howard's  tenure  at  Iowa.  Appropriate- 
ly, therefore,  the  originals  of  82  autographed 
Osier  letters  (1890-1919)  have  been  recently 
donated  to  The  University  of  Iowa  Libraries. 

More  than  100  unpublished  letters  from 
Osier  to  others,  such  as  Principal  Peterson  of 
McGill  University  and  Marjorie  (Howard) 
Futcher,  were  also  reviewed.  The  official  rec- 
ords, correspondence,  and  other  details  of  The 


University  of  Iowa  Medical  School  at  the  time 
of  Abraham  Flexner's  survey  in  1909  through 
Campbell  Howard's  tenure  were  studied  at  the 
University  Archives,  Special  Collections,  Uni- 
versity of  Iowa  Libraries.  Important  informa- 
tion was  also  kindly  provided  by  other  persons 
and  institutions,  in  particular,  by  the  staff  of 
McGill  University,  including  its  Osier  Library. 

Osier's  name  may  not  be  associated  with  a 
major  scientific  discovery.  However,  his  con- 
tributions to  student  and  graduate  medical 
education,  clinical  methodology  and  practice, 
and  the  promotion  of  preventive  medicine  and 
public  health  have  been  described  and  extolled 
by  Harvey  Cushing  and  many  of  Osier's  con- 
temporaries. His  textbook,  frequently  revised, 
was  the  popular  one  used  by  students  at  Iowa 
and  other  colleges  for  medical  practice,  and  by 
English-speaking  physicians  until  the  intro- 
duction of  antibiotics  and  radio-active  agents 
in  medicine  during  the  1940's.  The  addresses 
to  students  and  practitioners  on  interpersonal 
relations  during  professional  life  — Aequanimi- 
tas  and  A Way  of  Life,  for  example  — inspired 
his  contemporaries  and  continue  today  to  en- 
courage their  followers  in  the  healing  profes- 
sions. 

Osier's  enduring  concern  for  his  patients, 
colleagues  and  students  was  a notable  aspect 
of  his  personality.  This  concern  was  probably 
most  thoughtfully  directed  towards  those  he 
trained  on  the  graded  residency  service  which 
he  initiated  at  The  Johns  Hopkins  Hospital. 

The  dedication  in  The  Principles  and  Practice  of 
Medicine  (1892)  honors  3 of  his  teachers:  Wil- 
liam Arthur  Johnson,  James  Bovell  and  Robert 
Palmer  Howard.  Osier's  interest  in  children 
and  young  people  was  always  evident.  Two  of 
the  sons  of  Osier's  teachers  graduated  from  the 
McGill  Medical  College  during  his  tenure,  but 
James  B.  Johnson  and  R.  J.  B.  Howard  did  not 
choose  careers  in  internal  medicine.  Osier  be- 
came a godfather  in  1877,  however,  of  R.  P. 
Howard's  second  son,  Campbell.  He  was  often 
in  the  Howard  home  while  residing  in  Mon- 
treal until  1884.  After  the  deaths  of  the  senior 
Howard  in  1889  and  his  widow  in  1892,  the 
bonds  between  Osier  and  the  young  children, 
Muriel,  Campbell  and  Marjorie,  remained 
close. 

Campbell  Howard  was  graduated  in  medi- 
cine from  McGill  University.  He  spent  the  year 
1901-1902  as  intern  at  the  Montreal  General 

(Please  turn  to  page  158) 
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About  the  Author 


Osler-Howard  Iowa  Connection 


IOWA  AND  Dr.  William  Osier  figure  promi- 
nently in  the  lives  of  3 generations  of  the 
Howard  family. 

In  1909,  after  studying  the  Iowa  medical  col- 
lege, Dr.  Abraham  Flexner  told  state  officials 
the  future  viability  of  medical  education  there 
hinged  on  the  development  of  an  in-residence 
clinical  faculty  with  research  involvement.  A 
year  later,  on  recommendation  of  Dr.  Osier, 
the  University  recruited  Campbell  Howard, 
M.D.,  from  McGill  University  to  be  Professor 
of  Theory  and  Practice  of  Medicine . He  became 
the  Iowa  University  Hospital's  Chief  Physi- 
cian. Campbell  Howard  stayed  in  close  touch 
with  Dr.  Osier,  who  was  his  mentor,  and  had  a 
major  role  in  bringing  Iowa  medical  education 
out  of  the  classroom  and  into  the  wards  — just 
as  Dr.  Osier  had  done  at  Johns  Hopkins. 

The  author  of  this  article  is  the  son  of  Camp- 
bell Howard.  R.  Palmer  Howard  was  born  in 
Iowa  City  and  attended  elementary  school 
there.  The  family  moved  to  Montreal  in  1924 
when  Campbell  Howard  accepted  a call  to  re- 
turn to  McGill,  his  alma  mater. 

R.  Palmer  Howard  later  earned  a medical 
degree  from  McGill,  and  served  an  internship 
and  residency  at  Johns  Hopkins.  Following 
World  War  II  duty  in  the  Royal  Canadian  Army 
Medical  Corps,  R.  Palmer  Howard,  M.D.  held 
various  academic  appointments,  including  30 
years  of  teaching  and  research  at  the  Universi- 
ty of  Oklahoma. 

"The  warm  feeling  we  had  for  Iowa"  helped 
keep  alive  the  family's  Iowa  connection. 
Daughter  Caroline  came  to  Iowa,  studied  at 
Cornell  College,  earned  a bachelor's  degree 
from  the  U.  of  I.,  and  settled  in  the  state.  Dur- 
ing those  years,  the  Howard  family  frequently 
visited  Iowa,  not  only  to  see  their  daughter  and 
family  friends,  but  to  permit  Dr.  Howard  ac- 
cess to  U.  of  I.  library  archives  for  his  research 
into  the  history  of  medicine. 

When  Dr.  Howard  retired  from  the  Oklaho- 
ma faculty  in  1982  he  accepted  an  invitation 
from  the  U.  of  I.  College  of  Medicine  to  join  its 
faculty  as  a clinical  professor  of  family  practice. 


He  now  teaches  medical  history  to  Iowa's  next 
generation  of  physicians.  He  lectures  on  the 
importance  of  the  medical  humanities  and  is 
active  in  the  Iowa  History  of  Medicine  Society. 

Dr.  Howard  also  spends  many  hours  in  the 
U.  of  I.  libraries'  archives  — including  the  John 
Martin  Rare  Book  Room  in  the  Health  Sciences 
Library,  whose  treasures  include  the  special 
collection  of  82  Osler-Howard  letters  dating 
from  1890  to  1919  that  the  Howard  family  do- 
nated to  the  U.  of  I.  about  2 years  ago. 

Howard  is  author  of  the  just-published  book  The 
Chief;  Doctor  William  Osier,  which  is  reviewed 
on  page  160  of  this  issue. 


AUTHOR  OF  NEW  BOOK  — Now  located  in  Iowa  City,  R.  Palmer 
Howard,  M.D.,  returns  to  his  early  home  as  a clinical  professor  of 
family  practice.  He  will  share  his  knowledge  of  medical  history  and 
humanities  with  the  students. 
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(Continued  from  page  156) 

Hospital.  Osier  wrote  him  on  August  21,  1901, 
“1  think  if  you  wish  it,  1 could  arrange  to  take 
you  on  my  service  next  year  (after  finishing  at 
the  M.G.H.).  You  would  come  in  as  one  of  the 
four  senior  residents.  ...  If  you  think  of  it  as 
likely,  pay  special  attention  to  bacteriology  this 
winter  with  [John]  McCrae,  your  Resident 
Pathologist.  ..." 

Howard  accepted  the  offer  and  served  as 
an  assistant  resident  at  the  Johns  Hop- 
kins Hospital  through  January,  1906.  He  then 
spent  an  additional  year  of  study  in  Europe. 
Osier  supervised  the  training  in  internal  medi- 
cine of  his  own  professor's  son  for  five  and  a 
half  years.  Campbell  Howard  was  thus  en- 
rolled in  the  band  of  pupils  who  were  proud  to 
call  Dr.  William  Osier  "The  Chief."  A major 
purpose  of  this  book  is  to  bring  out  the  consci- 
entious manner  in  which  Osier  nurtured  the 
professional  and  personal  development  of  his 
pupils. 

Progress  in  the  clinical  and  investigative 
work  of  each  of  his  residents  was  stimulated 
and  coordinated,  of  course,  by  "The  Chief." 
Campbell  Howard  read  a paper  before  the 
American  Gastroenterological  Association  and 
published  several  articles  on  peptic  ulcer  in 
1904-1905.  Osier  requested  the  collaboration  of 
many  Hopkins  colleagues  for  the  revisions  of 
his  textbook.  His  note  to  Campbell  Howard  on 
March  23,  was  phrased:  "I  wish  you  would 
look  over  the  section  on  the  stomach  in  my 
textbook,  particularly  the  chronic  gastritis  and 
the  neuroses,  and  see  if  you  could  not  suggest 
and  add  something.  The  sooner  the  better." 
With  the  assistance  of  his  colleagues.  Osier 
completed  the  manuscript  for  the  sixth  edition 
on  May  17,  1905,  when  he  was  about  to  leave 
Baltimore. 

In  Oxford,  Osier  still  wrote  requests  for  the 
cooperation  of  his  Baltimore  pupils,  and  he 
suggested  topics  for  their  publications.  Be- 
cause of  the  advanced  clinical  research 
methods  of  Friedrich  von  Mueller  at  Munich, 
Osier  advised  Howard  to  complete  his  training 
there.  Osier  congratulated  his  pupil  im- 
mediately after  his  paper  on  eosinophilia 
appeared  in  the  Journal  of  Medical  Research 
(1907). 

Abraham  Flexner  made  the  Johns  Hopkins 
medical  institutions  the  model  for  his  survey  of 
medical  education  in  the  United  States  and 


Canada.  Flexner  visited  Montreal  and  com- 
mended the  standards  at  McGill  Medical  Col- 
lege early  in  1909.  Later  he  noted  deficiencies 
in  the  medical  administration  and  clinical 
education  at  The  University  of  Iowa.  After 
leading  officials  at  Iowa  requested  his  sugges- 
tions, Flexner  recommended  the  establish- 
ment of  a clinical  research  laboratory  and  the 
appointment  of  a professor  of  medicine  with 
modern  training. 

Campbell  Howard  was  among  those  sug- 
gested and  interviewed.  His  cable  of  accept- 
ance of  the  chair  of  medicine  was  deferred  a 
few  days  until  Osier  reached  Quebec  on  Au- 
gust 4,  1910,  and  could  approve  the  appoint- 
ment. "The  Chief"  gave  verbal  and  written 
advice  and  encouragement  immediately.  Lat- 
er, during  the  initial  days  of  Howard's  duties  at 
Iowa,  Osier  wrote  on  September  6:  "Welcome 
to  the  West  — to  your  new  home  & duties  ...  I 
will  get  the  slides  ready  for  you  — useful  for 
p.g  lectures  or  outside  semi-popular  ones." 
Many  of  Osier's  reprints,  other  medical  books 
and  teaching  aids  soon  followed,  along  with 
the  wise  counsel  of  the  experienced  teacher. 

The  correspondence  also  touches  on  the 
growth  of  Osier's  influence  in  Britain,  his  con- 
cern with  the  introduction  of  "whole-time" 
clinical  professors  at  Johns  Hopkins,  his  role  as 
honorary  consultant  to  the  British,  the  Cana- 
dian, and  later  the  American  medical  armed 
services  in  Europe.  He  had  a keen  interest  in 
soldiers'  diseases;  he  worried  about  turmoils  in 
the  army  administration,  and  he  was  con- 
cerned about  people  who  lost  relatives  in 
World  War  I.  Members  of  North  American 
medical  units  were  welcomed  at  "The  Open 
Arms."  The  stream  of  visitors  was  not  inter- 
rupted by  the  heart-breaking  death  in  action  of 
his  own  beloved  son.  Revere.  Osier's  corre- 
spondence with  the  Howard  family  in  Iowa 
City  continued  until  November,  1919,  when 
the  physical  manifestations  of  his  terminal  ill- 
ness prevented  further  written  communica- 
tions. 

VARIOUS  ASSESSMENTS  of  Osler's  Contribu- 
tions have  been  recorded.  William  S. 
Thayer  mentioned  the  example  he  "set  to  his 
fellows  and  his  students."  William  Osier  in- 
spired many  people,  especially  those  fortunate 
to  spend  several  years  as  his  pupils.  Those 
persons  carried  on  Osier's  teachings  at  Iowa 
and  other  places. 
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It’s  impossible 


to  give  the  best  performance  without  all  the  right  equipment. 


At  St.  Paul  Fire  and  Marine  Insurance  Company  we’re  well  equipped.  Our  unique 
Medical  Services  Division  is  staffed  with  health  care  insurance  professionals. They're 
people  with  experience  drawn  from  over  40  years  of  serving  the  health  care  field. 


We  provide  competitively  priced,  tailored  coverages  for  all  health  care  insurance 
needs.  Our  “claims-made"  approach  has  revolutionized  malpractice  insurance  for 
physicians,  hospitals  and  other  health  care  professionals.  Our  loss  prevention 
programs  have  set  the  industry  standards.  Our  claims  service  is  second  to  none. 


Just  as  the  hospital  is  best  managed  by  a professional  administrator,  and  the 
operating  room  is  best  staffed  by  surgeons,  the  business  of  insurance  can  best  be 
handled  by  insurance  professionals. 


Call  Tim  Morse,  senior  marketing  officer  in  our  Medical  Services  Division.  His  toll- 
free  number  is  800-328-9820  extension  7642.  He'll  explain  our  approach,  and  then 
put  you  in  touch  with  an  agent  who  is  truly  knowledgeable  about  health  care 
insurance  needs. 
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Marion  E.  Alberts,  M.D. 

COMIVIENTIIMG 

EDITORIALLY 


UNIVERSITY  ISSUE 


The  education  of  most  people  ends  upon  graduation; 
that  of  the  physician  means  a lifetime  of  incessant 
study.  — Karl  F.  H.  Marx  (1796-1877) 


There  is  only  one  way  to  train  capable  university 
teachers  — one  way  that  has  been  practically  tested 
— and  that  is  to  secure  for  the  universities  the 
services  of  the  most  distinguished  men  of  science, 
and  to  furnish  them  with  the  necessary  equipment 
for  their  teaching.  — Theodor  Billroth  (1829-1894) 


1 OFFER  THESE  QUOTATIONS  in  OUT  annual  trib- 
ute to  the  University  of  Iowa  College  of 
Medicine  as  appropriate  to  the  relationship  be- 
tween the  faculty  and  practicing  physicians  in 
Iowa.  The  practicing  physicians  depend  in 
large  measure  upon  the  University  for  con- 


A BOOK  OF  INTEREST 


R.  Palmer  Howard,  1983,  The  Chief:  Doctor 
William  Osier.  Science  History  Publications, 
Watson  Publishing  International,  Canton, 
MA. 

The  author's  introduction  to  this  book 
states  “William  Osier  had  a great  impact 
on  my  grandfathers,  the  physicians  R.  Palmer 
Howard  of  Montreal  and  Henry  P.  Wright  of 
Ottawa,  Canada.  . . .“  This  influence  ex- 
tended to  their  children,  and  so  came  into 


tinning  education,  both  from  formal  teaching 
programs  and  through  consultation  services. 
The  distinguished  professors  at  the  College  of 
Medicine  provide  a stimulus  to  the  rest  of  us; 
and  we,  in  turn,  undoubtedly  stimulate  the 
teaching  physicians  to  strive  for  a better  educa- 
tional climate. 

This  issue  of  iowa  medicine  presents  various 
reports  from  the  University  on  present  pro- 
grams and  activities.  The  College  of  Medicine 
is  viable  and  growing.  We  strive  to  provide  the 
faculty  numerous  opportunities  to  present  re- 
ports of  their  endeavors.  We  hope  we  can  con- 
tinue to  provide  the  physicians  of  Iowa  with 
more  faculty  reports  — be  they  postgraduate 
seminars,  reports  of  research,  or  progress  on 
the  overall  education  of  the  medical  students. 

We  extend  to  the  personnel  at  the  College  of 
Medicine  our  gratitude  for  the  fine  cooperation 
they  have  demonstrated  with  us  at  iowa  medi- 
cine. We  appreciate  working  with  authors  on 
the  numerous  manuscripts  they  present.  We 
welcome  their  use  of  iowa  medicine  to  impart 
information  to  all  the  physicians  of  Iowa.  — 
M.E.A. 


being  this  book.  A considerable  collection  of 
letters,  postcards,  and  other  documents  weave 
a fabric  of  which  the  2 families  make  up  the 
warp  and  the  woof.  They  seem  so  closely 
woven  together  in  the  narrative  of  this  book 
that  at  times  I had  to  retreat  in  my  reading  to 
determine  if  the  author  was  writing  primarily 
of  William  Osier  or  of  the  Howard  family. 

This  last  statement  is  not  made  in  a critical 
vein,  but  indicates  the  feeling  I developed  of 
the  apparent  closeness  and  love  that  entwined 
the  2 families.  Osier,  first  the  student,  and  later 
the  mentor  of  a Doctor  Howard,  was  to  the 
Howards  a father-figure  as  well  as  an  advisor, 
guidance  councilor,  and  close  friend.  The  2 
(Please  turn  to  page  161) 
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Before  prescribitrg,  see  complete  prescribing  information  in 
SK&F  CO.  literature  or  PDFI.  The  following  is  a brief  summary. 
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WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  of  hypertension  and  edema 
IS  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuna,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamidederived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  other- 
wise. unless  hypokalemia  develops  or  dietary  intake  of  potas- 
sium la  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities.  It 
IS  more  likely  in  the  severely  ill,  with  urine  volume  less  than  one 
liter/day.  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency.  Periodically,  serum  K'''  levels  should  be  deter- 
mined, It  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  intake  Associated  widened  QRS  complex  or  arrhyth- 
mia requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults,  thiazides  appear  and  tri- 
amterene may  appear  In  breast  milk.  If  their  use  is  essential,  the 
patient  should  stop  nursing.  Ad^uate  Information  on  use  in 
children  is  not  available.  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asthma. 
Possible  exacerbation  or  activation  of  systemic  lupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics. 

Precautions:  Do  periodic  serum  electrolyte  determinations  (par- 
ticularly important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
or  corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  in 
the  elderly  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency.  Cumulative  effects  of  the  drug  may  develop  in 
patients  with  impaired  renal  function.  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function.  They  can 
precipitate  coma  in  patients  with  severe  liver  disease.  Observe 
regularly  for  possible  blood  dyscrasias,  liver  damage,  other  idio- 
syncratic reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocyto- 
penia. agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides.  Thiazides  may  cause  manifestation 
of  latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may 
be  decreased  when  used  concurrently  with  hydrochlorothiazide; 
dosage  adjustments  may  be  necessary.  Clinically  Insignificant 
reductions  in  arterial  responsiveness  to  norepinephrine  have 
been  reported.  Thiazides  have  also  been  shown  to  increase  the 
paralyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
tubocuranne.  Triamterene  is  a weak  folic  acid  antagonist.  Do 
periodic  blood  studies  in  cirrhotics  with  splenomegaly  Anti- 
hypertensive effects  may  be  enhanced  in  post-sympathectomy 
patients.  Use  cautiously  In  surgical  patients  Triamterene  has 
been  found  in  renal  stones  in  association  with  the  other  usual 
calculus  components.  Therefore.  Dyazide'  should  be  used  with 
caution  in  patients  with  histories  of  stone  formation.  A few  occur- 
rences of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-infiammatory  agents 
with  'Dyazide'.  The  following  may  occur:  transient  elevated  BUN 
or  creatinine  or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis.  Dyazide'  interferes  with  fluores- 
cent measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should  be 
taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  mfeasures  should  be 
instituted  cautiously  and  serum  potassium  levels  determined. 
Discontinue  corrective  measures  and  Dyazide'  should  labora- 
tory values  reveal  elevated  serum  potassium.  Chloride  deficit 
may  occur  as  well  as  dllutional  hyponatremia.  Concurrent  use 
With  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
natremia. ^rum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance.  Calcium  excretion  is  decreased  by  thiazides. 
'Dyazide'  should  be  withdrawn  before  conducting  tests  for  para- 
thyroid function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
lensive  drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk 
of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  head- 
ache, dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity, 
purpura,  other  dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  disturbances;  pos- 
tural hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics).  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialade- 
nitis, and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual 
calculus  components.  Rare  incidents  of  acute  interstitial  nephritis 
have  been  reported.  Impotence  has  been  reported  in  a few 
patients  on  'Dyazide',  although  a causal  relationship  has  not 
been  established. 

Supplied:  Dyazide'  is  supplied  in  bottles  of  1000  capsules; 
Single  Unit  Packages  (unit-dose)  of  100  (intended  for  institu- 
tionai  use  only);  in  Patient-Pak”  unif-of-use  bottles  of  100. 
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Arthritis  Therapy 
That  Checks  Out. 


Gastric  distress  is  reduced.  pH-dependent 
matrix  virtually  doesn’t  release  in  acidic  stomach. 

ZORprin®  (aspirin)  is  released  in  the  alkaline 
environment  of  the  small  intestine. 

Zero-order  release  delivers  drug  at  a constant 
rate,  reducing  serum  peaks  and  valleys. 


Convenient  b.i.d.  dosage... enhances  patient  compliance 


Economical . . . comparable  efficacy  and  safety  as  other  NSAIDs,  yet  costs 
approximately  one-half  as  much. 

Your  first  step  in  arthritis  therapy. . . ZORprin  (ASPIRIN)  Zero-Order  Release. 
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4 HR/pH  7.5  ^ 


ZORprin 


(ASPIRIN)  Zero-Order  Release 


DESCRIPTION:  Each  capsule-shaped  tablet  of  Zorprin  contains  800  mg  of  aspirin,  formulated  in  a special  matrix  to  control  the  release  of  aspirin  after 
ingestion  The  controlled  availability  of  aspirin  provided  by  Zorprin  approximates  zero-order  release,  the  in  vitro  release  of  aspirin  from  the  tablet  matrix  is 
linear  and  independent  of  the  concehtration  of  the  drug  □ CLINICAL  PHARMACOLOGY;  Aspirin,  as  contained  in  Zorprin.  is  a salicylate  that  has 
demonstrated  anti-inflammatory  and  analgesic  activity  Its  mode  of  action  as  an  anti-inflammatory  and  analgesic  agent  may  be  due  to  the  inhibition  of 
synthesis  of  prostaglandins,  although  its  exact  mode  of  action  is  not  known.  □ Zorprin  dissolution  is  pH-dependent,  In  vitro  studies  have  shown  very  little 
aspirin  to  be  released  in  acidic  solutions,  whereas.  Zorprin  releases  the  maiority  of  its  aspirin  (90%)  in  a zero-order  mode  at 
a neutral  to  alkaline  pH  It  is  this  pH  dependence  of  Zorprin  that  reduces  direct  contact  between  aspirin  and  the  gastric 
mucosa,  resulting  in  a reduction  of  its  gastrointestinal  side-effect  potential.  □ Bioavailability  data  for  Zorprin  have  confirmed 
that  plasma  levels  of  salicylic  acid  and  acetylsalicylic  acid  can  be  measured  24  hours  after  a single  oral  dose.  This 
substantiates  a twice  daily  dose  regimen.  Multiple  dose  bioavailability  studies  showed  similar  steady-state  salicylate  levels 
for  Zorprin  as  for  conventional  release  aspirin  using  the  same  total  daily  dose  Long-term  monitoring  of  salicylate  levels 
showed  no  signs  of  accumulation  once  steady-state  levels  were  reached  (4-6  days)  □ Studies  of  in  vivo  prostaglandin 
levels  (PGE2)  have  shown  Zorprin  plasma  levels  of  salicylic  acid  and  acetylsalicylic  acid  to  reduce  PGE2  levels  14  hours 
after  a single  oral  800  mg  dose  while  an  equivalent  dose  of  aspirin  produced  a reduction  of  PGE2  levels  only  through  six 
hours  Zorprin's  effect  on  prostaglandins  other  than  PGE2  has  not  been  determined.  □ Salicylates  are  excreted  mainly  by 
the  kidney,  and  from  studies  in  humans  it  appears  that  salicylate  is  excreted  in  the  urine  as  free  salicylic  acid  (10%); 
salicyluric  acid  (75%)  salicylic  phenolic  (10%);  acyl  glucuronides  (5%)  and  gentisic  acid  (<1%).  □ INDICATIONS  & USAGE: 
Zorprin  is  indicated  for  the  treatment  of  rheumatoid  arthritis  and  osteoarthritis.  The  safety  and  efficacy  of  Zorprin  have 
not  been  established  in  those  rheumatoid  arthritic  patients  who  are  designated  by  the  American  Rheumatism  Association  as  Functional  Class  IV 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair,  little  or  no  self-care)  □ In  patients  treated  with  Zorprin  for  rheumatoid  arthritis  and 
osteoarthritis,  the  anti-inflammatory  action  of  Zorprin  has  been  shown  by  reduction  in  pain,  morning  stiffness  and  disease  activity  as  assessed  by  both 
the  investigators  and  patients  □ In  clinical  studies  in  patients  with  rheumatoid  arthritis  and  osteoarthritis,  Zorprin  has  been  shown  to  be  comparable  to 
conventional  release  aspirin  in  controlling  the  aforementioned  signs  and  symptoms  of  disease  activity  and  to  be  associated  with  a statistically  significaht 
reduction  in  the  milder  gastrointestinal  side  effects  (see  ADVERSE  REACTIONS)  Zorprin  may  be  well  tolerated  in  some  patients  who  have  had 
gastrointestinal  side  effects  with  conventional  release  aspirin,  but  these  patients  when  treated  with  Zorprin  should  be  carefully  followed  for  signs  and 
symptoms  of  gastrointestinal  bleeding  and  ulceration  □ Since  there  have  been  no  controlled  trials  to  demonstrate  whether  or  not  there  is  any  beneficial 
effect  or  harmful  interaction  with  the  use  of  Zorprin  in  conjunction  with  other  nonsteroidal  anti-inflammatory  agents  (NSAI),  the  combination  cannot  be 
recommended  (see  Drug  Interactions)  □ Because  of  its  relatively  long  onset  ot  action,  Zorprin  is  not  recommended  for  antipyresis  or  for  short-term 
analgesia.  □ CONTRAINDICATIONS:  Zorprin  should  not  be  used  in  patients  known  to  be  hypersensitive  to  salicylates  or  in  individuals  with  the 
syndrome  of  nasal  polyps,  angioedema,  bronchospastic  reactivity  to  aspirin,  renal  or  hepatic  insufficiency,  hypoprothrombinemia  or  other  bleeding 
disorders  Zorprin  is  not  recommended  for  children  under  12  years  of  age,  it  is  contraindicated  in  all  children  with  fever  accompanied  by  dehydration. 

□ WARNINGS:  Zorprin  should  be  used  with  caution  when  anticoagulants  are  prescribed  concurrently,  since  aspirin  may  depress  platelet  aggregation 
and  increase  bleeding  time  Large  doses  of  salicylates  may  have  hypoglycemic  action  and  enhance  the  effect  of  the  oral  hypoglycemics,  concomitant 
use  therefore  is  not  recommended  However,  if  such  use  is  hecessary,  dosage  of  the  hypoglycemic  agent  must  be  reduced  The  hypoglycemic  action  of 
the  salicylates  may  also  necessitate  adjustment  of  the  insulin  requirements  of  diabetics  □ While  salicylates  in  large  doses  have  a uricosuric  effect,  smaller 
amounts  may  reduce  water  excretion  and  increase  serum  uric  acid  □ USE  IN  PREGNANCY.  Aspirin  can  harm  the  fetus  when  administered  to  pregnant 
women  Aspirin  interferes  with  maternal  and  infant  hemostasis  and  may  lengthen  the  duration  of  pregnancy  and  parturition  Aspirin  has  produced 
teratogenic  effects  and  increases  the  incidence  of  stillbirths  and  neonatal  deaths  in  animals.  □ If  this  drug  is  used  during  pregnancy,  or  if  the  patient 
becomes  pregnant  while  taking  this  drug,  the  patieht  should  be  apprised  of  the  potential  hazard  to  the  fetus  □ Aspirin  should  not  be  taken  during  the  last 
3 months  of  pregnancy,  □ PRECAUTIONS:  Appropriate  precautions  should  be  taken  in  prescribing  Zorprin  for  patients  who  are  known  to  be  sensitive  to 
aspirin  or  salicylates  Particular  care  should  be  used  when  prescribing  this  medication  for  patients  with  erosive  gastritis,  peptic  ulcer,  mild  diabetes 
or  gout  As  with  all  salicylate  drugs,  caution  should  be  exercised  in  prescribing  Zorprin  for  those  patients  with  bleeding  tendencies  or  those  on 
anticoagulants  □ In  order  to  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  who  have  been  on  prolonged  corticosteroid  therapy  should 
have  their  therapy  tapered  slowly  rather  than  discontinued  abruptly  when  Zorprin  is  made  a part  of  the  treatment  program.  □ Patients  receiving  large 
doses  of  aspirin  and/or  prolonged  therapy  may  develop  mild  salicylate  intoxication  (salicylism)  that  may  be  reversed  by  dosage  reduction  □ Salicylates 
can  produce  changes  in  thyroid  function  tests  □ Salicylates  should  be  used  with  caution  in  patients  with  severe  hepatic  damage,  preexisting 
hypoprothrombinemia.  Vitamin  K deficiency  and  in  those  undergoing  surgery  □ Since  aspirin  release  from  Zorprin  is  pH  dependent,  it  may  change  in 
those  conditions  where  the  gastric  pH  has  been  increased  as  a result  of  antacids,  gastric  secretion  inhibitors  or  surgical  procedures  □ Drug  Interactions: 
(See  WARNINGS)  Aspirin  may  interfere  with  some  anticoagulant  and  antidiabetic  drugs  Drugs  which  lower  serum  uric  acid  by  increasing  uric 
acid  excretion  (uricosurics)  may  be  antagonized  by  the  concomitant  use  of  aspirin,  particularly  in  doses  less  than  2 0 grams/day  Nonsteroidal 
anti-inflammatory  drugs  may  be  competitively  displaced  from  their  albumin  binding  sites  by  aspirin  This  effect  may  negate  the  clinical  efficacy  of  both 
drugs  Also,  the  gastrointestinal  inflammatory  potential  of  nonsteroidal  anti-inflammatory  drugs  may  be  potentiated  by  aspirin  The  combination  of 
alcohol  and  aspirin  may  increase  the  risk  of  gastrointestinal  bleeding.  □ Aspirin  may  enhance  the  activity  of  methotrexate  and  increase  its  toxicity 

□ Sodium  excretion  produced  by  spironolactone  may  be  decreased  in  the  presence  of  salicylates  Concomitant  administration  of  other  anti-inflammatory 
drugs  may  increase  the  risk  of  gastrointestinal  ulceration  Urinary  alkalinizers  decrease  aspirin's  effectiveness  by  increasing  the  rate  of  salicylate  renal 
excretion  Phenobarbital  decreases  aspirin's  effectiveness  by  enzyme  induction  □ Pregnancy  Category  D.  See  WARNINGS  Section  □ Nursing  Mothers: 
Salicylates  have  been  detected  in  the  breast  milk  of  nursing  mothers  Because  of  the  potential  tor  serious  adverse  reactions  from  aspirin  in  nursing 
infants,  a decision  should  be  made  whether  to  discontinue  nursing  or  discontinue  the  drug,  taking  into  account  the  benefit  of  the  drug  to  the  mother 

□ ADVERSE  REACTIONS:  Hematologic:  Aspirin  interferes  with  hemostasis  Patients  with  a history  of  blood  coagulation  defects  or  receiving  anti- 
coagulant drugs  or  with  severe  anemia  should  avoid  Zorprin  Aspirin  used  chronically  may  cause  a persistent  iron  deficiency  anemia.  □ Gastrointestial: 
Aspirin  may  potentiate  peptic  ulcer,  and  cause  stomach  distress  or  heartburn  Aspirin  can  cause  an  increase  in  occult  bleeding  and  in  some  patients 
massive  gastrointestinal  bleeding  However,  the  greatest  release  of  active  drug  from  Zorprin  is  designed  to  occur  in  the  small  intestine  over  a period  of 
time  This  has  resulted  in  fewer  symptomatic  gastrointestinal  side  effects  □ Allergic:  Allergic  and  anaphylactic  reactions  have  been  noted  when 
hypersensitive  individuals  have  taken  aspirin.  Fatal  anaphylactic  shock,  while  not  common,  has  been  reported  □ Respiratory:  Aspirin  intolerance, 
manifested  by  exacerbations  ot  bronchospasm  and  rhinitis,  may  occur  in  patients  with  a history  of  nasal  polyps,  asthma,  or  rhinitis  The  mechanism  of 
this  intolerance  is  unknown  but  may  be  the  result  of  aspirin-induced  shunting  ot  prostaglandin  synthesis  to  the  lipoxygenase  pathway  ahd  the  liberation 
of  leukotrienes,  e g.  slow-reacting  substance  of  anaphylaxis.  □ Dermatologic:  Hives,  rashes,  and  angioedema  may  occur,  especially  in  patients  suffering 
from  chronic  urticaria.  □ Central  Nervous  System:  Taken  in  overdoses,  aspirin  provides  stimulation  which  may  be  manifested  by  tinnitus  Following  initial 
stimulation,  depression  of  the  central  nervous  system  may  be  noted  □ Renal:  Aspirin  rarely  may  aggravate  chronic  kidney  disease  □ Hepatic:  High  doses 
of  aspirin  have  been  reported  to  produce  reversible  hepatic  dysfunction  □ OVERDOSAGE:  Overdosage,  if  it  occurs,  would  produce  the  usual  symptoms 
of  salicylism  tinnitus,  vertigo,  headache,  confusioh,  drowsines,  sweating,  hyperventilation,  vomiting  or  diarrhea  Plasma  salicylate  levels  in  adults  may 
range  from  50  to  80  mg/dl  in  the  mildly  intoxicated  patient  to  110  to  160'  mg/dl  in  the  severely  intoxicated  patient  An  arterial  blood  pH  of  71  may  indicate 
serious  poisoning  The  clearance  of  salicylates  in  children  is  much  slower  than  adults  and  should  receive  due  cohsideration  when  aspirin  overdosages 
occur  in  infants;  salicylate  half-lives  of  30  hours  have  been  reported  in  infants  4-8  months  old  Treatment  for  mild  intoxication  should  include  emptying 
the  stomach  with  an  emitic,  or  gastric  lavage  with  5%  sodium  bicarbonate  Individuals  suffering  from  severe  intoxication  should,  in  addition,  have  forced 
diuresis  by  intravenous  infusions  of  sodium  bicarbonate  and  dextrose  or  sodium  lactate  In  extreme  cases,  hemodialysis  or  peritoneal  dialysis  may  be 
required  □ ('A  plasma  salicylate  level  of  160  mg/dl  in  an  adult  is  usually  considered  lethal.)  □ DOSAGE  4 ADMINISTRATION;  In  order  to  achieve  a 
zero-order  release,  the  tablets  ot  Zorprin  should  be  swallowed  intact.  □ Breaking  the  tablets  or  disrupting  the  structure  will  alter  the  release  profile  of  the 
drug.  □ It  IS  recommended  that  Zorprin  be  taken  with  sufficient  quantities  ot  fluids  (8  oz.  or  more).  □ Adult  Dosage:  For  mild  to  moderate  pain  associated 
with  rheumatoid  arthritis  and  osteoarthritis,  the  recommended  initial  dose  of  Zorprin  is  1600  mg  (2-800  mg  tablets)  twice  a day  Because  of  Zorprin's 
prolonged  release  of  aspirin  into  the  bloodstream,  Zorprin  tablets  may  be  taken  as  a b i d dose  Further  adjustment  of  the  dosage  should  be  determined 
by  the  physician,  based  upon  the  patient's  response  and  needs  Since  it  will  take  4-6  days  to  reach  steady-state  levels  of  salicylic  acid  with  Zorprin.  it  is 
recommended  dosages  be  given  for  at  least  one  week  before  further  adjustment  In  general,  patients  with  rheumatoid  arthritis  seem  to  require  higher 
doses  of  Zorprin  than  do  patients  with  osteoarthritis  □ Zorprin  is  not  recommended  lor  children  below  the  age  ol  12.  □ HOW  SUPPLIED:  Zorprin 
Tablets  800  mg;  plain,  white  capsule-shaped  tablets  O Bottles  of  100  Tablets  — NDC  0524-0057-01  □ Caution:  Federal  law  prohibits  dispensing  without 
prescription  DUS  Patent  No  4,308.251  □ Manufactured  and  Distributed  by:  BOOTS  PHARMACEUTICALS,  INC.,  Shreveport,  Louisiana  71106  U.S.A. 
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Pioneers  in  medicine  for  the  family 
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families  were  as  one  in  a professional  sense  as 
well  as  socially.  The  impact  each  had  upon  the 
other  becomes  very  real  as  the  author  carries  us 
from  1 year  to  another  in  his  narrative.  It  is 
interesting  to  read  of  Osier's  great  love  for  chil- 
dren: "Without  affectation,  he  played  and  re- 
sponded with  imagination  to  all  children  at 
their  levels,  easily  sharing  in  their  joy  and 
laughter.  Those  leisurely  moments  were  the 
source  of  mutual  delight;  Osier  found  the  chil- 
dren refreshing  and  they  welcomed  the  return 
of  their  'grown-up'  partner  in  frolic." 

The  footnotes  to  this  book  provide  a com- 
plete listing  of  resource  material  available  to 
the  author.  Biographical  notes  provide  an  in- 
troduction to  the  many  persons  mentioned  in 
the  narrative.  A further  addition  is  an  appen- 
dix listing  the  bibliographies  of  the  grandfather 
and  the  father  of  the  author.  Though  I realize 
the  purpose  of  the  book  is  to  reveal  the  nature 
of  the  closeness  of  the  Osiers  and  the  How- 
ards, the  title  "The  Chief:  Doctor  William 
Osier"  implies  to  this  reviewer  that  Osier  was 


to  be  the  main  character.  However,  often  he  is 
cast  in  a secondary  role.  The  author  has  every 
right  to  be  very  proud  of  the  close  relationship 
of  the  2 families,  but  at  times  he  tends  to  over- 
emphasize this  relationship.  I cannot  fault  him 
for  that  but  the  inclusion  of  the  bibliographies 
in  a book  entitled  with  Osier's  name  seems  a 
bit  ostentatious.  — M.E.A. 


BOARD  CERTIFIED  (OR  ELIGIBLE) 
FAMILY  PRACTITIONERS 

Two  or  three  compatible  physicians  (one  or  more  to  be 
female)  to  join  and,  as  desired,  in  the  next  one  to  three 
years  to  acquire  this  exceptionally  equipped,  very 
busy  family  practice.  Within  3 hours  driving  time  of  5 
major  medical  schools.  Mid  U.S.A.  with  an  urban- 
rural  practice  with  all  specialties  represented  in  the 
immediate  area,  and  hospitals  that  will  let  your  skills 
grow  with  your  training  — new  and  acquired.  Send 
C.V.'s  and  why  you  think  you  and  your  proposed 
associates  will  exist  together  compatibly.  Reply  to 
BOX  NO.  1554,  IOWA  MEDICINE,  1001  Grand  Ave- 
nue, West  Des  Moines,  Iowa  50265. 


BROADLAWNS  MEDICAL  CENTER 


Topics  In  Family  Medicine 

May  18-19 
The  Savery  Hotel 

Fourth  and  Locust,  Des  Moines,  Iowa 
Registration  fee:  $60 
Topics: 

• Office  ENT  procedures 

• Obesity 

• Pediatric  anemias 

• Menstrual  disorders 

For  detailed  program  and  registration,  contact: 

Bob  NeppI,  clinic  manager 
Broadlawns  Medical  Center 
18th  and  Hickman 
Des  Moines,  Iowa  50314 
(515)  282-2449 


• Genetic  counseling/prenatal  diagnosis 

• Alcoholism 

• The  high-risk  neonate 

• Medical  testifying 


Accreditation 
AMA  — 9.0  Category  1 
University  of  Iowa  — .9  CEUs 
AAFP  — 9.0  Prescribed  Hours 


April  1984  / 161 


Only  e(irrougli?Wellcome  Ca 


i 


fiS 


V 


ttlOPRW 

. on-gomg  ea®V  avalaW 

, Physician  scored  tablets 

quesbons  tone  score 

.Ichoceoi^OOmg^'-i 

a tel  VOO«  P®’’®'''*'  , , p»sv  titraw" 

• ^urrougbs 


CO 


/ Botf 


Teaching  Tomorrow's  Physicians 


CAROL  ASCHENBRENER,  M.D. 
Iowa  City,  Iowa 


"The  challenge  to  medical  faculty  members  is  to 
identify  the  skills,  knowledge,  awareness  and 
sensitivities  physicians  will  need  in  a future  that 
cannot  be  predicted  from  the  past  — then  help 
today's  students  develop  those  qualities,"  says 
the  College  of  Medicine's  new  associate  dean  for 
Student  Affairs  and  Curriculum. 


IN  HIS  BEST-SELLING  BOOK  Megatrends,  John 
Naisbitt  identifies  10  patterns  of  change  in 
American  society,  based  on  content  analysis  of 
news  publications  and  programs.  Three  of 
these  trends  — the  shift  to  an  information- 
oriented  society,  the  emergence  of  a significant 
self-reliance  movement,  and  the  demand  for 
high  technology  coupled  with  “high  touch"  — 
promise  to  exert  a major  influence  on  the 
reshaping  of  medical  practice. 

The  physician  of  tomorrow  must  be  edu- 
cated in  a manner  that  will  allow  him  or  her  to 
adapt  to  the  changing  demands  of  medical 
consumers,  to  integrate  information  process- 
ing into  office  management  and  continuing 
education,  and  to  maintain  excellent  com- 
munication skills  and  a humanistic  orientation 
while  providing  an  exploding  array  of  tech- 
nologies in  a cost-effective  manner. 

In  describing  the  philosophy  of  a liberal  arts 


Dr.  Aschenbrener  is  an  associate  professor  of  Pathology  and  was  re- 
cently appointed  associate  dean  at  the  U.  of  1.  College  of  Medicine. 


education,  the  General  Catalog  of  the  Universi- 
ty of  Iowa  states:  "A  liberal  arts  education  in- 
cludes something  called  a 'general  education' 
because  students  receive  general  preparation 
for  the  opportunities  and  problems  they  will 
encounter  throughout  their  lives.  This 
approach  to  education  assumes  that,  because 
we  cannot  now  foresee  all  of  these  opportuni- 
ties and  problems,  students  are  better  pre- 
pared for  the  future  if  they  have  learned  and 
developed  abilities,  awareness,  sensitivities 
and  knowledge  which  will  help  them  generate 
responses  to  unexpected  events." 

The  same  philosophy  may  be  applied  to  the 
4-year  medical  curriculum,  which  constitutes 
the  "general  education"  of  the  physician.  The 
challenge  of  medical  education  today  is  to 
identify  the  skills,  knowledge,  awareness,  and 
sensitivities  that  physicians  will  need  in  a fu- 
ture that  cannot  be  predicted  on  the  basis  of  the 
past. 

The  American  Association  of  Medical  Col- 
leges currently  is  completing  an  extensive  3- 
year  study  of  the  General  and  Professional 
Education  of  the  Physician  (GPEP)  with  the 
assistance  of  funding  from  the  Henry  J.  Kaiser 
Family  Foundation.  After  gathering  extensive 
information  and  opinions  via  public  hearings 
and  written  submissions  from  medical  stu- 
dents, faculty  and  deans  and  from  professional 
societies  and  college  faculties,  the  GPEP  task 
force  has  identified  14  "Areas  of  Concern"  re- 
lating to  the  structure  and  orientation  of  pre- 
clinical  and  clinical  training  in  medical  schools. 

Six  of  these  concerns,  and  the  University  of 
Iowa  programs  addressing  such  concerns,  are 
outlined  here.  Because  the  College  of  Medicine 
has  looked  to  the  future  rather  than  cling  to 
comfortable  tradition,  its  faculty  has  foreseen 
and  responded  to  many  of  the  challenges  in 
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medical  education  that  are  just  now  beginning 
to  draw  national  attention. 


CONCERN:  Emphasis  on  Memorization  of  a 
Vast  Amount  of  Factual  Data  and  Neglect  of  Inde- 
pendent Learning  Skills. 


The  proliferation  of  easily  accessible  medical 
information  systems  and  the  emergence  of 
computerized  diagnostic  programs  does  not 
obviate  the  necessity  for  a firm  foundation  of 
essential  medical  knowledge.  The  “facts"  of 
the  preclinical  sciences  are  the  vocabulary  of 
the  functioning  clinician.  At  the  University  of 
Iowa,  a number  of  strategies  are  utilized  to 
integrate  problem-solving  skills  and  clinical 
application  into  the  basic  sciences. 

In  Gross  Human  Anatomy,  for  example,  stu- 
dents correlate  structure  with  function  in  small 
groups  by  studying  their  own  bodies,  and 
periodic  lectures  relate  gross  anatomy  to 
radiographic  findings.  In  Medical  Biochemis- 
try, major  emphasis  is  given  to  development  of 
the  ability  to  analyze  the  biochemical  aspects  of 
clinical  problems.  The  recently  restructured 
Biostatistics  course  requires  students  to  apply 
statistical  concepts  in  the  analysis  of  clinical 
studies  reported  in  peer-reviewed  journals. 
Students  continue  to  perform  selected  labora- 
tory experiments  in  Medical  Physiology  and 
Medical  Microbiology.  Summer  research  fel- 
lowships, year-long  research  programs, 
"pathology-year"  externships,  the  Senior 
Honors  program  in  Internal  Medicine,  and  in- 
dependent study  options  in  the  elective  fourth 
year  provide  crucial  opportunities  for  many 
students  to  develop  strategies  of  scholarship. 


CONCERN:  Need  to  Increase  Small-Group  In- 
struction Reported  by  Most  Schools. 


At  the  University  of  Iowa,  small-group  in- 
struction has  been  an  integral  and  expanding 
component  of  the  curriculum  since  the  late 
1960s.  Most  preclinical  and  clinical  courses  in- 
clude some  small-group  instruction.  In  both 
Medical  Biochemistry  and  Medical  Physiology, 
students  apply  basic  concepts  and  utilize 
essential  facts  to  solve  clinical  problems  in  a 
small  group  setting. 

A major  section  of  both  the  General  and  Sys- 
temic Pathology  courses  is  devoted  to  the  de- 


velopment of  problem-solving  skills.  In  small 
discussion  groups  that  meet  weekly,  students 
analyze  information  about  patients,  laboratory 
data,  and  microscopic  findings  to  arrive  at  a 
diagnosis  and  present  their  rationale  and  con- 
clusions. 

In  the  first  semester,  the  required  Human 
Dimensions  in  Medicine  course  provides  a 
weekly  small-group  experience  in  which  stu- 
dents are  encouraged  to  experiment  with 
styles  of  communication  that  will  increase  their 
ability  to  interact  sensitively  and  effectively 
with  patients  and  peers.  The  Introduction  to 
Clinical  Medicine  course  relies  heavily  on 
small-group  instruction  to  teach  the  essentials 
of  patient  interviewing  and  physical  examina- 
tion. During  the  course,  each  student  has  33 
small-group  sessions  that  include  exposure  to 
student  and  faculty  preceptors,  simulated  pa- 
tients, a computerized  patient  simulator,  and 
actual  hospital  patients. 


CONCERN:  Lack  of  Faculty  Experience  and  Cost 
of  Technology  Inhibit  Incorporation  of  Computers 
Into  Medical  Education. 


Medical  students  are  not  yet  required  to  pos- 
sess personal  computers,  but  students  and 
faculty  alike  are  rapidly  acquiring  "computer 
literacy,"  and  computer  technology  already 
has  a firm  foothold  in  the  University  of  Iowa 
curriculum. 

For  more  than  10  years,  all  students  have 
participated  in  at  least  3 Computer-Assisted 
Patient  Simulations  while  taking  Systemic 
Pathology.  Using  a CRT  to  order  laboratory 
and  diagnostic  tests,  students  attempt  to  di- 
agnose specific  causes  of  anemia,  jaundice  and 
malabsorption  and  receive  feedback  on  test 
rationale  and  cost.  A recently  developed  4- 
hour  computer-assisted  videodisc  program  in- 
troduces junior  medical  students  on  the 
Pediatrics  clerkship  to  the  neuromotor  assess- 
ment of  infants.  This  sophisticated  program 
will  also  be  used  in  the  education  of  residents 
and  allied  health  personnel. 

The  most  elaborate  application  of  computer- 
ization is  "Harvey,"  the  Cardiology  Patient 
Simulator.  Used  extensively  by  second-year 
medical  students,  "Harvey"  simulates  the 
blood  pressure,  arterial  and  venous  pulses, 
and  auscultatory  fundings  of  most  cardiac  dis- 
eases. Ancillary  patient  information,  labora- 
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tory  results,  ECG  tracings,  and  X-rays  are  pre- 
sented on  a screen  at  the  head  of  “Harvey's” 
bed.  Students  control  the  rate  of  learning  and 
evaluate  themselves  in  a self-assessment  for- 
mat. 


CONCERN:  Lack  of  Delineation  of  Specific  Clin- 
ical Knowledge  and  Skills  Requirements. 


In  the  late  1970s,  clinical  departments  de- 
veloped extensive  educational  objectives  spec- 
ifying the  knowledge,  skills,  and  behaviors 
that  a medical  student  is  expected  to  learn. 
These  objectives  constitute  a framework  for 
instruction  and  evaluation.  Both  knowledge 
and  skills  are  evaluated  on  clinical  clerkships. 


CONCERN:  Need  for  Education  in  Ambulatory 
Settings. 


The  popular  elective  MECO  ("Medical 
Education  in  the  Community")  program 
attracts  about  one-third  of  each  first-year  class. 
Students  spend  8 weeks  of  their  post-freshman 
summer  working  with  practitioners  in  their 
offices  and  participating  in  some  of  the  physi- 
cians' professional  and  social  activities. 

The  required  junior  preceptorship  in  Family 
Practice  enables  all  students  to  spend  2 weeks 
with  an  Iowa  primary  care  physician.  Many 
cooperating  Iowa  practitioners  have  made  the 
preceptorship  a highly  successful  program, 
and  their  help  is  gratefully  acknowledged  else- 
where in  this  issue.  Senior  electives  provide 
additional  opportunities  to  experience  medical 
care  in  an  ambulatory  setting.  Each  year  some 
students  arrange  electives  in  underserved 
areas  and  in  developing  countries. 


CONCERN:  Development  of  Desirable  Values 
and  Attitudes  Should  Be  Integral  to  Medical  Educa- 
tion. 


From  their  first  week  as  freshmen  through 
their  senior  years,  a variety  of  concerted  efforts 
are  made  to  encourage  students  to  grow  as 
persons  and  to  explore  their  own  values  and 
attitudes. 

In  Human  Dimensions  in  Medicine,  fresh- 
men meet  weekly  with  a faculty  member  and 
second-year  student  to  discuss  humanistic 


issues,  to  share  their  attitudes  about  medicine 
and  their  reactions  to  medical  school,  and  to 
improve  their  interpersonal  skills.  In  Perspec- 
tives in  Medicine,  student  coordinators  invite 
speakers  from  a variety  of  health-related  disci- 
plines to  share  their  perspectives  on  health 
care. 

Simulated  patients  who  serve  as  Teaching 
Associates  in  Introduction  to  Clinical  Medicine 
give  invaluable  feedback  to  students  learning 
to  perform  pelvic  and  male  genito-rectal  ex- 
ams. These  associates  give  students  some  in- 
sight into  how  their  words  and  behaviors  may 
be  perceived  by  patients. 

A sophomore  elective.  Interpersonal  Skills, 
introduces  students  to  a model  of  helping 
others  and  integrates  specific  verbal  skills  with 
stages  of  the  helping  process.  Other  sopho- 
more electives  in  the  medical  humanities  pro- 
vide an  overview  of  the  historical  development 
of  medicine,  survey  the  portrayal  of  medicine 
and  physicians  in  art  and  literature,  and  com- 
pare modern  medicine  in  its  sociopolitical  con- 
text with  that  of  ancient  and  medieval  medi- 
cine. A series  of  lunch-time  discussions  brings 
interested  faculty  and  students  together  to  dis- 
cuss medical  literature,  history  and  ethics. 

A week-long  Human  Sexuality  segment  of 
Introduction  to  Clinical  Medicine  allows  stu- 
dents to  learn  about  a variety  of  sexual  prac- 
tices and  problems  from  an  interdisciplinary 
perspective.  Coordinated  small  group  discus- 
sions encourage  them  to  explore  their  attitudes 
about  sex  and  provide  an  opportunity  to  de- 
velop a comfortable  style  of  eliciting  a sexual 
history.  Health  policy  issues  are  the  focus  of  an 
optional  evening  discussion  group.  Ethical 
issues  are  debated  in  the  context  of  specific 
clinical  situations  at  monthly  noon  seminars, 
and  a concerted  effort  is  being  made  by  several 
departments  to  integrate  some  consideration 
of  ethics  into  regular  clinical  conferences.  Elec- 
tives in  bioethics  are  offered  for  sophomores 
and  seniors.  The  seniors  may  also  choose 
directed  or  independent  study  in  medical 
humanities  or  medical  history. 

Prediction  of  the  future  is  perhaps  more  dif- 
ficult today  than  at  any  other  time  in  history. 
At  the  University  of  Iowa  College  of  Medicine, 
faculty  remain  committed  to  continued  de- 
velopment of  a general  medical  education  that 
will  facilitate  Iowa  graduates'  ability  to  re- 
spond effectively,  enthusiastically,  and  ethi- 
cally to  unforeseen  challenges. 
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Scanlon  Loans  Bolster 
U.of  I.  Student  Aid  Programs 


KAY  COLANGELO,  Ph.D.,  and 
CAROL  ASCHENBRENER,  M.D. 
Iowa  City,  Iowa 


Over  30-plus  years  the  Iowa  Medical  Society  has  pro- 
vided financial  assistance  to  many  deserving  medical 
students.  The  amount  of  money  provided  to  lowans 
through  the  Scanlon  Loan  Fund  will  surpass  one  million 
dollars  this  academic  year.  The  Scanlon  Fund  and  other 
financial  aid  sources  at  the  U.  of  I.  are  described  in  this 
article. 


SOMETIME  THIS  YEAR,  the  Dr.  George  H.  Scan- 
lon Student  Loan  Fund  will  lend  its  one 
millionth  dollar  to  a medical  student.  As  the 
largest  single  non-federal  source  of  financial 
assistance  to  University  of  Iowa  medical  stu- 
dents, the  Scanlon  Loan  Fund  plays  an  in- 
creasingly important  role  in  financial  aid  pro- 
grams being  buffeted  by  fluctuations  in  the 
economy,  rising  educational  and  living  costs, 
and  fewer  federal  dollars. 

As  a principal  fund  within  the  Iowa  Medical 
Foundation,  Scanlon  Loans  totaling  $80,805 
were  made  to  39  U.  of  I.  medical  students  in 
1982-83.  This  year,  $108,000  has  been  loaned  to 
50  U.  of  I.  students  from  the  Foundation  fund, 
lowans  attending  any  medical  school  can  ap- 
ply for  a Scanlon  Loan,  and  in  1982-83  some 
$98,000  was  loaned  from  this  fund,  contributed 
to  by  Iowa  physicians. 

Students  are  seeking  and  receiving  more 
grants  and  loans  from  funds  administered  out- 
side the  University,  such  as  the  Scanlon  Loan 
Fund.  In  1980-81  those  funds  totaled  $102,976, 
rising  to  $157,393  in  1982-83.  Several  of  the 

Dr,  Colangelo  is  a program  associate  for  student  affairs,  and  Dr. 
Aschenbrener  is  associate  dean  for  student  affairs  and  curriculum  at  The 
University  of  Iowa  College  of  Medicine. 


outside  sources  of  aid  request  that  the  College 
of  Medicine  recommend  recipients.  Other  in- 
stitutions and  individuals  provide  aid  through 
private  agreements  with  individual  students. 

The  College  of  Medicine  has  3 major  loan 
funds,  which  all  show  an  increase  in  use:  the 
Carroll  Brown  Medical  Student  Loan,  Kellogg/ 
Medical  Education  Assistance  Program  Loan, 
and  the  Sledd  Foundation  Loan.  In  1980-81, 17 
students  received  $12,774  from  these  funds; 
just  two  years  later,  79  students  received 
$137,269.  These  funds  are  not  used  until  stu- 
dents have  exhausted  all  possible  federal 
sources  of  aid.  Several  other  endowed  loan 
accounts  that  charge  low  interest  — or  no  in- 
terest at  all  — ensure  that  no  student  will  be 
forced  to  leave  the  College  of  Medicine  because 
of  lack  of  funds.  Among  these  are  the  Barry 
Freeman  Memorial  Loan  Fund,  Bonnie  Colsch 
Memorial  Loan  Fund,  Dr.  Richard  Todd  Loan 
Fund,  the  J.  D.  Treneman,  M.D.,  Loan  Fund, 
and  the  Fred  W.  and  Floyd  T.  Neubauer  Fund. 

FOR  MINORITY  STUDENTS 

The  University  of  Iowa  provides  grants  for 
minority  students  enrolled  in  the  Educational 
Opportunities  Program  (EOP),  with  a large 
portion  of  the  money  going  to  medical  stu- 
dents. In  1980-81,  22  medical  students  received 
$105,614  from  this  grant,  and  in  1983-84,  53 
students  will  receive  $429,613.  The  maximum 
EOP  grant  is  for  tuition  ($3,920  for  an  Iowa 
resident  this  fall)  plus  $2,100,  which  of  course 
does  not  cover  the  student's  entire  budget. 
Minority  students  must  seek  out  other  loans 
for  the  balance  of  their  needs.  Admission  to  the 
Educational  Opportunities  Program  does  not 
automatically  entitle  the  student  to  grant  sup- 
port. Awards  to  these  students  are  based  on 
demonstrated  financial  need,  just  as  are  all 
other  awards. 

By  far  the  most  available  loan  program  for 
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medical  students  is  the  federal  Guaranteed 
Student  Loan  (GSL).  In  1982-83,  508  medical 
students  received  $2,276,502  from  this  pro- 
gram alone,  two-thirds  of  the  total  aid.  The 
GSL  has  a two-year  deferral  period  after  the 
student  graduates  and  9%  interest  does  not 
accrue  until  the  repayment  period  begins.  The 
loans,  obtained  directly  by  the  student  from  a 
lending  institution,  are  insured  by  the  federal 
or  the  state  government.  While  enough  GSL 
money  has  been  available  to  accommodate  stu- 
dents, such  funds  may  be  in  jeopardy.  Federal 
guidelines  also  have  become  more  stringent.  If 
a student's  parents  earn  more  than  $30,000 
annually,  the  student  is  required  to  demon- 
strate need  to  receive  a GSL.  Medical  students 
can  borrow  up  to  $5,000  per  year  to  a maximum 
of  $25,000  in  the  GSL  program. 

Two  other  federal  programs,  the  Health  Pro- 
fessions Student  Loan  (HPSL)  and  the  Nation- 
al Direct  Student  Loan  (NDSL),  show  a de- 
crease in  activity  because  of  fewer  federal  dol- 
lars. In  1980-81,  the  HPSL  provided  $453,318 
for  132  students  and  $433,906  for  172  students 
in  1982-83.  The  NDSL  accounted  for  $153,598 
for  80  students  in  1980-81  and  $146,070  for  104 
students  in  1982-83.  Both  programs  are  revolv- 
ing funds,  with  schools  allowed  to  make  loans 
from  repayments.  Guidelines  for  these  pro- 
grams have  become  more  rigorous,  however, 
and  federal  appropriations  are  expected  to  dis- 
appear soon,  leaving  schools  with  only  the 
money  which  comes  into  the  accounts  from 
repayments.  The  College  of  Medicine  will  re- 
ceive only  $6,000  of  new  HPSL  money  in  1984- 
85. 


INCREASING  TUITION 
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Figure  1.  Increasing  importance  of  non-federal  funds  in  U.  of  I. 
medical  student  financial  aid  programs  is  illustrated.  Bars  at  left  and 
center  show  amount  of  money  provided  by  loan  funds  administered 
outside  the  University.  Bars  at  right  show  money  provided  by 
College  of  Medicine  loan  funds. 


■ 1980-81 
□ 1982-83 


HPSL  + NDSL  OTHER 


With  increasing  tuition  and  living  costs,  the 
amount  of  aid  being  sought  by  medical  stu- 
dents continues  to  climb.  The  grand  total  of 
student  aid  from  all  sources  was  $3,242,128  in 
1980-81  and  $4,126,494  in  1982-83.  Between 
1980  and  1983,  medical  tuition  for  an  Iowa  resi- 
dent increased  from  $1,460  to  $3,200  and  for  a 
non-resident  from  $3,410  to  $6,820.  In  1984-85, 
tuition  will  be  $3,920  for  lowans  and  $8,520  for 
non-residents.  With  the  projected  tuition  in- 
crease, an  in-state,  unmarried,  first-year  stu- 
dent is  anticipated  to  have  a budget  in  excess  of 
$10,000  for  1984-85.  And  costs  are  expected  to 
continue  to  rise. 

To  date,  the  College  of  Medicine  has  been 
able  to  assist  all  students  who  have  qualified 


Figure  2.  Dramatic  increase  in  "need-based"  financial  aid  in  a 
3-year  period  is  shown  in  bars  at  left,  with  230  medical  students 
considered  eligible  for  financial  aid  on  the  basis  of  their  Financial 
Aid  Form  and  receiving  $1,316,806  in  1980-81,  and  364  students 
receiving  $3,242,617  in  1982-83.  The  Guaranteed  Student  Loan 
(GSL),  Health  Professions  Student  Loan  (HPSL),  and  the  National 
Direct  Student  Loan  (NDSL)  provide  large  portions  of  medical 
student  financial  aid,  but  programs  are  threatened  by  more  strin- 
gent guidelines  and  fewer  federal  dollars. 

for  aid.  Without  such  help  as  the  Scanlon  Loan 
Fund  and  others  have  provided,  this  would 
not  be  the  case.  As  federal  assistance  programs 
continue  to  disappear,  it  is  critical  that  new 
sources  of  private  funds  be  found.  The  College 
of  Medicine  is  committed  to  vigorous  fund- 
raising for  student  aid. 
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Appreciation  to  Physician  Preceptors 


The  University  of  Iowa  College  of  Medicine 
extends  sincere  appreciation  to  the  125 
Iowa  physicians  who  served  last  year 
(academic  year  1982-83)  as  preceptors  for  third- 
and  fourth-year  medical  students  and  for  stu- 


dents in  the  Physician  Assistant  Program. 
These  preceptorships  are  an  important  ele- 
ment in  the  College's  outreach  effort,  and  they 
permit  students  to  observe  first-hand  a medical 
practice  away  from  the  academic  setting. 


1982-83  PRECEPTORS  FOR 
THIRD  YEAR  PRECEPTORSHIP 

Served  Students  from  Class  of  1984 


Ankeny  Rodney  R.  Carlson,  M.D.  (7) 

Atlantic  Thomas  Payne,  M.D.  (4) 

Boone  John  F.  Murphy,  M.D.  (2),  Wayne  E.  Rouse,  M.D. 

(1) 

Burlington  Jo  Ellen  Hoth,  M.D.  (2) 

Carroll Homer  Skinner,  M.D.  (2) 

Cedar  Falls  Robert  N.  Bremner,  M.D.  (2),  James  R.  Young, 

M.D.  (2) 

Cedar  Rapids James  F.  Stiles,  M.D.  (5),  Robert  L.  Swaney,  M.D. 

(2),  Mark  J.  Tyler,  M.D.  (1) 

Centerville  James  B.  McConville,  M.D.  (3) 

Cherokee Gene  E.  Michel,  M.D.  (1) 

Clarinda  G.  William  Richardson,  M.D.  (1) 

Clinton George  L.  York,  M.D.  (2) 

Creston  Peter  R.  Marcellus,  M.D.  (3) 

Davenport  Marvin  F.  Ohsann,  M.D.  (1) 

Decorah James  A.  Bullard,  M.D.  (2),  Drew  Pellett,  M.D.  (5), 

Max  Quaas,  M.D.  (2) 

Denison  Donald  J.  Soil,  M.D.  (1) 

Des  Moines  James  R.  Bell,  M.D.  (3),  Charles  R.  Peterson,  M.D. 

(5),  Ronald  A.  Shirk,  D.O.  (1) 

Dyersville Anthony  Sweeney,  M.D.  (1) 

Eagle  Grove  Dale  Harding,  M.D.  (1) 

Elkader  Kenneth  E.  Zichal,  M.D.  (1) 

Emmetsburg Gerald  J.  Wieneke,  M.D.  (2) 

Estherville  Robert  S.  Hranac,  M.D.  (1) 

Fairfield James  H.  Dunlevy,  M.D.  (1) 

Forest  City Robert  C.  Haakenson,  M.D.  (1) 

Fort  Dodge  Gary  L.  LeValley,  M.D.  (1) 

Grinnell  Robert  Carney,  M.D.  (2) 


Figures  in  parentheses  show  number  of  students  physicians  had  during 
year. 


Guttenberg  Robert  J.  Merrick,  M.D.  (4) 

Hamburg  Frederic  M.  Ashler,  M.D.  (2) 

Harlan  Robert  E.  Donlin,  M.D.  (3) 

Humboldt Laine  D.  Dvorak,  M.D.  (2) 

Iowa  City Victor  G.  Edwards,  M.D.  (5) 

Iowa  Falls  Francis  L.  Pisney,  M.D.  (3) 

Kalona Dwight  G.  Sattler,  M.D.  (3) 

Lake  City James  C.  Comstock,  M.D.  (1) 

Lamoni Norman  M.  Nelson,  M.D.  (1) 

Le  Mars  Daryl  E.  Doorenbos,  M.D.  (2) 

Leon Larry  W.  Richards,  M.D.  (1) 

Manchester  Mary  Ann  Arends,  M.D.  (4),  Paul  A.  Searles,  D.O. 

(1) 

Manilla  John  M.  Hennessey,  M.D.  (3) 

Maquoketa  John  A.  Broman,  M.D.  (1),  Clifford,  L.  Rask,  M.D. 

(2) 

Marengo  Dan  Hogan,  M.D.  (2) 

Marshalltown  David  L.  Thomas,  M.D.  (3) 

Masan  City  James  K.  Caddington,  M.D.  (1),  Jon  R.  Yankey, 

M.D.  (3) 

Missouri  Valley  John  M.  Barnes,  M.D.  (2) 

Mount  Vernon  Kim  B.  Brandt,  M.D.  (1) 

Muscatine Steven  S.  Krogh,  M.D.  (3),  Dean  McGinty,  M.D. 

(1),  Mark  Odell,  M.D.  (1),  Patrick  A.  Tranmer, 
M.D.  (1) 

Ogden  Enfred  E.  Linder,  M.D.  (3) 

Osceola  James  D.  Kimball,  M.D.  (1) 

Oskaloosa  R.  Michael  Collison,  M.D.  (3) 

Red  Oak  William  G.  Artherholt,  D.O.  (1) 

Rockford  Russell  G.  Barrett,  M.D.  (2) 

Sioux  City  Gerald  J.  McGowan,  M.D.  (2),  John  N.  Redwine, 

D.O.  (1),  John  H.  Roberts,  M.D.  (2) 

Solon  Bruce  Van  Houweling,  M.D.  (1) 

Spencer  George  F.  Fieselmann,  M.D.  (2),  John  E.  Kelly, 

M.D.  (4) 

Spirit  Lake Donald  F.  Rodawig,  M.D.  (1) 

State  Center  Larry  R.  Beaty,  M.D.  (1) 

Storm  Lake  Timothy  K.  Daniels,  M.D.  (2) 

Vinton  Sherman  L.  Anthany,  M.D.  (2) 

Waterloo Kent  R.  Opheim,  M.D.  (1) 

Waukon Bill  R.  Withers,  M.D.  (2) 

Webster  City Subhash  C.  Sahai,  M.D.  (2) 

West  Union  Larry  H.  Boeke,  M.D.  (I) 

Winfield Billy  R.  Nordyke,  M.D.  (2) 
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1982-83  PRECEPTORS  FOR  FOURTH  YEAR 
ELECTIVE  PRECEPTORSHIP 

Served  Students  from  Class  of  1983 


Ankeny 


Rodney  Carlson,  M.D.  (1) 


Cedar  Rapids Percy  Harris,  M.D.  (1),  Tom  Schroeder,  M.D.  (1), 

James  Stiles,  M.D.  (1),  Robert  Swaney,  M.D.  (1) 

Decorah James  Bullard,  M.D.  (1) 

Le  Mars  Gerald  Van  Es,  M.D.  (1) 

Mount  Vernon  Kim  Brandt,  M.D.  (1) 

Muscatine Forrest  Dean,  M.D.  (2),  Steven  Krogh,  M.D.  (1) 

Solon  Bruce  Van  Houweling,  M.D.  (2) 


1982-83  PHYSICIAN  ASSISTANT 
PROGRAM  PRECEPTORS 


Ames  Jack  T.  Swanson,  M.D. 

Centerville  Anthony  Owca,  M.D. 

Davenport  Gordon  Cherwitz,  M.D.,  Mike  Dehnec,  M.D., 

Eugene  Johnson,  M.D.,  George  Vitek,  M.D. 
Denver Kenneth  D.  McMains,  M.D. 

Des  Moines  Michael  Abrams,  M.D.,  Oscar  Barillas,  M.D.,  Ger- 


trude Doughten,  D.O.,  Lester  R.  Dragstedt,  M.D., 
J.  R.  Gambill,  M.D.,  David  Kaung,  M.D.,  Alda 
Knight,  M.D.,  Thomas  Lucas,  M.D.,  Sinesio  Misol, 
M.D.,  Carl  Peterson,  M.D.,  Greg  Rohs,  M.D., 


Wayne  Sands,  M.D.,  Rizwan  Shah,  M.D. 

Dubuque  Allen  Harves,  M.D.,  Paul  Laube,  M.D.,  Barry  A. 

Smith,  M.D. 

Hampton  David  E.  Dennis,  D.O. 


Iowa  City David  A.  Culp,  M.D.,  Albert  Cram,  M.D.,  Gerald 

DiBona,  M.D.,  Peter  R.  Jochimsen,  M.D.,  Douglas 
Laube,  M.D.,  Henry  A.  Nasrallah,  M.D.,  Thomas 
Parsons,  M.D.,  Adolph  Sahs,  M.D.,  Fred  D.  Staab, 
M.D. 
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DRUG  THERAPY 

REVIEW 

Robert  j.  Roberts,  M.D.,  Editor 


ISOTRETINOIN  (ACCUTANE®) 
FOR  THE  MANAGEMENT 
OF  SEVERE  NODULOCYSTIC 
ACNE 


ISOTRETINOIN  [ 1 3-cis-retinoic  acid]  (Ac- 
cutane®) is  an  oral  retinoid  used  for  the 
treatment  of  severe  nodulocystic  acne  that  has 
not  responded  to  other  forms  of  therapy.  Re- 
cently the  use  of  isotretinoin  has  been  recom- 
mended in  other  types  of  severe  inflammatory 
acne  resulting  in  scarring,  gram-negative  fol- 
liculitis (a  complication  of  antibiotic  treatment 
of  acne),  severe  acne  rosacea,  and  in  selected 
cases  of  hidradenitis  suppurativa.^  The  drug 
has  also  been  used  experimentally  in  disorders 
of  keratinization. 

PHARMACOLOGY/MECHANISM 

Retinoids,  through  their  relationship  to  vita- 
min A,  may  have  many  actions  related  to 
growth  promotion,  the  differentiation  and 
maintenance  of  epithelial  tissues,  reproduc- 
tion, and  vision.  For  the  purposes  of  this  dis- 
cussion of  the  use  of  isotretinoin  in  acne,  a 
more  limited  pharmacological  profile  can  be 
presented.  Isotretinoin  is  a marked  inhibitor  of 
sebaceous  gland  function.^  Histologic  studies 
demonstrate  a great  decrease  in  sebaceous 
gland  size.^  Because  of  the  decrease  in  the 


This  information  for  Iowa  physicians  is  furnished  and  sponsored  by  the 
University  of  Iowa  Hospitals  and  Clinics. 


functional  capacity  of  the  glands,  there  is  a 
secondary  decrease  in  the  intrafollicular  Pro- 
pionibacterium  acnes  population.  The  drug  also 
has  been  shown  to  have  antikeratinizing 
effects  which  may  be  important  in  the  therapy 
of  acne.  Isotretinoin  also  has  been  shown  to 
have  anti-inflammatory  activity. 

PHARAAACOKINETICS 

Isotretinoin  is  a lipophilic  molecule  which  is 
absorbed  in  the  small  intestine.  Peak  blood 
concentrations  occur  approximately  2 to  3 
hours  after  drug  ingestion.^  The  drug  should 
be  taken  in  2 divided  dosages.  The  bioavailabil- 
ity  of  the  drug  is  greatest  when  isotretinoin  is 
given  with  meals.  In  contrast  to  vitamin  A, 
more  than  99%  of  isotretinoin  is  bound  to  albu- 
min in  the  plasma.  Also  in  contrast  to  vitamin 
A,  there  is  no  liver  storage  of  isotretinoin.  The 
major  metabolite  of  the  drug  is  4-oxo- 
isotretinoin.  Glucuronidation  of  the  drug 
occurs  and  the  drug  is  excreted  in  the  bile  and 
urine.  The  half-life  of  isotretinoin  and  its  major 
metabolite,  4-oxo-isotretinoin,  ranges  from  10 
to  20  hours. 

CLINICAL  TRIALS  AND  EXPERIENCE 

Multiple  clinical  trials  have  demonstrated 
the  effectiveness  of  the  drug  with  upwards  of 
90%  clearing  in  many  cases  during  the  first 
course  of  therapy.^'  Lesions  of  the  face 
tend  to  show  greater  clearing  than  those  on  the 
back  and  chest.  Isotretinoin  can  often  be 
stopped  when  more  than  75%  improvement  is 
obtained  due  to  the  fact  that  continued  im- 
provement is  usually  seen  after  therapy  is 
stopped.  One  of  the  remarkable  findings  fol- 
lowing isotretinoin  therapy  have  been  the  pro- 
(Please  turn  to  page  171) 
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For  nearly  a hundred  years,  the  Statue  of  Liberty 
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could  be  closed  at  the  very  time  America  is  celebrat- 
ing their  hundredth  anniversaries.  The  230  million 
dollars  needed  to  carry  out  the  work  is  needed  now. 


All  of  the  money  must  come  from  private  dona- 
tions; the  federal  government  is  not  raising  the  funds. 
This  is  consistent  with  the  Statue’s  origins.  The  French 
people  paid  for  its  creation  themselves.  And  America’s 
businesses  spearheaded  the  public  contributions  that 
were  needed  for  its  construction  and  for  the  pedestal. 
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longed  remissions,  which  often  last  for  several 
years.  In  experimental  studies,  several  differ- 
ent dosages  of  isotretinoin  have  been  used, 
namely  0.1,  0.5,  and  1 mg/kg/day.^'  ^ The  clin- 
ical response  with  the  3 dosages  has  been 
roughly  the  same,  but  with  the  lowest  dose 
over  40%  of  the  patients  have  required  retreat- 
ment whereas  with  the  highest  dose  only  10% 
of  the  patients  have  required  retreatment. ^ 
Therefore,  1 mg/kg/day  is  the  recommended 
dose.  During  the  onset  of  therapy,  severe 
flares  of  acne  may  occur,  requiring  a decrease 
in  the  dose  of  the  drug  and  concomitant  corti- 
costeroid therapy.  The  dose  of  isotretinoin 
may  also  have  to  be  decreased  if  side  effects  are 
too  severe.  The  dosage  of  isotretinoin  may 
have  to  be  increased  to  as  high  as  2 mg/kg/day 
if  there  is  severe  involvement  of  the  back  or 
chest.  Individual  courses  of  therapy  should  be 
no  longer  than  20  weeks.  If  retreatment  is  re- 
quired, it  can  be  started  8 weeks  after  the  first 
course  of  therapy  has  been  terminated.  It  is 
rare  if  ever  that  a third  course  of  therapy  is 
required. 

SIDE  EFFECTS 

Because  of  the  multiple  effects  of  vitamin  A 
derivatives,  it  is  not  unexpected  that  a broad 
spectrum  of  side  effects  have  been  observed 
with  isotretinoin.  It  is  probably  fair  to  say  that 
every  patient  treated  with  the  drug  will  have  1 
or  more  clinical  side  effects.  Mucocutaneous 
side  effects  are  most  common.  Cheilitis  is  seen 
in  approximately  90%  of  all  patients.  Other 
mucocutaneous  side  effects  observed  during 
isotretinoin  therapy  include  facial  dermatitis, 
xerosis,  pruritus,  desquamation  of  the  tips  of 
the  fingers  and  soles,  hair  loss,  the  develop- 
ment of  exuberant  granulation  tissue  at  lesion 
sites  and  in  the  paronychial  region,  epistaxis, 
dry  mouth,  conjunctivitis,  and  nose  bleeds. 
Central  nervous  system  side  effects  include 
headache,  lethargy,  and  fatigue.  Pseudotumor 
cerebri  has  occurred  during  therapy,  but  in 
most  instances  the  patients  were  also  taking 
antibiotics  such  as  tetracycline  and  minocy- 
cline which  also  can  cause  pseudotumor  cere- 
bri. Pain,  tenderness,  and  stiffness  of  the  mus- 
cles, bones,  or  joints  have  also  been  seen  and 
may  require  the  use  of  nonsteroidal  anti- 
inflammatory agents  or  other  analgesic  drugs. 
The  most  significant  laboratory  abnormalities 


have  been  dose-related  increases  in  tri- 
glycerides which  may  be  accompanied  by  a 
decrease  in  plasma  high  density  lipoproteins. 
Mild  elevation  of  liver  function  tests  also  may 
occur. 

All  of  the  above  clinical  and  laboratory  side 
effects  have  been  transient  in  nature  and  have 
been  reversible  on  discontinuation  of  therapy. 
Some  of  the  side  effects,  such  as  the  tri- 
glyceride elevations,  have  been  seen  more 
commonly  when  the  drug  has  been  used  ex- 
perimentally in  disorders  of  keratinization 
where  higher  daily  dosages  have  been  used.® 
In  these  studies,  bony  hyperostoses  have  also 
been  observed  and  there  have  been  2 reports  of 
premature  epiphyseal  closure.  Whether  these 
latter  side  effects,  which  should  be  empha- 
sized have  not  been  seen  in  acne  patients,  are 
permanent  remains  to  be  determined. 

The  drug  is  teratogenic^  and  a number  of 
major  fetal  abnormalities  have  been  seen  in  the 
term  births  of  women  who  have  become  preg- 
nant while  taking  the  drug.^°  These  fetal 
abnormalities  include  hydrocephalus,  mi- 
crocephaly, and  external  ear  abnormalities. 
Therefore,  the  drug  must  not  be  administered 
to  anyone  who  is  either  pregnant  or  contem- 
plating becoming  pregnant,  and  the  prescrib- 
ing physician  must  make  certain  that  any 
female  patient  of  childbearing  age  is  on  an 
effective  form  of  contraception  throughout  the 
course  of  therapy  and  for  at  least  1 month  after 
the  drug  is  stopped.  If  a patient  does  become 
pregnant,  the  patient  must  be  counseled  on 
the  potential  risk  to  the  fetus  should  pregnan- 
cy be  continued.  Mutagenic  effects  have  not 
been  observed. 

The  drug  is  available  in  10-  and  40-mg  cap- 
sules. The  average  individual  receiving  a dose 
of  1 mg/kg/day  will  require  2 40-mg  capsules. 
Adjustment  of  the  dosage  level  can  also  be 
achieved  by  using  different  amounts  of  iso- 
tretinoin on  alternate  days. 

DISCUSSION 

There  can  be  little  question  that  isotretinoin 
is  a very  effective  drug  for  the  treatment  of 
acne.  However,  because  of  the  pattern  of  side 
effects  and  the  teratogenic  potential  of  the 
drug,  its  use  should  be  restricted  to  treatment- 
resistant  conditions  as  outlined  in  the  intro- 
duction, and  patients  should  be  fully  informed 
of  the  many  side  effects  that  occur  during  ther- 
( Please  turn  to  page  172) 
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apy.  The  drug  should  not  be  used  for  the  man- 
agement of  patients  with  ordinary  acne  vulgar- 
is. Careful  monitoring  of  the  clinical  and 
laboratory  responses  of  the  patient  is  required. 
Pretreatment  laboratory  tests  should  include  a 
CBC,  SMA-12,  and  fasting  plasma  triglyceride 
measurements.  Fasting  plasma  triglyceride 
should  be  measured  approximately  2 to  3 
weeks  after  the  onset  of  therapy.  The  entire 
laboratory  battery  should  be  repeated  again  at 
4 to  6 weeks.  Further  laboratory  monitoring  is 
dependent  upon  the  results  of  these  evalua- 
tions. Significant  triglyceride  elevations  are 
unlikely  to  occur  after  6 weeks  of  therapy. 
Nonetheless,  it  is  probably  best  to  repeat  the 
laboratory  battery  at  the  end  of  the  course  of 


therapy  as  a guideline  for  future  treatment.  — 
John  S.  Strauss,  M.D.,  professor  and  head,  Depart- 
ment of  Dermatology. 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary.  Consult  the  package  literature  for  prescribing 
information. 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
rreatment  of  the  toUowmg  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms; 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumortiae  (Diplococcus  pneumoniae).  Haemophilus 
influenzae.  andS  pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication;  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THECEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins);  therefore,  it  is  important  to  consider 
Its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 

Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bactenologic  studies,  and 
fluid . electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C.  difficile  Other 
causes  of  colitis  should  be  ruled  out. 

Precautions:  General  Precautions— an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g , pressor 
amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs’  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs'  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs'  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommendad 

As  a result  of  administration  of  Ceclor.  a false-positive  reaction  for 
glucose  m the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest*  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  m Pregnancy — Pregnancy  Category  6— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  1 2 times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 

Nursing  Moffters— Small  amounts  of  Ceclor  have  been  detected  in 
mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 t8,  0 20,  0 21.  andO  16  mcg/ml  at  two,  three, 
four,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


Sonne  ampicillin-resisfant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’-® 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H,  influenzae,  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieyed  a satisfactory  clinical 
response  with  Ceclor,^ 


tefoclor 


Pulvules®,  250  and  500  mg 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Ceclor*  (cefaclor.  Lilly)  is  administered  to  a nursing 
woman 

Usage  in  Children — Safety  and  effectiveness  of  this  product  for  use 
in  infants  less  than  one  month  of  age  have  nol  been  established 
Adverse  Reactions;  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below: 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely. 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100).  Pruritus, 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 in  200 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis/arthralgia  and . frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported.  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  halt  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosmophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  Uncertain — Transitory  abnormalities  in  clinical 
laboratory  test  results  have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepatic — Slight  elevations  of  SCOT,  SGPT.  or  alkaline  phosphatase 
values  (1  in  40) 

Hematopoietic — Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  in  40) 

flena/— Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061782R1 


* Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S.  prjeumorw'ae  or  W influenzae  * 

Note  Ceclor  is  contraindicated  m patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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HOSPICE  CARE  — AN 
ALTERNATIVE  MEDICARE  BENEFIT 


Effective  November  1,  1983  the  scope  of 
Medicare  benefits  was  expanded  to  in- 
clude coverage  for  hospice  care  for  terminally 
ill  Medicare  beneficiaries  who  elect  to  receive 
such  care  from  a certified  hospice  provider. 
The  hospice  benefit  was  mandated  under  the 
Tax  Equity  and  Fiscal  Responsibility  Act  (TEF- 
RA)  of  1982  (Public  Law  97-248  enacted  on 
September  3,  1982). 

The  hospice  benefit  is  intended  to  meet  the 
special  needs  of  patients  experiencing  terminal 
illness  and  to  help  their  families  cope  with  the 
unique  problems  and  distress  related  to  this 
difficult  time.  The  patient  and  family,  as  the 
primary  unit  of  care,  are  actively  encouraged  to 
make  decisions  about  hospice  care. 

What  is  a Hospice? 

The  term  “hospice”  derives  from  the  Latin 
“hospitium”  which  was  a place  of  shelter  or 
inn  for  travelers.  Hospice  currently  is  defined 
as  a concept  rather  than  a place.  It  is  an 
approach  to  treatment  where  the  emphasis  is 
placed  upon  palliative  and  supportive  care  to 
meet  the  special  needs  of  patients  and  their 
families  during  the  final  stages  of  terminal  ill- 
ness. An  organized  interdisciplinary  approach 
is  used  to  deliver  comprehensive  services  on  a 
24-hour-a-day  7 day  a week  basis. 

In  the  United  States,  the  hospice  concept 
emphasizes  home  care.  A team  of  health  prac- 
titioners, clergy  and  volunteers  deal  with  the 

This  information  on  public  matters  is  furnished  and  sponsored  by  the 
Iowa  State  Department  of  Health. 


patient's  physical,  psychological  and  spiritual 
needs  and  counsel  the  family,  as  well,  enabling 
the  terminally  ill  individual  to  remain  at  home 
in  the  company  of  family  and  friends  as  long  as 
possible.  Short  term  inpatient  services  are  util- 
ized only  when  medical  intervention  is  re- 
quired to  control  pain  or  alleviate  symptoms  or 
when  the  family  needs  temporary  relief  from 
the  burden  and  stress  involved  in  caring  for  the 
individual  (respite  care). 

Regulations  summary 

A hospice  program  is  defined  under  Medi- 
care regulations  as  a public  or  private  organiza- 
tion (or  subdivision  thereof)  which: 

(a)  is  primarily  engaged  in  providing  hospice 
care,  including  bereavement  counseling  on  a 
24-hour  basis,  as  needed; 

(b)  provides  the  services  in  the  home,  on  an 
outpatient  basis,  and  on  an  inpatient  basis,  as 
appropriate  (care  provided  in  an  intermediate 
care  facility  is  limited  to  respite  care  only); 

(c)  provides  core  services  through  hospice 
employees;  (other  covered  services  can  be 
obtained  under  arrangements) 

(d)  maintains  professional  management  re- 
sponsibility through  legally  binding  contrac- 
tual agreements  for  services  not  provided 
directly  to  assure  continuity  of  care  and 
maintenance  of  fiscal  responsibility  — (1)  the 
written  agreement  must  specify  that  the  con- 
tractor will  execute  the  hospice  plan  of  care  and 
maintain  the  hospice's  medical  record  and  (2) 
inpatient  care  agreements  must  specify  the  ser- 
vices to  be  provided,  documentation  require- 
ments, personnel  qualifications  and  financial 
liability,  among  other  items; 

(e)  limits  its  use  of  inpatient  care  to  an  aggre- 
gate of  no  more  than  20%  of  its  total  days  of 
elected  care; 

(f)  has  one  or  more  interdisciplinary  groups 
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(including  at  least  1 physician,  a registered 
professional  nurse,  a social  worker,  a coun- 
selor and  any  other  individual(s)  the  hospice 
deems  appropriate)  that  establish  the  policies 
governing  provision  of  care  and  provides  or 
supervises  the  care  delivered; 

(g)  has  a governing  body  providing  for  the 
centralization  of  authority  and  responsibility 
and  for  overall  operation  of  the  hospice; 

(h)  has  a medical  director  who  assumes  over- 
all responsibility  for  medical  care  and  an  ad- 
ministrator with  responsibility  for  the  day  to 
day  management  of  the  hospice; 

(i)  maintains  clinical  records; 

(j)  uses  volunteers  to  provide  administrative 
or  direct  patient  care  equal  to  a minimum  to  5% 
of  the  total  patient  care  hours  provided  by  paid 
employees  and  contract  staff; 

(k)  provides  an  ongoing  training  program 
for  employees  to  ensure  the  quality  of  care; 

(l)  continues  to  provide  care  to  Medicare 
beneficiaries  even  if  benefits  are  exhausted; 

(m)  operates  in  conformity  with  health  and 
safety  requirements  established  by  HHS  and  is 
licensed  in  the  State  (if  applicable). 

What  services  are  covered  under  Medicare? 

Medicare  will  cover  the  following  items 
when  furnished  under  a written  plan  of  treat- 
ment by  a certified  hospice  provider  to  an  eligi- 
ble beneficiary.  Listed  below  are  core  services 
which  must  be  provided  directly  by  hospice 
employees.  Other  services  may  be  provided 
under  arrangements  with  other  outside  agen- 
cies or  organizations. 

Physician  services; 

Nursing  services; 

Medical  social  services; 

Counseling  services  (including  chaplaincy, 
and  nutritional  guidance); 

Home  Health  Aide  — Homemaker  Aides  — 
volunteers; 

Physical  therapy,  occupational  therapy  and 
speech-language  pathology; 

Medical  supplies  and  equipment  (including 
drugs  and  biologicals  used  for  symptom  con- 
trol); 

Short-term  inpatient  care  for  pain  control  or 
acute  or  chronic  symptoms  management; 

Short-term  inpatient  care  to  provide  respite  for 
family  or  others  caring  for  the  individual  at 
home. 

Bereavement  services  must  be  provided  as  a 


part  of  counseling  services  but  are  not  reim- 
bursible.  (The  bereavement  program  is  pre- 
ventive, not  therapeutic). 

Who  is  eligible  for  the  Hospice  Benefit? 

All  Medicare  Part  A beneficiaries  are  eligible 
for  hospice  care  if: 

• The  attending  physician  (for  initial  certi- 
fication only)  and/or  a hospice  physician  certify 
a patient  is  terminally  ill  with  a life  expectancy 
of  six  months  or  less,  and 

• The  patient  has  elected  to  receive  hospice 
services  (The  patient  (or  his  representative 
when  authorized  in  accordance  with  state  law) 
signs  an  election  statement);  (The  election 
statement  must  indicate  the  patient's  aware- 
ness of  the  nature  of  hospice  care,  i.e.,  pallia- 
tive, not  curative  care)  and  the  particular  Medi- 
care benefits  being  waived  by  electing  hospice 
care  — (a)  any  care  related  to  terminal  illness 
which  is  not  arranged  for  through  the  desig- 
nated hospice;  and  (b)  curative  services  for  the 
terminal  condition. 

(Please  turn  to  page  176) 
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TABLE  1 

MEDICARE  COVERED  BENEFIT  UNDER 


Service  Item 

Hospice 

Home  Health 
Agency 

Hospital 

Continuous  care  at  home  during  periods  of  crisis 

Yes 

No 

No 

Personal  comfort  items 

Yes 

No 

No 

Counseling  services  at  home  for  both  the  patient  and  family 

Yes 

No 

No 

Homemaker  Services 

Yes 

No 

No 

Volunteer  services  must  be  available 

Yes 

No 

No 

Drugs  for  pain  and  symptoms  control  to  be  used  at  home 

Yes 

No 

No 

Services  covered  whether  or  not  the  patient  is  homebound 

Yes 

No 

N/A 

Inpatient  care  to  provide  respite  for  family  or  other  care  giver 

Yes 

No 

No 

Care  must  continue  even  if  benefits  run  out 

Yes 

No 

No 

Deductibles  waived 

Yes 

No 

No 

When  the  patient  chooses  to  have  hospice 
care,  does  this  decision  affect  other 
Medicare  benefits? 

Yes,  unlike  other  Medicare  benefits,  the  hos- 
pice alternative  is  designed  to  be  a single 
source  for  the  health  care  services  which  must 
be  “elected"  in  lieu  of  regular  Medicare  cover- 
age. Except  for  charges  submitted  by  the  pa- 
tient's own  physician.  Medicare  will  pay  only 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages; 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  1 00%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 


the  hospice  for  services  related  to  the  patient's 
terminal  illness.  Services  related  to  other  ill- 
nesses or  injuries  continue  to  be  covered  under 
Medicare.  Many  items  and  services  are  cov- 
ered under  hospice  that  are  not  covered 
through  any  other  type  of  facility  or  provider. 
Table  1 shows  a comparison  of  certain  service 
items  and  their  coverage  by  provider  type. 

Hospice  care  in  the  United  States  can  be 
found  in  free  standing  institutions  and  in  hos- 
pitals, on  mixed  medical  wards  and  in  separate 
specialized  units  and  predominately  in  the 
home.  The  hospice  movement  in  the  United 
States  has  grown  from  only  1 program  in  1974 
to  some  1,200  by  January  1,  1984,  with  many 
more  in  the  planning  stages. 

Twenty-two  hospice  programs  in  Iowa  were 
contacted  during  the  months  of  September  and 
October  to  determine  their  interest  in  partici- 
pating in  the  Medicare  Program.  Only  3 out  of 
the  total  number  decided  to  pursue  certifica- 
tion at  the  onset.  A number  of  other  agencies 
expressed  interest  but  indicated  they  were  not 
ready  and  would  apply  at  a later  date.  At  pres- 
ent, Hospice  of  Central  Iowa  in  Des  Moines  is 
certified.  The  certification  of  another  Hospice 
agency  is  pending  and  several  other  agencies 
are  scheduled  for  initial  survey. 

Although  it  is  evident  the  Hospice  regula- 
tions pose  major  hurdles  to  Medicare  certifica- 
tion for  most  Hospice  programs,  the  success  of 
the  hospice  movement  confirms  the  fact  that 
the  hospice  concept  is  a needed  viable  alterna- 
tive which  should  be  available.  Enactment  of 
the  Medicare  hospice  benefit  is  a tangible  dem- 
onstration of  support  for  increasing  the  op- 
tions and  assistance  available  to  the  terminally 
ill. 
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February  1984  Morbidity  Report 


Feb. 

1984 

1983 

Most  Feb.  Cases 

1984 

to 

to 

Reported  From 

Disease 

Total 

Date 

Date 

These  Counties 

Amebiasis 

1 

5 

0 

Boone 

Brucellosis 

1 

1 

0 

Tama 

Chickenpox 

1047 

1562 

1653 

Scattered 

Campylobacter 

8 

27 

32 

Scattered 

Cytomegalovirus 

0 

4 

4 

Eaton's  Agent 
infection 

1 

4 

65 

Linn 

Encephalitis,  viral 

1 

2 

6 

Hamilton 

Erythema 

infectiosum 

0 

0 

10 

Gastroenteritis 

(GIV) 

2946 

4129 

4042 

Scattered 

Giardiasis 

14 

30 

33 

Scattered 

Hepatitis,  A 

3 

6 

5 

Iowa,  Jackson, 

Hepatitis,  B 

11 

21 

8 

Muscatine 

Scattered 

Hepatitis,  Non  A-B 

0 

4 

3 

Hepatitis 

type  unspecified 

0 

1 

3 

Herpes  Simplex 

76 

123 

143 

Scattered 

Herpes  Zoster 

0 

0 

3 

Histoplasmosis 

0 

0 

3 

Infectious 

mononucleosis 

24 

38 

58 

Scattered 

Influenza, 

lab  confirmed 

52 

53 

37 

Scattered 

Influenza-like 
illness  (URI) 

13972 

17142 

11937 

Scattered 

Legionellosis 

0 

0 

1 

Malaria 

1 

1 

1 

Polk 

Meningitis 

aseptic 

3 

5 

12 

Johnson,  Linn 

bacterial 

8 

25 

28 

Scattered 

meningococcal 

4 

12 

4 

Linn,  Osceola,  Polk 

Mumps 

6 

7 

26 

Scattered 

Pertussis 

0 

3 

2 

Rabies  in  animals 

14 

22 

33 

Scattered 

Reye  Syndrome 

0 

0 

0 

Rheumatic  Fever 

0 

0 

0 

Rubella 

(German  measles) 

0 

0 

0 

Measles 

0 

0 

0 

Salmonellosis 

12 

37 

25 

Scattered 

Shigellosis 

4 

11 

7 

Benton,  Dubuque, 

Tetanus 

0 

0 

0 

Muscatine,  Woodbury 

Toxic  Shock 
Syndrome 

2 

3 

3 

Dubuque,  Linn 

Tuberculosis 
total  ill 

5 

9 

16 

Allamakee,  Polk, 

bact.  pos. 

2 

6 

13 

Winneshiek 
Allamakee,  Polk 

Typhoid  Fever 

0 

0 

0 

Venereal  diseases: 
Gonorrhea 

371 

713 

674 

Scattered 

Syphilis 

2 

5 

2 

Polk 

Other  Non-Reportable  Diseases:  ToxopI 

asma  — 

1 , Johnson,  1 , Polk. 

Anyone  Responsible 
KrAHalf  Million 
Dollars  Shouldn’t  Have 
ToWorkTwoJobs. 


Making  money  is  a full  time  job. 
Unfortunately,  so  is  managing  it. 

And  most  people  and  companies  are 
far  better  at  getting  rich  than  they  are  at 
staying  that  way. 

Unless  they  hire  us.  Statesman 
Investment  Advisors. 

We  work  for  individuals,  corporations, 
endowment  funds,  pension  funds  and 
associations  with  manageable  assets  of  a 
half  million  dollars  or  more. 

And  weTl  manage  your  assets  on  a 
fee  basis,  designing  portfolios  that  are 
responsive  both  to  the  market  and  to  your 
gods  and  objectives. 

We  offer  no  products,  no  insurance 
and  receive  no  commissions. 

AH  we  have  to  sell  is  a staff  with  35 
years  of  broad  investment  experience  and 
over  $150,000,000  under  management. 

Want  to  make  your  half  rmUion 
whole?  Put  Statesman  Investment 
Advisors  to  work  for  you. 

Call  515-284-7648. 

REGISTERED  INVESTMENT  ADVISORS 

fflThe  Statesman  Group,  Inc. 

Suite  804  Des  Moines  Building 
Des  Moines,  LA.  50309 
. (515)  284-7648 

Statesman  Investment  Advisors,  inc  . 
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MERCY  HOSPITAL  MEDICAL  CENTER 

DES  MOINES,  IOWA 
PRESENTS 


“MERCY 
HEART  DAY  ” 


WEDNESDAY,  MAY  16,  1984 

8:00  A.M.  TO  4:00  P.M. 


GUEST  FACULTY: 

GORDON  A.  EWY,  M.D. 

PROFESSOR  OF  INTERNAL  MEDICINE 
(CARDIOLOGY) 

UNIVERSITY  OF  ARIZONA  COLLEGE 
OF  MEDICINE 
TUCSON,  ARIZONA 

TOPIC:  “RISK  FACTOR  MODIFICATION 
IN  PREVENTION  OF  PRIMARY 
CORONARY  ARTERY  DISEASE” 

ROBERT  L.  FELDMAN.  M.D. 

ASSOCIATE  PROFESSOR  OF  MEDICINE 
(CARDIOLOGY) 

UNIVERSITY  OF  FLORIDA  COLLEGE 
OF  MEDICINE 
GAINESVILLE,  FLORIDA 

TOPICS:  “LASER  THERAPY  OF  CORONARY 
ARTERY  DISEASE” 

AND 

“UNSTABLE  ANGINA” 


FLETCHER  MILLER.  JR..  M.D. 

ASSISTANT  PROFESSOR  OF  MEDICINE 
MAYO  MEDICAL  SCHOOL 
ROCHESTER,  MINNESOTA 

TOPICS:  “PROLAPSING  MITRAL  VALVE” 

AND 

“NON-INVASIVE  DIAGNOSTIC  TESTS 
FOR  CORONARY  ARTERY 
DISEASE” 

LEON  RESNEKOV,  M.D. 

PROFESSOR  OF  MEDICINE 
UNIVERSITY  OF  CHICAGO 
CHICAGO,  ILLINOIS 

TOPIC:  “CALCIUM  BLOCKING  DRUGS” 

SPEAKER  TO  BE  ANNOUNCED 

TOPIC:  “MANAGEMENT  OF  ARRHYTHMIAS” 


MAHENDR  KOCHAR,  M.D. 

ASSOCIATE  PROFESSOR  OF  MEDICINE 
AND  PHARMACOLOGY 
MEDICAL  COLLEGE  OF  WISCONSIN 
MILWAUKEE,  WISCONSIN 

TOPICS:  “BETA  BLOCKING  AGENTS 

IN  HYPERTENSIVE  CARDIOVASCULAR 
DISEASE” 

AND 

“WHO  SHOULD  RECEIVE  BETA 
BLOCKING  AGENTS  IN  POST 
MYOCARDIAL  INFARCTION?” 

THE  SEMINAR  WILL  BE  HELD  IN  BEH  AUDITORIUM  SOUTH-1 
Medical  Education  Department 
contact:  Mercy  Hospital  Medical  Center 

Sixth  and  University 

Des  Moines,  Iowa  50314  Ph.  # (515)  247-3042 


Physicians  Fee $50.00 

Physicians'  Assistants  Fee  $20.00 

Nursing  Fee  $20.00 

Paramedical  Fee  $20.00 

Complimentary Residents, 


Interns  & Medical  Students 
ADVANCED  REGISTRATION  REQUESTED! 


A.M. A.  Approved  for  6 hours  Category  1 of 
the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 

Approved  A.A.F.P.  6 hours  Prescribed  Credit. 
A.O.A.  6 hours  Category  2-D  Credit. 

CEU’s:  0.6  (6  contact  hours) 


178  / Iowa  Medicine 


News  About  Colleagues 

m 

ABOUT 

IOWA  PHYSICIANS 

Dr.  John  Martin  recently  was  named  Clarinda 
Citizen  of  the  Year.  Dr.  Martin  received  the 
M.D.  degree  at  Northwestern  University.  Fol- 
lowing World  War  II,  he  helped  set  up  the 
neurosurgery  department  at  Walter  Reed  FIos- 
pital  in  Washington,  D.  C.  Later  he  joined  in 
medical  practice  with  Dr.  Lowell  Davis,  step- 
father of  Nancy  Reagan,  the  President's  wife. 
He  is  a collector  of  rare  medical  books  which  he 
has  donated  to  the  University  of  Iowa  where  a 
special  room  is  named  in  his  honor.  . . . Dr. 
Lee  A.  Marker,  professor  of  Otolaryngology 
and  Head  and  Neck  Surgery  at  the  U.  of  I. 


College  of  Medicine,  recently  was  appointed 
vice  chairman  of  the  Department. 


New  officers  of  the  Iowa  Dermatological  Socie- 
ty are  Dr.  Randall  R.  Maharry,  Des  Moines, 
president;  Dr.  Sophocles  Marty,  Mason  City, 
vice  president;  and  Dr.  Warren  Piette,  Iowa 
City,  secretary-treasurer.  . . . Dr.  Carol  A. 
Aschenbrener  recently  was  named  associate 
dean  for  Medical  Student  Affairs  and  Curricu- 
lum, a post  she  has  held  on  an  interim  basis 
since  September  1,  1983.  Dr.  Aschenbrener 
succeeds  Dr.  George  L.  Baker,  former  trustee 


“After  the  sale  . . . 
it’s  the  SERVICE  that  counts.  ” 


\ 


It’s  the  V PageWriter 
Cardiograph  ...  for 
convenient,  accurate 
EKG  diagnosis. 


One-button  operation. 
Simple  to  operate, 
and  flexible  to  meet 
your  needs. 


Automatic  lead 
switching,  markings 
and  annotations 


Complete  data  recorded 
on  a single  page 
no  EKG  record 
cutting,  pasting  or 
mounting. 


uncompromising  quality  traces; 
consistent,  organized  patient  data; 
single-page  EKG  records, 


— an  improved  level  of  efficiency 
in  your  office- 


crisp,  uniform 
traces  tor  improved 
readability 


You  get  all  this,  and  more, 
at  a low  cost  of  ownership. 


There  is  now  a radically  new  cardiograph 
for  your  Private  Practice.  It  gives  you— 


original  quality 
duplicate  records, 
at  the  touch  of  a 
button. 


Hawkeye  Medical  Supply,  Inc. 

HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  lA  52244  (319)  337-3121 
BRANCH  OFFICE:  5737  UNIVERSITY  AVE..  DES  MOINES,  lA  50311  (515)  274-4015 


IOWA  WATS:  1-800-272-6448 
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TIME  SAVING 
PRESCRIPTION 
FOR  MEDICAL 
STAFFS 


PERMA  STAMP*  pre-inked  hand  stamps 
are  the  perfect  time  saving  prescription  for 
all  medical  staffs.  They  require  no  stamp 
pad;  cutting  marking  time  in  half.  No  more 
ink  pad  mess  either.  JUST  THOUSANDS  & 
THOUSANDS  OF  CRISP,  CLEAN  IM- 
PRESSIONS. Custom  imprints  to  meet  your 
specific  needs  or  stock  imprints  available. 

Want  it  on  paper,  fast,  readable  time  after 
time ...  try  Perma-Stamp*. 


PERMA 
TAMP 


We’re  Iowa’s 
Only  Perma  Stamp 
Manufacturer! 


MAKES  BETTER  IMPRESSIONS 


DES  MOINES  STAMP  MFC.  CO. 

Manufacturers  of  Marking  Products  Since  1880 
851  Sixth  Ave.  Box  1798  Des  Moines.  Iowa  50306 
Phone:(515)288-7248 


BLACK  HILLS 
SOUTH  DAKOTA 
SEMINAR 

The  Seventh  Annual  Black  Hills  Seminar 
on  Advances  in  Clinical  Pediatrics  — June 
20,  21  and  22,  1984,  at  Sylvan  Lake  Re- 
sort, Custer,  South  Dakota,  sponsored  by 
the  Department  of  Pediatrics  and  Adoles- 
cent Medicine,  University  of  South  Dakota 
School  of  Medicine.  Guest  faculty  include 
Drs.  Frank  Oski,  John  Scanlon,  Dan  Levin, 
Robert  Vernier  and  H.  David  Wilson.  For 
complete  conference  information  contact; 

Lawrence  R.  Wellman,  M.D. 
Program  Coordinator 
USD  School  of  Medicine 
1100  S.  Euclid,  P.O.  Box  5039 
Sioux  Falls,  SD  57117-5039 
605-333-7178 


of  the  Iowa  Medical  Society.  Dr.  Aschenbrener 
received  the  M.D.  degree  at  the  University  of 
North  Carolina  College  of  Medicine  in  Chapel 
Hill,  North  Carolina,  and  served  her  pathology 
residency  at  the  U.  of  I.  College  of  Medicine. 

. . . At  a recent  meeting  of  the  Hamilton  Coun- 
ty Medical  Society,  Dr.  Eduardo  Reveiz  was 
elected  president;  Dr.  Kie  Yun  Lee,  vice  presi- 
dent and  Dr.  Joseph  X.  Latella,  secretary- 
treasurer.  All  are  Webster  City  physicians.  . . . 
Dr.  Robert  Rakel,  professor  and  head  of  the 
Department  of  Family  Practice  at  the  U.  of  I. 
College  of  Medicine,  has  authored  a book  enti- 
tled TEXTBOOK  OF  FAMILY  PRACTICE. 


Dr.  James  D.  Kimball  recently  received  a spe- 
cial Chamber  of  Commerce  award  from  the 
Osceola  CC  for  his  community  involvement. 
Dr.  Kimball  has  served  on  the  Parks  and  Rec- 
reation Board,  Clarke  Community  School 
Board  and  as  director  of  the  Osceola  State 
Bank.  He  is  a past  president  of  the  medical  staff 
at  Clarke  Community  Hospital;  chairman  of 
the  utilization  review,  infection  control  com- 
mittee and  medical  records  committee.  Dr. 
Kimball  has  practiced  in  Osceola  since  1968. 
He  recently  accepted  a faculty  position  at 
Broadlawns  Medical  Center  in  Des  Moines. 

. . . Dr.  Thomas  L.  Duncan  will  join  Medical 
Associates  in  LeMars  in  July.  Dr.  Duncan  re- 
ceived the  M.D.  degree  at  Creighton  Universi- 
ty School  of  Medicine  and  is  completing  his 
family  practice  residency  at  St.  Joseph's  Hos- 
pital in  Mason  City.  . . . Dr.  Vincent  Carsten- 
sen,  Waverly,  recently  was  recognized  by  the 
Waverly  Chamber  of  Commerce.  Dr.  Carsten- 
sen  has  been  active  in  community  affairs  since 
locating  in  Waverly  in  1947.  He  has  served  as 
chairman.  Chamber  Development  Committee; 
Chamber  board  member;  chief  of  staff,  Waver- 
ly Hospital;  he  has  received  the  Iowa  High 
School  Athletic  Association's  Team  Physician 
Award.  A Waverly  native.  Dr.  Carstensen  re- 
cently retired  from  his  medical  practice.  . . . 
Dr.  Mira  Tomasevic  recently  began  family 
practice  in  Zearing.  Dr.  Tomasevic  received 
her  medical  education  at  Medical  University  in 
Zagreb,  Yugoslavia,  and  served  a pathology 
residency  at  Children's  Memorial  Hospital; 
Lutheran  Park  Hospital  and  Columbus- 
Cuneo-Cabrini  Medical  Center  in  Chicago,  Illi- 
nois. Dr.  Tomasevic  has  been  in  private  prac- 
tice in  Chicago. 


180  / Iowa  Medicine 


FOR 

PROFESSIONAL  PROTECTION 
EXCLUSIVEiy 


— YOUR  FIRST  STEP  TO  FIRST  QUAUTY  PROTECTION  — 

CONTACT  FIELD  REPRESENTATIVE 

Des  Moines  Office 
L.  ROGER  GARNER 

Suite  506,  Merle  Hoy  Tower,  3800  Merle  Hoy  Rood 
(515)  276-6202 

Mailing  Address:  P.O.  Box  3556,  Urbandale  Station,  Des  Moines,  Iowa  50322 
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DAVIS  AND  DOWD 
ASSOCIATES,  LTD. 

Financial  Reporting 
Practice  Management 
Tax  Planning 
Pension  Plan  Consultants 


Russell  Davis 
Don  Dowd 
Robert  Fischer,  CPBC 


2813  Terrace  Dr. 

Cedar  Falls,  Iowa  50613 
(319)  277-8531 

MANAGEMENT  FOR  THE  HEALTH  PROFESSIONS 


Dr.  Robert  E.  Pucelik,  Independence,  has 
been  named  medical  director  of  the  chemical 
dependency  unit  at  Schoitz  Medical  Center  in 
Waterloo.  Dr.  Pucelik  is  a former  medical 
director  of  the  alcohol  and  drug  abuse  treat- 
ment unit  at  the  Independence  MHI. 


DEATHS 

Dr.  Frederick  C.  Brush,  66,  Mason  City,  died 
January  31  at  a Mason  City  hospital.  Dr.  Brush 
received  the  M.D.  degree  and  served  his  urolo- 
gy residency  at  the  U.  of  I.  College  of  Medicine. 
He  began  medical  practice  in  Mason  City  in 
1949.  Dr.  Brush  was  a clinical  associate  profes- 
sor at  the  U.  of  I.  and  served  3 tours  on  the 
Project  Hope  Ship.  A World  War  II  veteran. 
Dr.  Brush  was  a member  of  the  Urological  Soci- 
ety of  Iowa  and  board  member  for  Camp 
Gay  wood  in  Clear  Lake. 


CLARKSON  MEDICAL 
^LECTURE  SERIES® 


S OPHTHALMOLOGY  FOR  THE  PRIMARY  CARE  PHYSICIAN 
May  18,  1984  Clarkson  Hospital  Storz  Pavilion 

8 a.m.  to  5 p.m. 

Featured  speakers  include:  James  Folk,  M.D.,  Malcolm  McConnell,  M.D., 
David  Parke,  M.D.,  Peter  Whitted,  M.D. 


Topics  include: 

"Ophthalmology  for  the  General  Physician  - 
Getting  the  Most  Out  of  Your  Office" 

Malcolm  McOonnell,  M.D. 

"Retinal  Vascular  Disease  - Diagnosis  and 
Treatment” 

James  Folk,  M.D. 

"The  Red  Eye  - Diagnosis  and  Treatment” 

Peter  Whitted,  M D. 

Panel  discussion 
Grand  Rounds 

"Eye  Manifestations  of  Systemic  Disease" 

James  Folk,  M.D 
Workshops: 

“Office  Procedures  in  Ophthalmology" 

"The  Fundus  Exam  and  Recognition  of 
Retinal  Disease" 

For  more  information, 


Workshops  (continued): 

"Emergency  Procedures  in  Ophthalmology 
for  the  General  Physician” 

"Glaucoma  Testing" 

"Care  of  Post  Operative  Eye  Patient  by  the 
Primary  Care  Physician” 

"New  Concepts  in  Ophthalmology  - Present 
and  Future" 

David  Parke,  M.D. 

"Clarkson's  Role  in  the  Organ  Retrieval 
Program" 

Daniel  Durrie,  M.D. 

Panel  Discussion 

C. M.E.  and  A.A.F.P.  credits  to  be  awarded 

Bishop  Clarkson  Memorial  Hospital,  44th  and 
Dewey  Ave.,  Omaha,  NE  68105 
call  402-559-3378 
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CLASSIFIED 

ADVERTISING 


POSITION  WANTED  — Board  eligible  University  Hospital  residency 
trained  physician  available  for  family  practice/pediatric  practice  or  em- 
ployment. Very  flexible.  Will  also  consider  part  time  work.  Please  call 
515/278-5381  or  write  2608  Camelot  Drive,  Des  Moines,  Iowa  50322. 


WANTED  — OB/GYN  physician  for  choice  rural  clinic  in  southern 
Minnesota.  The  clinic  is  a top  notch,  fee  for  service  group  in  Albert  Lea, 
Minnesota,  of  20  physicians.  Earnings,  fringe  benefits,  peer  rela- 
tionships, all  of  outstanding  nature.  Opening  available  in  1984  or  1985. 
Contact  B.  J.  Boss,  507/373-8251  or  507/377-1406,  or  L.  E.  Sheihamer, 
M.D.,  507/373-8251  or  507/377-1530  or  write  Albert  Lea  Clinic,  P.A.,  1602 
Fountain  Street,  Albert  Lea,  Minnesota  56007. 


WANTED  — ENT  physician  for  choice  rural  clinic  in  southern  Minneso- 
ta. The  Clinic  is  a top  notch,  fee  for  service  group  in  Albert  Lea,  Minne- 
sota, of  20  physicians.  Earnings,  fringe  benefits,  peer  relationships,  all 
of  outstanding  nature.  Opening  available  in  1984  or  1985.  Contact  B.  J. 
Boss,  507/373-8251  or  507/377-1406,  or  L.  E.  Sheihamer,  M.D.,  507/373- 
8251  or  507/377-1530  or  write  the  Albert  Lea  Clinic,  P.A.,  1602  Fountain 
Street,  Albert  Lea,  Minnesota  56007. 


WANTED  — Family  Practice  Physician  for  choice  rural  clinic  in  southern 
Minnesota.  The  clinic  is  top  notch,  fee  for  service  group  in  Albert  Lea, 
Minnesota,  of  20  physicians.  Earnings,  fringe  benefits,  peer  rela- 
tionships, all  of  outstanding  nature.  Opening  available  1984  or  1985. 
Contact  B.  J.  Boss,  507/373-8251  or  507/377-1406,  or  L.  C.  Stoker,  M.D., 
507/373-8251  or  507/373-1744,  or  write  the  Albert  Lea  Clinic,  P.A.,  1602 
Fountain  Street,  Albert  Lea,  Minnesota  56007. 


FOR  SALE  — Complete  office  furniture  and  equipment.  Northeast 
Iowa.  In  excellent  condition  and  priced  right.  Write  No.  1555,  IOWA 
MEDICINE,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265. 


GROUP  HEALTH,  INC.  — the  midwest's  largest  and  oldest  prepaid 
multi-specialty  group,  seeks  associates  in  ALLERGY,  CARDIOLOGY, 
FAMILY  PRACTICE  (NO  OB/GYN),  GERIATRICS,  OBSTETRICS/ 
GYNECOLOGY.  Must  be  board  certified  or  eligible.  Excellent  facilities, 
comprehensive  benefits,  highly  competitive  earnings.  Send  curriculum 
vitae  to:  Paul  J.  Brat,  M.D.,  Medical  Director,  GROUP  HEALTH,  INC., 
2829  University  Avenue  Southeast,  Minneapolis,  Minnesota  55414. 


FAMILY  PRACTICE  POSITION  — Join  group  of  7M.D.'s  in  North  Iowa 
town  of  3,500.  Clinic  located  across  the  street  from  50-bed  hospital.Prac- 
tice  in  town  of  1,000 11  miles  away.  All  the  independence  of  solo  practice 
combined  with  the  back-up,  call  sharing  and  financial  security  of  group 
practice.  Excellent  salary,  fringe  benefit,  buy-in  package.  Call  collect 
515/732-3753  or  write  Administrator,  915  Pine,  Osage,  Iowa  50461. 


FAMILY  PRACTICE  — CEDAR  RAPIDS  — Excellent  working  hours 
with  limited  call  schedule.  Join  established  Primary  Care  Center.  Con- 
tact Jill  at  319/396-2000  or  write  Medicenter  West,  2215  Westdale  Drive, 
S.W.,  Cedar  Rapids,  Iowa  52404. 


PRA).  Distinguished  professors.  FLY  ROUNDTRIP  FREE  ON  CARIB- 
BEAN, MEXICAN,  & ALASKAN  CRUISES.  Excellent  group  fares  on 
finest  ships.  Registration  limited.  Pre-scheduled  in  compliance  with 
present  IRS  requirements.  Information:  International  Conferences,  189 
Lodge  Ave.,  Huntington  Station,  N.Y.  11746.  (516)  549-0869. 


FOR  SALE  — Medical  exam  room  furnishings  — office  equipment, 
instruments,  sterilizer,  etc.  Contact  W.  H.  Verduyn,  M.D.,  Schoitz 
Medical  Center,  Waterloo,  Iowa  50702.  Phone:  319/234-0109. 


GENERAL  INTERNISTS  AND  FAMILY  PRACTITIONERS  IN- 
TERESTED IN  GERIATRIC  MEDICINE  — will  find  an  optimal  practice 
setting  in  our  Sun  City,  Arizona  healthcare  centers.  CIGNA  Healthplan, 
Inc.,  one  of  the  nation's  largest  prepaid  health  plans,  offers  an  opportu- 
nity to  practice  medicine  free  of  the  business  aspects.  Night  and 
weekend  call  is  very  light.  Competitive  salaries.  Excellent  benefits. 
Please  respond  to  Director,  Professional  Recruitment,  P.O.  Box  29030, 
Phoenix,  Arizona  85038.  602/954-3506. 


WANTED  — FAMILY  PRACTITIONER/GENERALIST  — Full  time 
physician  to  replace  recently  retired  partner  in  a two-man  practice.  You 
will  be  associated  with  a board  certified  Family  Physician.  College  town, 
pop.  9,000.  For  further  information,  contact  John  B.  Brunkhorst,  M.D., 
203  First  Avenue,  N.E.,  Waverly,  Iowa  50677.  Office  phone  — 319/ 
352-3180.  Residence  phone  — 319/352-3486. 


FOR  SALE  — Computer  Program,  "Drug  Interactions."  Designed  for 
TRS  80  (cassette  tape).  Send  for  brochure.  Write  C.  W.  Maplethorpe,  Jr., 
M.D.,  115  E.  High,  Toledo,  Iowa  52342. 


1984  CME  CRUISE/CONFERENCES  ON  LEGAL-MEDICAL  ISSUES  — 
Caribbean,  Mexican,  Hawaiian,  Alaskan,  Mediterranean.  7-14  days  in 
Winter,  Spring,  Summer.  Approved  for  18-24  CME  Cat.  1 credits  (AMA/ 


FAMILY  PRACTITIONER  POSITION  — available  in  rural  setting.  20 
minutes  from  Des  Moines.  Busy  clinic  with  young  Board  Certified 
Family  Practitioners.  Write  Box  238,  Indianola,  Iowa  50125. 
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Referral  Guide 

PHYSICIANS' 

DIRECTORY 


ALLERGY 


GASTROENTEROLOGY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5677 


CARDIOLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  0.0. 

JEFFREY  STAHL,  M.D. 

04'!  iqTH 
DES  MOINES  5031 1 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.O.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


GYNECOLOGY 


LANE  A.  REEVES.  M.D.,  P.C. 

MEDICAL  ARTS  CENTER,  SUITE  355 
2055  KIMBALL  AVENUE 
WATERLOO  50702 
319/291-2000 

PRACTICE  LIMITED  TO  GYNECOLOGY 
REPRODUCTIVE  ENDOCRINOLOGY 
AND  INFERTILITY 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIRH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY.  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-86766 


ELECTRODIAGNOSIS 


BURTON  STONE.  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


HEMATOLOGY-ONCOLOGY 


JASJEET  SANGHA,  M.D. 

3118  BROCKWAY  ROAD 
WATERLOO  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


INTERNAL  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
DANIEL  H.  GERVICH,  M.D. 

INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


PULMONARY  MEDICINE,  P.C. 

STEVEN  K.  ZORN,  M.D. 

GREGORY  HICKLIN,  M.D. 

4060  WESTOWN  PKWY. 

WEST  DES  MOINES  50265 
515/225-8452 

CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
ROGER  T.  LUI,  M.D. 

STEVEN  G.  BERRY,  M.D. 

PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D. 

NEWBORN  SPECIALIST,  P.C. 
421  LAUREL 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C, 

JOHN  T.  BAKOOY,  M.D.,  ROBERT  C.  JONES,  M.O., 
STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 

ROBERT  A.  HAYNE,  M.D. 

THOMAS  A.  CARLSTROM,  M.D. 

METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 

MICHEL  ANDRE,  M.D. 

1420  WOODLAND 
DES  MOINES  50309 
515/243-5014 

PRACTICE  LIMITED  TO  NEUROSURGERY 
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OPHTHALMOLOGY 


PATHOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.O.,  RUSSELL  H.  WAH,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R.  WIDNER,  M.O., 
GILBERT  W.  HARRIS,  M.D.,  JAMES  A.  DAVISON,  M.D. 
309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 

OPHTHALMIC  ASSOCIATES,  P.C. 

ARTHUR  C.  WISE,  M.D.,  ROBERT  D.  WHINERY, 

M.D.,  STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 

NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D., 

MICHAEL  L.  LONG,  M.D. 

U.  JOHN  BERZINS,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1481 
MASON  CITY  50401 
515/423-8861 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE,  M.D., 
GERALD  J.  COLLINS,  M.D.,  JAMES  E.  SPODEN,  M.D. 
310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 

ROBERT  T.  BROWN,  M.D., 

ROBERT  G.  SMITS,  M.D., 

EUGENE  PETERSON,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 

OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

939  OFFICE  PARK  RD.,  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

EAR,  NOSE  AND  THROAT  SURGERY, 

HEAD  AND  NECK  SURGERY,  FACIAL 
PLASTIC  SURGERY 

PHILLIP  A.  LINGUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D., 
GERALD  W.  HOWE,  M.D., 

JAMES  J.  PUHL,  M.D., 

EDWARD  A.  DYKSTRA,  M.D., 
MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY,  M.D., 

A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-2590 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D., 

HARRY  J.  KASSIS,  M.D., 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 

MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  UBORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PEDIATRICS 


PEDIATRIC  ALLERGISTS,  P.C. 

GEORGE  G.  CAUDILL,  M.D. 

VEUKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


PHYSICAL  MEDICINE  & 
REHABILITATIDN 


PHYSIATRY  ASSOCIATES 
WILLIAM  0.  DEGRAVELLES,  JR.,  M.D. 

CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

A.  SUZANNE  MORSTAD,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION  CENTER 
IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 

2416  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-7941 

CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1402  WOODLAND 
DES  MOINES  50309 
515/284-5555 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SER- 
VICES FOR  INDIVIDUAL  ADULTS,  ADOLES- 
CENTS, CHILDREN  AND  INFANTS 


SAHERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 
2928  HAMILTON  BLVD. 

SIOUX  CITY  51104 
712/277-2379 

PSYCHIATRIC  THERAPY  — ALL  AGES 


JEAN  ARNOLD,  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY  — ALL  AGES 
COUPLE  COUNSELING 


ASSOCIATES  FOR  PSYCHIATRY  P.C. 

WM.  J.  MOERSHEL,  M.D.; 

CHAS.  G.  WELLSO,  M.D.; 

EDICK  HARTUNIAN,  M.D.; 

S.  ORTEGA,  M.D.; 

FRANCIS  A.  VASQUEZ,  M.D. 

717  A AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/364-0116 

Telephone  answered  day  or  night 

ADULT  AND  CHILD  PSYCHIATRY 
MARRIAGE  AND  FAMILY  COUNSELING 
PSYCHOLOGICAL  TESTING 


SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 


PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


UROLOGY 


A.  W.  WOODWARD,  M.D. 

3116  BROCKWAY  RD. 

WATERLOO  50702 

oi 

PRACTICE  LIMITED  TO  UROLOGY 
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A Monthly  Commentary 

IN  THE 

PUBLIC  INTEREST 

If  I'd  Known  Then  . . . 

For  our  University  Issue,  iowa  medicine 
asked  8 alumni  of  the  College  of  Medicine 
to  answer  this  question:  As  you  remember  the 
medical  school  curriculum  and  your  residency  pro- 
gram, what  topics  or  skills  do  you  wish  had  been 
included,  in  addition  to  those  you  were  taught  at 
Iowa?"  Here  are  their  responses. 

John  Ebensberger,  Greene  (M.D.  1978,  family 
practice  residency  1981):  "In  my  early  days  of 
practice  I wished  I'd  had  opportunity  to  learn 
more  than  I knew  right  then  about  pediatric 
development  and  behavioral  problems,  which 
I can't  remember  being  discussed.  And  the 
lack  of  instruction  in  business  management 
made  for  a painful  first  couple  of  years." 

Sterling  Laaveg,  Mason  City  (M.D.  1973; 
surgery  residency  1978):  "I  wish  there  might 
have  been  more  emphasis  on  problem-solving 
in  my  medical  school  years,  rather  than  learn- 
ing facts.  There  could  have  been  more  em- 
phasis in  my  residency  on  acquiring  technical 
skills,  and  on  how  to  deal  with  Workers'  Com- 
pensation questions.  I really  have  no  major 
complaints  about  my  educational  experience  at 
Iowa." 

Paul  Rohlf,  Davenport  (M.D.  1962,  urology 
residency  1969):  "Material  in  3 areas:  sexual 
function  and  dysfunction;  cost  factors  — 
appreciation  of  what  it  costs  to  run  every  test 
on  a patient,  in  the  search  for  completeness; 
and  some  time  spent  in  reflection,  or  some 
course  material,  on  ethical  questions  — not  to 
solve  them,  but  to  bring  them  to  awareness 
. . . discussing  how  much  the  public  thinks 
should  be  done  for  the  85-year-old  who  has  a 
massive  stroke,  for  instance  — questions  of  a 
medical-ethical-religious  character.  I don't 
know  where  we  would  have  fit  those  in,  or 
what  we'd  have  cut  out  for  them,  but  they'd 
have  been  very  helpful  to  me." 


Sherry  Bulten,  Humboldt  (M.D.  1978,  family 
practice  residency  1981):  "I  wish  I had  put  more 
residency  effort  into  learning  behavioral  sci- 
ence and  counselling  theory.  I think  they  need 
a different  approach  to  teaching  time  manage- 
ment, so  young  physicians  can  learn  how  to 
avoid  turning  into  workaholics  — how  to  keep 
from  having  our  practices  rule  us,  rather  than 
our  ruling  them.  There  are  practical  things  it 
would  be  nice  to  know,  like  how  to  find  an 
answering  service  in  a small  town,  rather  than 
just  'don't  list  your  phone  number.' " 

Craig  Champion,  Iowa  City  (M.D.  1962,  in- 
ternal medicine  residency  1969):  "My  residency 
training  is  of  course  least  remote  in  my  mind.  It 
was  most  beneficial  and  covered  an  incredible 
amount  of  stuff.  We  were  well  trained  in  all  the 
traditional  areas  of  medicine.  I could  have  used 
more  training  in  office  gynecology  and  der- 
matology. Also  nonfracture  orthopedics  . . . 
backs,  shoulders  and  knees.  And  possibly 
some  ophthalmology  . . . foreign  bodies,  con- 
junctivitis, iritis.  ..." 

Ruth  Langstraat,  Spencer  (M.D.  1976,  internal 
medicine  residency  1979):  "Nutritional  informa- 
tion! And  medical-legal  processes  — working 
with  attorneys,  giving  depositions,  that  sort  of 
thing  was  real  foreign  to  me  at  first,  and  I hated 
it.  And  office  organization  and  procedures  — 
I'm  sure  these  are  covered  in  more  depth  in  the 
family  practice  residencies,  but  I wasn't  too 
well  prepared  for  office  practice.  On  the  other 
hand.  I've  found  that  I've  been  especially  well 
prepared  to  keep  good  documentation  on  my 
patients." 
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FOR  THE  PREDIQABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMAHE® 

flurozepom  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset’ " 

• More  total  sleep  time’  " 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^" 

• Patients  usually  awake  rested  and  refreshed'" 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy- ’ 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  m elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy. 


DALMANE^ 

flurozepom  HCI/Roche 

References:  1.  Kales  J ef  al:  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971.  2.  Kales  A ef  al:  Clin  Phar- 
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DALMANE*  © 

flurazepam  HCI/Roche 

Before  prescribing,  piease  consuit  compiete 
product  information,  a summary  of  which  foliows: 
indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnanf  exisf  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  fhe 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuafion 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g..  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommend^  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness,  staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported;  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia. sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphor.a, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT.  SGPT  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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SERVING 

IOWA  PHYSICIANS 
SINCE  1955 


WE  ARE  PROUD  to  have  been  insurance  administrators  and  counselors  for 
the  Iowa  Medical  Society  since  1955.  We  count  it  a privilege  to  furnish 
assistance  to  Iowa  physicians  on  insurance  and  other  financial  matters. 


PROTECTION,  SECURITY  AND  INCOME  GROWTH  are  mutual  goals  we 
desire  for  you  and  your  family.  Among  the  coverages  we  have  available  ex- 
clusively for  IMS  member  physicians  are  these: 

• ACCIDENT/SICKNESS  DISABILITY  (2  OPTIONS) 

• OFFICE  OVERHEAD  DISABILITY 

• LIFE  INSURANCE  (SEVERAL  OPTIONS) 

• MEDICAL  INSURANCE  PLAN 

• EXCESS  MAJOR  MEDICAL 

• ACCIDENTAL  DEATH/DISMEMBERMENT 

• SPECIAL  MODIFIED  PERMANENT  LIFE  PLAN 

• FULL  INSURANCE  AND  FINANCIAL  SERVICES 


WE  WELCOME  THE  OPPORTUNITY  to  serve  you  as  a member  of  the  Iowa 
Medical  Society.  Requests  for  information  by  telephone  or  mail  will  receive 
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Six  years  ago  the  Iowa  immunization  law  took 
effect.  Since  then  immunization  levels  have 
risen  dramatically  and  they  have  been  followed 
by  a correspondingly  sharp  decrease  in  the  inci- 
dence of  immunizable  diseases.  This  month's 
cover  focuses  attention  on  this  subject.  On 
pages  212  and  213  the  Iowa  State  Department 
of  Health  provides  an  assessment  of  1983  im- 
munization levels  among  urban  and  rural 
school  children  in  Iowa. 
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PRESIDENT'S 

PRIVILEGE 


Tradition,  as  Tevye  says  in  Fiddler  on  the 
Roof,  is  important  in  the  process  of  life.  So 
it  is  — this  month  the  office  of  president  of  the 
Iowa  Medical  Society  moves  to  a worthy  col- 
league and  friend.  Dr.  John  Tyrrell  of  Man- 
chester has  the  privilege  and  responsibility  of 
becoming  principal  spokesman  for  Iowa  medi- 
cine in  1984-85. 

I offer  my  deepest  thanks  for  the  honor  of 
the  IMS  presidency  these  past  12  months.  I 
appreciate  the  excellent  support  of  my  fellow 
physicians  on  the  Board  of  Trustees  and  Execu- 
tive Council.  And  I am  very  grateful  to  all  of  the 
Iowa  physicians  who  give  of  their  time,  energy 
and  resources  to  IMS  endeavors. 

The  issues  affecting  medical  care  delivery 
continue  even  though  the  officers  change.  The 
mandates  of  our  House  of  Delegates  provide 
the  direction  we  will  take.  It  is  the  task  of  the 
president  and  other  officers  to  implement  the 
policies  set  by  those  who  serve  in  the  House 
and  the  challenges  are  great. 

Depending  on  how  the  1984  IMS  House  of 
Delegates  acts  (this  is  prepared  prior  to  its 
meeting),  we  may  embark  on  a significant  new 
professional  liability  journey.  We  will  have  a 
further  indication  of  how  Iowa  physicians  view 
the  voluntary  fee  freeze  requested  of  them.  We 
will  have  a further  comment  on  the  subject  of 


medical  manpower.  We  will  have  an  additional 
expression  from  Iowa  medicine  about  competi- 
tion, marketing  and  new  delivery  concepts. 

As  is  the  tradition,  I leave  my  successor  with 
many  important  activities  still  in  process.  I 
hope  to  continue  to  be  of  service  to  him  and  to 
the  Iowa  Medical  Society.  I hope  you  will  join 
in  support  of  the  work  before  us. 

Again,  I want  to  thank  you  for  the  many 
courtesies  extended  to  me  this  year.  I am  hon- 
ored to  join  the  ranks  of  those  distinguished 
Iowa  physicians  who  have  been  president  of 
this  organization.  May  God  watch  over  all  of 
you  during  the  challenging  and  troubled  times 
ahead. 


Erling  Larson,  M.D. 
President 
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John  H.  Brinkman,  M.D. 

QUESTIONS 

AND  ANSWERS 

IFMC  & NURSING  HOMES 


The  Iowa  Foundation  for  Medical  Care  is  responsible 
for  assessing  the  quality  of  medical  care  furnished  to 
Iowa  nursing  home  residents.  Dr.  Brinkman  pro- 
vides leadership  in  this  area.  He  comments  here  on 
the  matters  of  drug  utilization,  current  diagnoses, 
etc. 


How  long  has  the  Iowa  Foundation  for  Medi- 
cal Care  been  evaluating  quality  and  medical 
necessity  for  care  in  Iowa  nursing  homes? 

The  IFMC  began  nursing  home  review  in 
1978.  Now,  under  contract  with  the  Depart- 
ment of  Human  Services,  the  Foundation  is 
responsible  for  the  evaluation  of  all  Medicaid 
recipients  in  skilled  care  facilities,  swing-bed 
facilities,  intermediate  care  facilities,  and  in- 
termediate care  facilities  for  the  mentally  re- 
tarded. We  also  have  a private  contract  with  3 
Title  18  facilities.  We  review  approximately 
18,000  residents  under  these  contracts.  This 
covers  about  half  of  the  35,000-40,000  residents 
in  Iowa  nursing  home  facilities. 

What  are  the  goals  of  the  IFMC's  nursing 
home  review  program? 

The  goals  are  three  in  number.  We  seek  to 
assure  quality  care  for  Iowa  nursing  home  resi- 
dents. In  doing  so,  we  are  developing  signifi- 
cant information  about  this  predominantly 
geriatric  population.  This  not  only  helps  us  in 
our  efforts,  but  it  also  advises  others  on  what  is 
acceptable  quality  of  care,  not  only  for  Iowa  but 
for  the  nation.  A second  commitment  we  have 
is  to  provide  demographic  data  for  use  in  plan- 


ning future  nursing  home  facilities,  as  well  as 
recommended  payment  levels  for  the  Depart- 
ment of  Human  Services. 

Have  you  noted  particular  problems  in  eval- 
uating nursing  home  care  over  5 years? 

Frequently,  a resident  stays  in  a nursing 
home  for  many  years.  Sometimes  the  medical 
record  and  diagnosis  are  not  updated  from  the 
time  of  entry  into  the  nursing  home.  There- 
fore, when  we  study  the  use  of  diuretics,  for 
instance,  and  the  patient  was  admitted  to  the 
home  with  the  diagnosis  of  organic  brain  syn- 
drome, one  has  difficulty  justifying  the  use  of 
diuretics.  When  a new  drug  is  given,  if  the 
diagnosis  or  reason  for  the  drug  is  noted  in  the 
record,  it  will  save  the  physician,  the  nursing 
home,  and  the  Foundation  significant  time  in 
documentation. 

Is  there  over-use  of  drugs  in  the  elderly?  Do 
you  have  any  feel  for  what  is  happening  to 
Iowa  nursing  home  residents? 

In  a 1983  survey  conducted  by  the  IFMC, 
approximately  20%  of  Iowa  residents  were 
found  to  receive  10  or  more  drugs  on  any  given 
day.  This  is  of  particular  concern  to  the  elderly 
because  of  impaired  hepatic  metabolism  of 
many  drugs  and  decreased  renal  clearance. 
Frequently,  25%  of  the  dosage  is  estimated  to 
be  all  that  is  necessary  to  maintain  a therapeu- 
tic level  for  the  elderly  population. 

We  understand  the  IFMC  has  a sophisticated 
data  base  covering  approximately  18,000  nurs- 
ing home  residents  receiving  Iowa  Medicaid. 
Are  there  any  other  particular  areas  you  are 
currently  evaluating? 

Yes,  we  are  all  concerned  about  drug  interac- 
tions regardless  of  the  patient  age.  It  becomes 
(Please  turn  to  page  208) 
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FOR 

PROFESSIONAL  PROTECTION 
EXCLUSIVELY 


— YOUR  FIRST  STEP  TO  FIRST  QUAUTY  PROTECTION  — 

CONTACT  FIELD  REPRESENTATIVE 

Des  Moines  Office 
L.  ROGER  GARNER 

Suite  506,  Merle  Hoy  Tower,  3800  Merle  Hoy  Rood 
(515)  276-6202 

Mailing  Address:  P.O.  Box  3556,  Urbandale  Station,  Des  Moines,  Iowa  50322 
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Precipitating  Events 
In  Diabetic  Ketoacidosis 


MARGARET  A.  ECKSTEIN,  M.D.  and 
CHARLES  M.  HELMS,  M.D.,  Ph.D. 
Iowa  City,  Iowa 


A review  of  the  hospital  records  of  50  adult  and  50 
pediatric  patients  admitted  with  diabetic  ketoacidosis. 
Infection  occurred  in  33%  of  the  episodes  in  adults  and 
26%  of  the  episodes  in  children.  Twenty-seven  percent 
of  the  adult  episodes  and  9%  of  the  pediatric  episodes 
were  associated  with  discontinuance  or  reduction  in 
insulin  dosage.  In  49%  of  adult  episodes  and  65%  of 
the  pediatric  episodes,  a precipitating  cause  could  not 
be  identified.  Further  research  to  identify  the  cause  or 
causes  of  DKA  episodes  without  obvious  precipitating 
cause  is  indicated. 


Diabetic  ketoacidosis  (DKA)  is  a life 
threatening  and  not  infrequent  com- 
plication of  diabetes  mellitus.  Since  the  intro- 
duction of  insulin  therapy,  the  case-fatality 
rate  in  DKA  has  dropped  dramatically  and  in 
recent  years  newer  modes  of  administering  in- 
sulin in  DKA  have  been  introduced. 

DKA  continues  to  be  a common  cause  of 
admission  to  University  of  Iowa  Hospitals  and 
Clinics.  Between  July,  1966  and  November, 


Di.  Eckstein  is  associated  with  the  Euclid  Clinic  Foundation,  Euclid, 
Ohio.  Dr.  Helms  is  an  associate  professor  in  the  Department  of  Internal 
Medicine,  U.  of  I.  College  of  Medicine,  Iowa  Cit\’,  Iowa. 


1980  there  were  465  DKA  admissions  to  Uni- 
versity Hospitals,  for  an  average  of  about  34 
per  year.  Recently,  we  have  been  reviewing 
the  University  Hospital  experience  with  DKA. 
We  present  here  brief  observ^ations  on  predis- 
posing events  made  as  a result  of  that  review. 

METHODS 

The  medical  records  of  50  adults  (patients  > 
18  years)  and  50  children  (<  18  years)  were 
selected  for  review  from  a computer-generated 
list  of  DKA  discharge  diagnoses. 

Criteria  applied  for  the  diagnosis  of  DKA 
were  ketonemia,  hyperglycemia  (blood  glu- 
cose >150  mg/dl),  blood  C02-combining  pow- 
er of  less  than  15  mEq/liter,  and  arterial  pH  of 
less  than  7.35.  Using  these  criteria,  there  were 
65  adult  admissions  for  DKA  and  54  pediatric 
admissions  for  DKA  from  the  50  patients  in 
each  group.  Clinical  and  laboratory  records  of 
all  patients  were  reviewed  and  information 
transferred  to  flow  sheets  for  analysis. 

RESULTS 

Diabetic  Populations  Examined.  The  mean  ages 
of  adult  and  pediatric  diabetic  groups  were  35 
and  10  years,  respectively.  Females  outnum- 
bered males  in  both  diabetic  populations  ex- 
amined. In  the  adult  group  the  female  to  male 
ratio  was  30:20  (1.5: 1.0)  and  in  the  pediatric 
group  32:18  (1.8: 1.0). 

Of  the  50  adult  patients  admitted  with  DKA, 


THE  IOWA  MEDICAL  FOUNDATION  HAS  DESIGNATED  THIS  ARTICLE  AS  THE  HENRY  ALBERT 
SCIENTIFIC  PRESENTATION  FOR  THE  MONTH  OF  MAY  1984 
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TABLE  I 

PRECIPITATING  EVENTS  IN  EPISODES  OF 
DIABETIC  KETOACIDOSIS 


Adult 

Pediatric 

Episodes 

Episodes 

(n  = 65) 

(n  = 54) 

Infection  alone 

16  (25%) 

14  (26%) 

Reduction  in  insulin  dosage 
Both  infection  and  reduction 

12  (19%) 

5 (9%) 

in  insulin  dosage 

5 (8%) 

0 (0%) 

No  event  identified 

32  (49%) 

35  (65%) 

New  onset  of  diabetes 

6 

12 

14  (28%)  had  diabetic  complications.  There 
were  12  patients  (24%)  with  uncharacterized 
retinopathy,  9 (18%)  with  neuropathy,  8 (16%) 
with  a previous  diagnosis  of  nephropathy  and 
5 (10%)  with  peripheral  vascular  disease.  There 
were  no  diabetic  complications  noted  in  the  50 
patients  admitted  who  were  less  than  18  years 
of  age.  Two  patients  in  each  age  group  died  for 
a case-fatality  rate  of  4%. 

Predisposing  Factors.  Precipitating  events 
among  patients  admitted  with  DKA  are 
summarized  in  Table  1.  Infection  was  the  most 
common  precipitating  event  identified  in  both 
adult  and  pediatric  groups.  In  the  adult  group, 
21  (33%)  of  the  episodes  of  DKA  were  associ- 
ated with  infection.  Sixteen  of  these  episodes 
were  associated  with  infection  alone.  There 
were  12  culture-proven  bacterial  infections:  4 
of  the  urinary  tract,  2 of  pilonidal  cysts,  2 soft 
tissue  infections  of  the  toe  and  single  cases  of 
furunculosis,  inguinal  abscess,  pneumonia 
and  shigellosis.  There  were  2 fungal  infections 
(both  vaginal  candidiasis)  and  7 clinically  di- 
agnosed viral  infections  of  which  4 were  classi- 
fied respiratory  and  3 gastrointestinal. 

Fourteen  pediatric  DKA  patients  (26%)  had 
infections  noted  on  admission.  Seven  of  these 
were  culture-proven  bacterial  infections:  2 
urinary  tract  infections,  and  single  cases  of  oti- 
tis media,  streptococcal  pharyngitis,  tonsillitis, 
furunculosis  and  hidradenitis  suppurativa.  A 
single  case  of  vaginal  candidiasis  was  seen.  Six 
cases  of  clinically  diagnosed  viral  infection 
were  found.  The  viral  infections  were  equally 
divided  between  respiratory  and  gastrointes- 
tinal systems.  One  case  of  measles  was  identi- 
fied. 

The  next  most  common  precipitating  event 
identified  was  reduction  in  insulin  dosage. 


There  was  a difference  between  adult  and 
pediatric  groups  in  respect  to  alteration  of  in- 
sulin dose.  In  the  adult  group,  17  episodes 
(27%)  were  associated  with  a discontinuation 
or  reduction  in  insulin  dosage  prior  to  the 
onset  of  DKA.  In  12  episodes  (19%),  this  reduc- 
tion was  the  only  precipitating  factor  recog- 
nized. A similar  history  of  dosage  reduction 
was  recorded  in  only  5 episodes  (9%)  in  the 
pediatric  group. 

There  were  5 adult  episodes  (8%)  in  which  it 
was  noted  that  the  insulin  dosage  had  been 
decreased  and  that  the  patient  was  infected. 

Interestingly,  49%  of  adult  and  65%  of 
pediatric  cases  of  DKA  occurred  without  an 
obvious  recorded  predisposing  cause.  All  6 
episodes  of  new  onset  DKA  in  the  adult  group, 
and  12  of  14  episodes  of  new  onset  DKA  in  the 
pediatric  group  fell  into  this  category.  No  epi- 
sodes of  DKA  precipitated  by  myocardial  in- 
farction were  identified. 

Signs  of  Infection.  The  records  for  adult  DKA 
admissions  were  reviewed  for  signs  and 
laboratory  data  which  might  facilitate  dif- 
ferentiation of  infected  from  uninfected  pa- 
tients. Data  are  summarized  in  Table  II.  Fifty- 
two  (80%)  of  the  65  adult  episodes  of  DKA 
were  associated  with  leukocytosis  (WBC  ^ 
10,500/mm^)  and  10  episodes  (15%)  with  a left 
shift  of  granulocytic  precursors  (>  10%  bands). 
The  median  white  blood  cell  (WBC)  count  in  all 
adult  cases  was  14,600  per  cu.  mm.  Of  the  21 
episodes  of  DKA  associated  with  infection,  15 
(71%)  had  leukocytosis  with  a median  WBC 
count  of  14,600  per  cu.  mm.  In  only  2 episodes 
(10%)  of  infection  was  there  a left  shift  or  fever 
(T  > 38.3°C).  Only  one  patient  of  the  12  with 
bacterial  infection  had  leukocytosis  with  a left 
shift  and  fever.  This  patient  had  shigellosis. 
The  second  patient  with  fever  and  leukocytosis 
with  left  shift  was  felt  to  have  viral  gastroenter- 
itis. There  were  8 other  episodes  of  DKA 
associated  with  leukocytosis  and  left  shift  and 
these  occurred  without  fever  and  without 
documented  infection. 

Similar  results  were  found  in  the  other  cate- 
gories of  precipitating  events  for  DKA.  Of  the 
17  episodes  of  DKA  associated  with  reduction 
in  insulin  dosage,  12  (71%)  had  leukocytosis 
and  2 (12%)  had  a left  shift.  Twenty-five  (93%) 
of  the  DKA  patients  without  an  obvious  pre- 
disposing event  had  leukocytosis  and  6 (22%) 
had  a left  shift. 

There  were  2 deaths  in  the  adult  population 
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examined.  The  probable  cause  of  death  in  both 
patients  was  sepsis.  There  were  also  2 deaths 
in  the  pediatric  population.  Both  of  these  pa- 
tients died  from  elevated  intracranial  pressure 
and  subsequent  brain  herniation  (cerebral  ede- 
ma). 

DISCUSSION 

The  recognized  precipitating  events  of  DKA 
in  both  adult  and  pediatric  populations  ex- 
amined were  infection  and  reduction  in  insulin 
dosage.  In  8%  of  adult  DKA  episodes,  both  of 


It  is  evident  from  the  results  of  this  study  the 
absence  of  fever  in  a DKA  patient  on  admission 
does  not  exclude  underlying  infection. 
Moreover,  one  cannot  assume  a direct  correla- 
tion between  leukocytosis  and  infection  in  pa- 
tients with  DKA.  On  the  other  hand,  the  2 
patients  with  fever  did  have  infection.  There- 
fore, it  is  possible  fever  may  be  a distin- 
guishing, if  insensitive,  clinical  finding  in  the 
infected  DKA  patient  upon  admission.  The 
history  of  a reduction  in  insulin  dosage  or  dis- 
continuance of  insulin  therapy  would  also  be 


TABLE  II 

CLINCIAL  AND  LABORATORY  SIGNS  OF  INFECTION  IN  ADULT  CASES  OF  DKA 


No.  of 
Episodes 

WBC  > 
10,500/mm^ 

WBC  > 10,500/mm^ 
S 10%  Bands 

T > 383°C 

All  episodes 

65  (100%) 

52  (80%) 

10  (15%) 

2 (3%) 

Infection 

21  (100%) 

15  (71%) 

2 (10%) 

2 (10%) 

Bacterial 

12 

9 

1 

1 

Fungal 

2 

2 

0 

0 

Virol 

7 

5 

1 

1 

Decrease  in  insulin  dosage 

17  (100%) 

12  (71%) 

2 (12%) 

0 

No  precipitating  event  identified 

27  (100%) 

25  (93%) 

6 (22%) 

0 

these  precipitating  events  were  involved.  Simi- 
lar findings  have  been  noted  in  other  studies 
with  infection  being  present  in  18  to  31%  and  a 
decrease  in  insulin  in  13  to  27%  of  the  patients 
evaluated.^'  ^ Strikingly,  no  precipitating 
event  was  evident  in  nearly  half  of  the  adult 
episodes  and  in  nearly  two-thirds  of  the 
pediatric  episodes.  Clearly,  our  knowledge  of 
the  precipitating  events  of  DKA  is  far  from 
complete.  Further  research  in  this  area  is  war- 
ranted in  hopes  of  adding  knowledge  leading 
to  a better  understanding  of  the  mechanisms 
precipitating  DKA  and  possible  prevention  of 
DKA  episodes. 

The  median  white  blood  cell  count  in  all 
adult  patients  was  14,600  per  cu.  mm.,  identi- 
cal to  that  found  in  patients  with  infection. 
Only  2 of  the  21  episodes  with  documented 
infection  were  associated  with  a left  shift  of 
neutrophilic  precursors.  The  same  2 episodes 
were  also  associated  with  fever.  No  uninfected 
patient  was  febrile.  Thus,  although  infection 
may  be  present,  fever,  an  important  manifesta- 
tion of  infection,  is  infrequently  seen.  To  furth- 
er confound  diagnosis,  leukocytosis,  another 
manifestation  of  infection,  frequently  is  found 
even  in  uninfected  DKA  patients. 


helpful  in  determining  an  etiology  for  an  epi- 
sode of  DKA. 

In  conclusion,  among  patients  at  our  hospi- 
tal who  are  admitted  with  DKA,  infection  and/ 
or  a reduction  in  insulin  dosage  are  the  usual 
precipitating  factors  identified.  In  the  initial 
evaluation,  leukocytosis,  with  or  without  left 
shift,  is  not  predictive  of  infection.  However, 
fever,  if  present,  appears  to  raise  the  likelihood 
of  infection.  A striking  number  of  DKA  epi- 
sodes are  precipitated  by  a factor  or  factors 
which  go  unrecognized. 
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CT  Adapted  Stereotaxy 


P.  W.  HITCHON,  M.D.,  T.  T.  WILKINSON,  M.D., 
S.  K.  JACOBS,  M.D.,  C.  G.  JACOBY,  M.D.,  and 
J.  C.  VANGILDER,  M.D. 

Iowa  City,  Iowa 


New  and  less-threatening  approaches  to  diagnosis  and 
treatment  are  emerging  in  the  CT  era.  Described  here  is 
the  use  ofCT  adapted  stereotaxy  among  1 0 patients  at 
the  University  of  Iowa.  It  is  considered  a precise  way  to 
establish  histological  diagnoses  of  lesions  within  the 
cranial  cavity. 


OFTEN  THE  MANAGEMENT  of  Solitary  and 
multiple  brain  lesions  is  perplexing  and 
challenging.  This  is  particularly  so  when  the 
physician  confronts  a single  small  lesion  lo- 
cated deep  in  the  brain  or  in  the  eloquent  or 
motor  areas. 

It  must  be  acknowledged  that  multiple  le- 
sions are  not  always  of  metastatic  origin,  par- 
ticularly when  no  other  primary  malignancy 
has  been  identified.  Furthermore,  a solitary 
brain  tumor  often  may  present  on  coaxial 
tomographic  scanning  (CT)  with  a lucent  cen- 
ter and  enhancing  periphery,  features  that  are 
considered  characteristic  of  brain  abscess.  For 
these  reasons  it  was  apparent  a surgical  tech- 
nique would  be  developed  eventually  to  derive 
information  from  the  CT  scan  and  allow  for  the 
biopsy  of  tumors  and  drainage  of  cysts 


* Radionics,  Inc.,  Burlington,  Mass.  01803. 

The  authors  are  associated  with  the  Department  of  Surgery,  The  Uni- 
versity of  Iowa  Hospitals  and  CUnics. 


through  a small  trephine  under  local  anesthe- 
sia. It  is  with  the  above  needs  in  mind  that 
stereotaxy  adapted  to  coaxial  tomography  was 
conceived.^'  ^ 

/VVATERIALS  AND  METHODS 

The  CT  adapted  stereotaxic  device  utilized  at 
the  University  of  Iowa  Hospitals  is  the  Brown- 
Roberts-Wells  stereotaxic  guide. Since  Janu- 
ary, 1983,  CT  sterotaxy  has  been  used  to  con- 
firm the  diagnosis  in  10  patients  with  both 
solitary  and  multiple  brain  lesions.  Each  pa- 
tient has  had  a full  diagnostic  workup  consist- 
ing of  skull  x-rays,  CT  scan,  and  where 
appropriate,  nuclear  brain  scanning  and 
angiography.  When  metastatic  disease  was 
suspected,  possible  primary  malignancy  was 
investigated.  The  extent  of  workup  varied  in 
accordance  with  the  referring  service.  Having 
failed  to  establish  the  diagnosis  of  the  intracra- 
nial lesion,  the  patient  was  considered  for 
biopsy.  Stereotaxic  biopsy  was  most  appropri- 
ate where  the  lesion(s)  was  (were)  less  than  2 


Figure  1 . Patient  on  CT  table  with  base  ring  and  localizing  ring  in 
place. 
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Figure  2.  CT  scan  shows  lucent  tumor  in  left  frontal  lobe.  Large 
arrow  (pointing  upwards)  indicates  position  of  large  vertical  rod  of 
localizing  ring  present  on  patient's  right.  Smaller  arrow  (pointing 
downwards)  indicates  one  of  4 vertical  posts  that  fixate  the  stereo- 
taxic ring  to  the  skull. 


cm  or  located  in  the  basal  ganglia,  motor  area, 
or  frontal  operculum  of  the  dominant  hemi- 
sphere. 

Patient  preparation  for  this  procedure  is 
similar  to  any  conventional  operation,  except- 
ing the  scalp  may  be  shaved  over  a small  area 
only  where  the  trephination  is  to  be  located. 
The  base  ring  of  the  stereotaxic  guide  is  fixed  to 
the  skull  under  local  analgesia  by  means  of  4 
pins.  The  localizing  ring  harboring  a total  of  9 
carbon-fiber  rods,  6 vertical  and  3 diagonal,  is 


attached  to  the  base  ring  for  computerized 
scanning  (Figure  1).  Several  slices  are  obtained 
through  the  lesion  of  interest.  The  rods  of  the 
localizing  ring  are  transected  by  the  plane  of 
the  tomogram  such  that  a small  dot  appears  at 
the  point  of  intersection  of  the  CT  plane  with 
each  rod  of  the  localizing  ring  (Figure  2).  Using 
software  available  with  most  commercial  CT 
scanners,  a computation  is  made  of  the  X and  Y 
coordinates  of  the  9 points  of  intersection  and 
the  region  to  be  biopsied.  The  points  of  in- 
tersection of  the  CT  plane  with  the  3 diagonal 
rods  of  the  localizing  ring  allow  for  the  position 
of  the  lesion  to  be  determined  with  respect  to 
the  “Z”  axis.  The  linear  coordinates  (X,  Y,  Z) 
are  now  converted  into  angular  coordinates. 

While  processing  the  data  from  the  scan, 
and  computing  the  angular  or  polar  coordi- 
nates, the  patient  is  transferred  to  the  operat- 
ing room  and  the  localizing  ring  is  replaced  by 
the  arc  system.  The  coordinates  are  then  set  on 
the  arc  system  and  through  a trephine  selected 
by  the  surgeon,  the  lesion  is  biopsied.  The 
stereotaxic  system  also  includes  a phantom 
base  to  confirm  the  accuracy  of  the  calcula- 
tions. The  stereotaxic  biopsy  may  be  per- 
formed under  fluoroscopic  monitoring.  This 
may  help  in  evaluating  cystic  lesions  by  inject- 
ing a contrast  material  or  air  after  drainage. 
The  tissues  obtained  with  the  biopsy  forceps, 
usually  1-2  mm  in  size,  are  subjected  to  frozen 
section.  Several  biopsies  may  be  necessary 


Figure  3.  Preoperative  (a)  and  postoperative  (b)  scans  of  patient  with  left  parasagittal  tumor.  Postoperative  scan  shows  small  amount  of  air 
(arrow)  at  site  of  biopsy. 
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from  each  quadrant  to  satisfy  the  pathologist 
and  establish  a diagnosis. 

RESULTS 

CT  adapted  stereotaxic  biopsy  is  reported  for 
10  patients.  There  were  4 gliomas,  3 patients 
with  metastatic  disease,  2 abscesses,  and  one 
case  of  a colloid  cyst  of  the  third  ventricle.  The 
pathology  of  the  metastatic  tumors  was  that  of 
adenocarcinoma  in  2 and  carcinoma  in  1.  The  2 
abscesses  drained  using  this  technique  yielded 
no  organisms;  however,  both  patients  had 
been  on  antibiotics  for  several  weeks  for 
Staphylococcus  aureus  bacteremia  in  one  and 
pseudomonas  sepsis  in  the  other.  The  only 
technical  failure  occurred  in  a patient  with  a 
colloid  cyst  of  the  third  ventricle  producing 
hydrocephalus.  Attempted  aspiration  of  the 
contents  of  the  cyst,  which  measured  1.5  cm  in 
greatest  diameter,  failed  owing  to  the  tenacity 
of  the  cyst  contents.  The  average  operating 
time  for  this  procedure  was  under  2 hours. 
Local  anesthesia  was  used  throughout.  There 
were  no  complications  and  no  deterioration  in 
neurological  status. 

To  confirm  technique  accuracy,  a postopera- 
tive CT  scan  was  obtained  in  all  patients  within 
2 days  from  surgery.  The  site  of  biopsy  was 
identifiable  in  the  majority  of  cases  by  a small, 
insignificant  hematoma,  or  a droplet  of  in- 
tracranial air  introduced  at  the  time  of  surgery. 
Figure  3 shows  the  pre  and  postoperative  CT 
scans  of  a patient  with  an  astrocytoma  in  the 
parasagittal  white  matter  of  the  left  parietal 
lobe.  The  scan  in  (b)  shows  a small  hematoma 
within  the  tumor  where  the  biopsy  was  taken, 
as  a few  droplets  of  air.  Having  established  the 
diagnosis  in  a patient  who  was  neurologically 
intact,  radiation  was  initiated,  and  chemother- 
apy was  started  later.  With  conventional 
surgery,  the  patient  most  likely  would  have 
developed  right  hemiparesis  postoperatively. 

DISCUSSION 

CT  adapted  stereotaxy  offers  a precise  way 
to  establish  histological  diagnoses  of  lesions 
within  the  cranial  cavity.  Stereotaxic  biopsy 
has  been  shown  to  be  a safe  procedure  in  large 
series,  both  in  Europe^'  ^ and  this  country,^'  ^ 
with  a morbidity  of  3%  or  less.  Several  devices 
are  on  the  market  for  use  in  stereotaxy  with 
CT  derived  coordinates.  The  Leksell,^'  ^ 
Riechert^'  ^ and  Brown-Roberts-Wells^  are 
such  devices.  They  have  been  adapted  specifi- 


cally for  use  with  computerized  axial  tomogra- 
phy. In  addition  to  the  biopsy  of  tumors  and 
drainage  of  cysts,  this  technique  allows  for  the 
introduction  of  radioactive  seeds  for  interstitial 
brain  tumor  irradiation.^'  ^ This  has  been 
performed  extensively  in  Europe  for  many 
years,^'  ^ and  more  recently  in  this  country.^' 
Whether  the  CT  scanner  will  facilitate  the  per- 
formance of  stereotaxy  for  pain  and  movement 
disorders  remains  to  be  seen.  We  anticipate 
that  with  the  availability  of  intraoperative 
evoked  response  averagers,  CT  adapted 
stereotaxy  for  pain  and  dyskinesia  will  even- 
tually become  a reality. 

The  incurable  nature  of  malignant  gliomas  is 
definitely  an  incentive  for  the  development  of 
new  techniques  to  control  their  growth  and 
dismal  outcome.  More  nationwide  investiga- 
tion needs  to  be  made  of  interstitial  tumor  bed 
irradition,  either  temporary  or  permanent. 
Furthermore,  movement  disorders  and  intrac- 
table pain,  though  of  benign  etiology,  may  be 
so  severe  to  totally  incapacitate  an  individual 
and  render  him  disabled.  It  is  for  these  reasons 
that  CT  adapted  stereotaxy,  with  its  low  mor- 
bidity in  experienced  hands,  will  find  a multi- 
tude of  applications  and  prove  itself  worthy  of 
renovation. 

ADDENDUM 

Since  the  submission  of  this  manuscript,  13 
additional  patients  have  undergone  CT- 
stereotaxic  biopsies.  The  results  remain  con- 
sistent in  terms  of  accuracy  and  morbidity. 
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A Point  of  View 


Public  Fervor  Absent 
On  Malpractice  Hikes 


DAN  LANGFIELD 
Cedar  Rapids,  Iowa 


Should  not  the  cause  of  health  care  cost  include  a hard 
look  at  sharply  rising  professional  liability  premiums? 
This  question  is  central  to  this  examination  of  factors 
associated  with  the  so-called  health  care  cost  spiral.  The 
author  gives  a current  perspective. 


SOME  INTERESTING  EACTS  have  Surfaced  in  the 
print  media  lately.  They  are  fascinating, 
even  compelling. 

Item:  "Blue  Cross  cites  savings,  cuts  rates!" 
Item:  "Iowa,  you  deserve  a medal  for  holding  the 
line  on  your  use  of  health  care — in  fact,  we  intend  to 
see  you  get  $24,000,000  worth  of  credit."  — Blue 
Cross 

Item:  "Medical  costs,  soaring  at  a double-digit 
pace  in  the  four  previous  years,  rose  6.4%,  the 
smallest  advance  in  a decade,  according  to  the  Labor 
Department  report  on  the  Consumer  Price  Index." 

Item:  "Cost  of  malpractice  insurance  to  soar  for 
half  of  Iowa's  doctors.  Malpractice  insurance  costs 
for  the  Aetna  Casualty  and  Surety  Company  will 
rise  an  average  of  32%. " 

All  four  items  appeared  in  one-week  in  mid- 
January.  Blue  Cross  figures  were  for  1980-1983; 
Department  of  Labor's  statistics  covered  the 
past  10  years. 

Is  it  fair  to  ask  if  these  items  might  somehow 
be  related? 

Is  it  reasonable  to  be  puzzled  by  the  thought 
that  the  health  care  community  has  been  pillo- 
ried over  the  past  several  years  for  "the  spiral- 
ling costs  of  health  care?" 


Mr.  Langfield  is  Executive  Director  of  the  Linn  County  Medical  Society 
with  headquarters  in  Cedar  Rapids,  Iowa. 


Was  a picture  painted  by  insurance  com- 
panies for  business  and  industry  of  a health 
care  community  running  totally  out  of  eco- 
nomic control  — driving  up  costs  without  any 
fiscal  restraint? 

Did  business  and  industry  buy  that  picture 
painted  by  insurance  carriers,  then  join  in  the 
call  for  draconian  measures  to  curtail  the  rate  of 
increase  and  demand  health  cost  containment? 

Now  here  is  where  my  puzzlement  turns  to 
outright  consternation. 

The  nation  is  reported  to  view  with  alarm  the 
outrageous  increases  in  health  costs,  yet  it  con- 
tinues to  demand  the  finest  medical  care  avail- 
able. Businesses  form  coalitions  and  talk  about 
wiser  spending  of  health  insurance  dollars, 
while  government  is  concerned  it  might  have 
to  step  in  and  regulate  an  industry  that  fiscally 
is  running  amuck  (government  may  have  to 
bring  order  out  of  chaos).  While  these  phe- 
nomena are  occurring  almost  simultaneously, 
we  have  not  heard  one  word  of  concern  or  worry 
over  an  average  32%  increase  in  malpractice 
insurance! 

We  do  not  suggest  insurance  carriers  and 
businesses  have  not  protested  — we  simply 
have  not  heard  their  protests.  Perhaps  one 
could  not  hear  their  protestations  over  the 
cacophony  of  screams  about  the  "spiralling 
costs  of  health  care." 

Is  there  a feeling  abroad  with  insurance  car- 
riers, business  people,  governments  and  the 
person  on  the  street  that  "doctors  can  afford 
it"? 

Is  there  an  ambivalence  that  though  people 
respect  their  physicians  and  rate  them  high  in 
credibility,  the  other  side  of  the  emotional  coin 
says,  "Good!  Tm  glad  their  malpractice  rates 
are  up.  Let  theiii  pay  for  once!" 

Can  it  be  that  individuals  note  a 32%  in- 
crease in  doctors'  insurance  costs  as  a vicarious 
way  of  striking  back  at  a group  they  feel  makes 
too  much  money?  In  short,  why  aren't  people 
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incensed  over  malpractice  insurance  costing 
32%  more? 

The  figures  produced  in  the  original  4 items 
suggest  these  conclusions  to  us: 

1)  Health  care  costs  are  not  rising  out  of 
control  menacing  the  entire  economy. 

2)  Insurance  carriers  simply  erred  when 
they  projected  continuing  “spiralling  health 
care  costs"  over  the  years. 

3)  The  health  care  community,  despite 
accusations  to  the  contrary,  has  been  sensitive 
to  costs  and  has  made  a Herculean  effort  to 
control  those  increases  — and  in  that,  they 
have  been  imminently  successful. 

4)  Business  quite  rightly  reacted  to  in- 
creased costs  — but  it  would  appear  those  costs 
were  the  insurance  carrier's  dire  predictions  — 
not  the  actual  expenses  of  quality  health  care. 

And  the  final  conclusion: 

5)  Insurance  costs  for  malpractice  are  “spi- 
ralling out  of  control,"  but  nobody  except 
physicians  (who  will  of  course  be  seen  as  self- 
serving)  seems  to  care! 

Now,  if  these  conclusions  are  logical,  we 
have  a large  problem.  If  the  person  in  the  street 
views  malpractice  insurance  increases  as  a vic- 
tory of  the  “have-nots"  over  the  “haves,"  they 
could  not  be  more  mistaken! 

Warren  Wulfekuhler,  M.D.,  Mason  City, 
chairman  of  the  Iowa  Medical  Society  Medico- 
Legal  Committee,  said  (in  a news  story  in  the 
DES  MOINES  register)  patients  ultimately  will 
bear  the  burden.  “If  my  insurance  goes  up 
$5,000,  Tm  not  going  to  take  $5,000  out  of  my 
pocket;  Tm  going  to  charge  the  next  5,000  pa- 
tients $1  more  apiece." 

Much  of  the  same  public  misunderstanding 
occurs  with  corporate  taxes.  The  public  may 
delight  in  XYZ  corporation  paying  millions  of 
dollars  in  taxes  — but  the  sad  truth  is  corpora- 
tions don't  pay  taxes,  people  do. 

All  a corporation  does  is  pass  the  increased 
tax  burden  along  to  the  consumer  in  higher 
prices.  It  must  sooner  or  later  be  paid  by  a 
person! 

It  would  be  so  beneficial  to  all  the  people  in 
the  nation  — business,  labor,  government, 
everyone  — if  they  could  understand  that  a 
very  substantial  way  for  them  to  impact  posi- 
tively on  health  care  costs  would  be  to  demand 
tort  reform  and  a control  of  malpractice  cases. 

Not  that  we  suggest  all  malpractice  suits  are 
nonsense.  If  a person  has  cause  for  compensa- 
tion, he  is  most  certainly  entitled  to  it.  That  is  a 


“In  Iowa  today  you  can  sue  a physician  for  malpractice 
with  fewer  facts  or  credentials  than  it  takes  to  open  a 
charge  account." 


right,  one  that  we  should  fight  to  defend. 

But  when  statistics  show  54%  of  cases  are 
held  (by  courts)  to  be  without  substance  — yet 
still  have  to  be  defended  at  a cost  of  thousands 
of  dollars  per  case  — some  updating  of  the  law 
is  absolutely  necessary  if  we  are  ever  going  to 
root  out  causes  of  high  medical  costs.  In  Iowa 
today  you  can  sue  a physician  for  malpractice 
with  fewer  facts  or  credentials  than  it  takes  to 
open  a charge  account! 

As  a part  of  the  health  community,  we  are 
proud  that  we  contributed  significantly  to  a 
real  decrease  in  cost  growth. 

Insurance,  business  and  government  are  ex- 
pending a great  deal  of  energy  on  cost  contain- 
ment efforts;  should  they  expend  as  much  on 
tort  reform  there  is  little  doubt  that  we  would 
see  malpractice  insurance  rates  fall. 

This,  we  submit,  is  a fair  and  reasonable  next 
step  in  health  care  cost  containment. 


MILLARD  K.  MILLS 
AND  COMPANY 

Specializing  In 

COMPLETE  PRACTICE  SURVEYS 

Personnel  Management 

Public  Relations 

Group  Management 
★ ★★★★★ 

Millard  K.  Mills,  Pres. 
Certified  Professional  Bus.  Consultant 
Member:  Society  of  Professional 
Consultants 
★ ★★★★* 

Serving  Iowa  Medicine  since  1949 
226  Alta  Vista  Ave. 
Waterloo,  Iowa  50703 
319-232-1197 
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MERCY  HOSPITAL  MEDICAL  CENTER 

DES  MOINES,  IOWA 
PRESENTS 


“UPDATE  ON 
INFECTIOUS  DISEASE’’ 

WEDNESDAY,  JUNE  13,  1984 

8:00  A.M.  TO  4:00  P.M. 


GUEST  FACULTY: 

TIM  FRANSON.  M.D. 

ASSISTANT  PROFESSOR 
DEPARTMENT  OF  MEDICINE 
(INFECTIOUS  DISEASE) 

MEDICAL  COLLEGE  OF  WISCONSIN 
MILWAUKEE,  WISCONSIN 

W,  DEAN  HIDY.  M.D. 

PROFESSOR  OF  SURGERY 
UNIVERSITY  OF  OKLAHOMA 
HEALTH  SCIENCES  CENTER 
TULSA,  OKLAHOMA 

STANLEY  PERLMAN.  M.D. 

ASSISTANT  PROFESSOR 
DEPARTMENT  OF  PEDIATRICS 
UNIVERSITY  OF  IOWA 
IOWA  CITY,  IOWA 

L.  BARTH  RELLER.  M.D. 

PROFESSOR  OF  MEDICINE 
(INFECTIOUS  DISEASE) 

DIRECTOR  OF  CLINICAL  MICROBIOLOGY 
UNIVERSITY  OF  COLORADO 
HEALTH  SCIENCES  CENTER 
DENVER,  COLORADO 

CHRISTINE  SANDERS.  PH.D. 

DEPARTMENT  OF  MICROBIOLOGY 
CREIGHTON  SCHOOL  OF  MEDICINE 
OMAHA,  NEBRASKA 


TOPICS: 

“COST  CONTAINMENT  & D.R.G.’S” 

“BACTEREMIA  IN  THE  NEONATE, 
INFANT  AND  CHILD” 

“ANAEROBIC  INFECTIONS” 

“ RESISTANCE  TO  THE  NEWEST 
CEPHALOSPORINS  - A CONCERN” 

“ ANTIBIOTICS  IN  TRAUMA” 

“ NOSOCOMIAL  INFECTIONS  IN  THE 
CRITICALLY  ILL  PATIENT” 


Physicians  Fee $50.00 

Physicians'  Assistants  Fee  $20.00 

Nursing  Fee  $20.00 

Paramedical  Fee  $20.00 

Complimentary Residents, 


Interns  & Medical  Students 
ADVANCED  REGISTRATION  REQUESTED! 


A.M. A.  Approved  for  6 hours  Category  1 of 
the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 

Approved  A.A.F.P.  6 hours  Prescribed  Credit. 
A.O.A.  6 hours  Category  2-D  Credit. 

CEU’s:  0.6  (6  contact  hours) 


THE  SEMINAR  WILL  BE  HELD  IN  BEH  AUDITORIUM  SOUTH-1 
Medical  Education  Department 
contact:  Mercy  Hospital  Medical  Center 
Sixth  and  University 
Des  Moines,  Iowa  50314 
Ph.  # (515)  247-3042 
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Marion  E.  Alberts,  M.D. 

COMMEIMTIIMG 

EDITORIALLY 


WINNER  AGAIN!! 


W'e  did  it  again! 

Yes,  to  our  great  satisfaction,  Iowa 
Medicine  is  a winner  in  the  1983  (ninth  annual) 
Sandoz  Medical  Journalism  Competition.  We 
have  been  recognized  in  this  competition  on 
three  previous  occasions.  We  thank  Sandoz, 
Inc.,  for  choosing  us  to  receive  a 1983  Special 
Award. 

It  is  a privilege  to  share  in  the  Sandoz  com- 
petition with  some  fine  medical  publications; 
we  are  entered  in  the  3,000-plus  circulation 
category.  This  year's  first  prize  (we  received  it 
in  1976)  was  awarded  to  Michigan  Medicine. 


We  congratulate  Judy  Marr  and  her  Michigan 
compatriots.  Other  winners  of  1983  Special 
Awards  are  Western  Journal  of  Medicine 
and  the  Journal  of  the  Medical  Society  of 
New  Jersey. 

The  IMS  Special  Award  takes  the  form  of  a 
certificate  and  a check  for  $250.  These  items 
will  be  presented  this  month  at  the  1984  IMS 
House  of  Delegates  in  Des  Moines.  We  are 
grateful  to  Sandoz  for  providing  this  added  bit 
of  stimulation  to  do  a good  job.  The  Sandoz 
medical  journalism  workshops  and  newslet- 
ters are  also  beneficial. 

In  addition  to  having  been  honored  by  San- 
doz in  1983  and  1976,  Iowa  Medicine  was  cited 
for  outstanding  appearance  and  editorial  quali- 
ty in  the  1978  and  1982  competitions. 


PROMISCUITY 


"The  precise  and  mtelligent  recognition  and  appre- 
ciation of  minor  differences  is  the  real  essential  factor 
in  all  successful  medical  diagnosis.  . . . Eyes  and 
ears  which  can  see  and  hear,  memory  to  record  af 
once  and  to  recall  at  pleasure  the  impressions  of  the 
senses,  and  an  imagination  capable  of  iveaving  a 
theory  or  piecing  together  a broken  cham  or  unravel- 
ing a tangled  clue,  such  are  the  implements  of  his 
trade  to  a successful  diagnostician."  — Joseph 
Bell  (1837-1911),  Lecture  to  Students,  Faculty 
of  Medicine,  University  of  Edinburgh. 

For  some  time  I have  wanted  to  write  on  the 
subject  of  promiscuity.  The  term  "prom- 
iscuous" has  an  intrigue  about  it.  One  can  con- 
jure varied  thoughts  of  its  connotations.  Now 
that  I have  your  attention,  I can  proceed. 

Promiscuous  means  indiscriminate.  Indis- 
crimination means  random,  or  lacking  in  the 
ability  to  differentiate  or  distinguish  accurate- 
ly. Many  physicians  are  victims  of  promis- 


cuous action  in  their  care  of  patients,  especially 
in  the  choice  of  diagnostic  work-up.  Fear  of 
overlooking  something,  fear  of  lawsuits,  or 
lack  of  total  understanding  of  the  diagnostic 
protocol  may  lead  to  too  many  X-rays,  too 
many  laboratory  procedures,  or  too  many  in- 
vasive techniques.  Our  profession  has  avail- 
able a myriad  of  procedures,  tests,  as  well  as 
instruments,  monitors,  gadgets,  and  tools.  To 
draw  the  line  on  their  use  is  difficult. 

The  student  of  medicine  who  suggests 
varied  and  sundry  tests,  many  complicated 
and  expensive,  is  considered  well-read  and 
above  the  average.  As  a resident  physician  the 
new  practitioner  has  the  opportunity  to  order 
all  those  laboratory  tests.  X-rays,  and  proce- 
dures. Often  he  has  little  practical  concept  of 
their  cost,  limitations,  or  even  of  their  value. 
"Complete  work-up,"  however,  prompts  the 
ordering  of  any  or  all  of  the  known  tests.  It's 
habit  forming  to  say  the  least.  Then,  there  is 
also  the  old  excuse  . . . "it's  a learning  exer- 
cise" ...  at  the  expense  of  the  patient  or  the 
third  party  payor. 

(Please  turn  to  page  208) 
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Anyone  Rewonsible 
lorAHalf  Million 
Dollars  Shouldif t Have 
ToWorkTwoJobs. 


Making  money  is  a full  time  job. 
Unfortunately,  so  is  managing  it. 

And  most  people  and  companies  are 
far  better  at  getting  rich  than  they  are  at 
staying  that  way. 

Unless  they  hire  us,  Statesman 
Investment  Advisors. 

We  work  for  individuals,  corporations, 
endowment  funds,  pension  funds  and 
associations  with  manageable  assets  of  a 
half  million  dollars  or  more. 

And  weil  manage  your  assets  on  a 
fee  basis,  designing  portfolios  that  are 
responsive  both  to  the  market  and  to  your 
gods  and  objectives. 

We  offer  no  products,  no  insurance 
and  receive  no  commissions. 

All  we  have  to  sell  is  a staff  with  35 
years  of  broad  investment  experience  and 
over  $150,000,000  under  management. 

Want  to  make  your  half  rruUion 
whole?  Put  Statesman  Investment 
Advisors  to  work  for  you. 

Call  515-284-7648. 

REGISTERED  INVESTMENT  ADVISORS 

ffiThe  Statesman  Group,  Inc. 

Suite  804  Des  Moines  Building 
Des  Moines,  LA.  50309 
. (515)  284-7648 

Statesman  Investment  Advisors,  inc  . 


The  physician,  when  new  in  practice,  con- 
tinues the  theme  . . . "complete  work-up," 
"cover  all  bases,"  avert  "errors  of  omission," 
"avoid  lawsuits."  But  where  does  it  all  end? 
Can  we  continue  to  expect  the  patient,  or  his 
insurance  company,  to  pay  for  all  these  proce- 
dures? They  do  have  a valid  complaint! 

"Discrimination"  has  become  a "bad  word," 
but  we  must  discriminate  in  the  ordering  of 
many  of  the  procedures  we  have  at  our  dispos- 
al. Diagnosis  of  a patient's  problem  often  can 
be  shrouded  by  useless  or  inconsequential 
data.  I once  read  that  a sound  clinician  attacks 
the  core  of  the  problem  and  avoids  being 
mousetrapped  by  tangential  data.  Avoid  the 
tangential  data..  Order  tests  in  a discriminate 
manner.  Do  not  be  a promiscuous  diagnosti- 
cian. — M.E.A. 


QUESTIONS  AND  ANSWERS 


(Continued  from  page  195) 


more  critical  in  the  elderly.  We  are  recording  all 
drugs  which  Iowa  nursing  home  residents  re- 
ceive.’ Shortly,  we  will  notify  a resident's 
physician  if  there  is  a potential  for  interaction 
because  of  the  drugs  being  used.  Further,  we 
have  classified  the  most  common  nursing 
home  diagnoses.  We  are  proceeding  to  evalu- 
ate the  types  of  care  given  these  residents  by 
Iowa  physicians  per  diagnosis.  Approximately 
10  diagnoses  have  been  researched,  and  we  are 
compiling  data  for  Iowa  physicians. 

Realizing  the  research  potential  of  the  IFMC 
data  system  and  the  Foundation's  responsibil- 
ity to  the  Department  of  Human  Services  for 
management  information,  is  there  any  way 
Iowa  physicians  can  make  the  Foundation's 
work  easier? 

Iowa  physicians  obviously  will  continue  to 
practice  a high  standard  of  care,  whether  it  is  in 
the  hospital  or  in  the  nursing  home.  One  area, 
however,  continues  to  provide  controversy, 
and  it  is  that  of  documentation  of  diagnoses 
and  reasons  for  drug  utilization.  In  most  inst- 
ances, we  are  doing  chart  review.  Thus,  it  is 
extremely  important  for  Iowa  physicians  to 
maintain  quality  records  in  nursing  homes  — 
just  as  they  do  in  hospitals. 
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First  Annual 

MIDWEST  BEHAVIORAL  MEDICINE  CONFERENCE 

July  27-29,  1984  Des  Moines,  Iowa 

Sponsored  By 

IOWA  METHODIST  MEDICAL  CENTER 

Through  presentations  and  workshops,  this  Conference  will  familiarize  physicians,  nurses, 
psychologists  and  allied  health  care  professionals  with  behavioral  medicine  protocol,  skills  and 
techniques  for  the  diagnosis  and  treatment  of 

Chemical  Dependency — Chronic  Pain — Eating  Disorders 


W.  Stewart  Agras,  M.D. 

Stanford  Clniversity  School  of  Medicine 

David  K.  Ahern,  Ph.D. 

Brown  University  Program  in  Medicine 

Steven  Brena,  M.D. 

Emory  University  School  of  Medicine 

Harold  Carron,  M.D. 

University  of  Virginia  Medical  Center 

Sara  Christenson,  M.A.,  R.N. 

University  of  Iowa  Hospitals  and  Clinics 


Guest  Faculty 

Wayne  Christenson,  M.D. 

Forest  View  Psychiatric  Hospital, 

Grand  Rapids,  Michigan 

Michael  J.  Follick,  Ph.  D. 

Brown  University  Program  in  Medicine 

Margo  McCaffery,  R.N.,  M.S.,  FAAN 

Consultant  in  the  Nursing  Care  of  People  with  Pain 

Dennis  C.  Turk,  Ph.  D. 

Yale  University 


Resident  Faculty 

Jerald  Catron,  Ph.  D. 

l.M.M.C.  Chemical  Dependency  Treatment  Program 

Stan  Haugland,  M.D. 

Medical  Director,  l.M.M.C. 

Chemical  Dependency  Treatment  Program 

Joyce  Keen,  Ph.  D. 

Director,  Clinical  Psychology 

l.M.M.C. 

I CME/CEU  As  an  organization  accredited  for  continuing  medical  education,  Iowa  Methodist 
1 CREDIT:  Medical  Center  designates  this  continuing  medical  education  activity  for  15  credit 
hours  in  Category  1 of  the  Physician  s Recognition  Award  of  the  American  Medical 
Association  provided  it  is  completed  as  designed.  Iowa  Methodist  School  of  Nursing, 
Provider  ^47,  approves  this  conference  for  2.31  CEU’s  for  nurses.  Application  has 
been  made  for  CEU  approval  for  psychologists,  physical  therapists  and  pharmacists. 


FOR  FURTHER  INFORMATION  CONTACT: 


PREREGISTRATION  REQUIRED 


J.  Dan  Smeltzer,  M.A. 

Coordinator,  Midwest  Behavioral  Medicine 
Conference,  ’84 
Pain  Management  Center 
Iowa  Methodist  Medical  Center 
1200  Pleasant 
Des  Moines,  Iowa  50308 

(515)283-6834 


You  Can  Depend  On  Gs 


Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


^□iSTA 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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Richard  M.  Caplan,  M.D. 

OUR  MAN 

IN  EDUCATION  1 

LEARNING  STYLE  AND  DARWIN 


It's  funny,  how  ideas  come  together.  Events 
make  that  happen,  sometimes.  And  many 
times,  it's  the  ideas  that  make  events  happen. 
A book  just  came,  an  academic  compendium 
about  learning  styles  and  continuing  medical 
education.  Sure,  some  of  us  learn  best  from 
reading,  some  from  listening,  some  from 
shoves  and  tugs  of  daily  practice  (Hamlet's 
slings  and  arrows  of  outrageous  fortune?),  and 
some  just  from  the  process  of  drifting  through 
one's  life. 

I first  learned  about  Darwin  a long  time  ago. 
What  1 was  told  he  said  seemed  to  make  sense. 
It  still  does,  only  I know  now  there  are  still  lots 
of  folks  who  don't  think  so,  and  many  knowl- 
edgeable sympathizers  who  are  trying  to  mod- 
ify what  he  said,  as  Einstein  did  to  Newton. 

A few  years  ago,  at  a museum  in  New  Zea- 
land, I read  an  autograph  letter  Darwin  wrote 
and  saw  many  specimens  of  the  strange  ani- 
mals they  have  there,  but  which  he  somehow 
failed  to  encounter  in  1838  when  he  landed  on 
the  North  Island  briefly  with  the  Beagle.  Then 
last  fall  I attended  an  interesting  conference 
about  Darwin's  Legacy,  at  Gustavus  Adolphus 
College,  and  learned  lots  more.  Just  last 
month,  chance  bedded  me  down  in  Shrews- 
bury, England.  Darwin  was  born  there,  the 
guide  book  said.  The  big  statue  of  him  seated 
outside  the  school  he  attended  (now  the  Public 
Library)  was  surely  confirmation.  The  old 
Shrewsbury  castle  sits  across  the  modern 
street,  adding  solemn  assurance  that  its  native 
son  was  correct.  Then  on  to  London  and  a visit 
to  the  Royal  College  of  Surgeons,  a big  build- 
ing that  houses  the  splendid  Hunterian 
Museum,  derived  originally  from  the  collec- 
tion of  the  great  18th  century  surgeon,  John 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  The 
University  of  Iowa  College  of  Medicine. 


Hunter.  There  are  fascinating  pathological 
specimens  there,  like  the  skeletons  of  a 7V2  foot 
man  and  a dwarf  who  died  at  age  nine,  19 
inches  in  height.  And  a placenta  from  a Greek 
woman  who,  in  1974,  took  a drug  to  induce 
ovulation.  It  worked,  and  yielded  octuplets. 
And  there  was  that  placenta  with  its  eight 
umbilical  cords,  and  surrounded  by  the  eight, 
named,  short-lived,  2V2  pound  children,  each 
in  its  own  bottle.  A little  grim,  perhaps,  to  have 
such  transparent  little  coffins  placed  in  a glass 
sarcophagus  illuminated  by  flourescent  lights. 
But  mostly  the  museum  is  a fabulous  collection 
of  specimens  of  comparative  anatomy.  If  Clar- 
ence Darrow  had  sought  to  plead  his  Scopes 
trial  defense  in  the  Hunterian  Museum,  he'd 
have  won  his  case  with  ease. 

And  so  the  ways  of  learning  are  formal  and 
informal,  easy  and  difficult,  fun  and  not  such 
fun.  I guess  what's  mainly  needed  is  simply  to 
be  receptive  to  learning  in  lots  of  different 
ways  — the  computers  are  clearly  providing  a 
major  new  way.  But  sometimes,  too,  it's  useful 
to  just  pause  and  let  the  brain  put  some  things 
together  on  its  own.  Walt  Whitman  discovered 
that.  He  told  about  it  in  a superb  poem.  And 
maybe  that's  where  I learned  about  this  type  of 
learning: 

When  I heard  the  learn'd  astronomer. 

When  the  proofs,  the  figures,  were  ranged  in 
columns  before  me. 

When  I was  shown  the  charts  and  diagrams,  to 
add,  divide,  and  measure  them. 

When  I sitting  heard  the  astronomer  where  he 
lectured  with  much  applause  in  the  lecture- 
room. 

How  soon  unaccountable  I became  tired  and 
sick. 

Till  rising  and  gliding  out  I wander'd  off  by 
myself. 

In  the  mystical  moist  night-air,  and  from  time 
to  time. 

Look'd  up  in  perfect  silence  at  the  stars. 
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A 

Information  of  Interest 

STATE  DEPT.  OF 

PUBLIC  HEALTH 

riT> 

ASSESSMENT  OF  1983 
IMMUNIZATION  LEVELS 
AMONG  URBAN  AND  RURAL 
SCHOOL  CHILDREN  IN  lONMA 


Iowa's  immunization  law  was  enacted  7 
years  ago  on  November  10,  1977  and  be- 
came effective  January  4,  1978.  Since  that  date, 
immunization  levels  have  risen  dramatically 
followed  by  a sharp  decrease  in  incidence  of 
immunizable  diseases.  Annual  audits  are  con- 
ducted to  monitor  immunization  levels  in 


Total 

Kindergarten 

Population 

Kindergarten 

Population 

Audited 

Percent 

Audited 

Rural 

26,912 

888 

3.3 

Urban 

15,846 

775 

4.9 

42,758 

1,663 

3.9 

schools  to  ensure  compliance  with  the  law. 
The  1983  audit  was  designed  to  also  note  any 
differences  in  immunization  levels  between  ru- 
ral and  urban  areas  and  further  to  determine 
whether  or  not  parents  are  deferring  im- 
munizations until  school  entry  based  on  rec- 
ords of  entering  kindergarten  children. 

Each  child  in  Iowa  attending  public  or  pri- 
vate school  is  required  to  present  a record  of 
their  immunizations  showing  the  dates  of 
administration  (day,  month  and  year)  to  the 
admitting  official  upon  entry.  To  perform  the 

This  information  on  public  matters  is  furnished  and  sponsored  by  the 
Iowa  State  Department  of  Health. 


survey  the  state  was  divided  into  2 groups  — 
urban  (containing  Pottawattamie,  Woodbury, 
Polk,  Black  Hawk,  Linn,  Dubuque  and  Scott 
counties)  and  rural  (containing  the  remaining 
92  counties).  Using  the  1982-83  computer  rec- 
ords of  kindergarten  attendance  by  schools,  34 
urban  and  33  rural  schools  were  randomly 
chosen  for  audit.  Each  school  was  visited  dur- 
ing October  by  State  Department  of  Health 
field  staff  to  review  immunization  records. 

In  schools  with  A.M.  and  P.M.  classes  an 
alternating  system  was  used  to  choose  a par- 
ticular class  for  review.  In  schools  where  rec- 
ords were  not  separated  by  classroom  the  en- 
tire kindergarten  was  audited.  In  the  chosen 
room  every  child's  record  was  checked  as  to 
the  number  of  doses  of  DTP  and  TOPV  re- 
ceived by  24  months  of  age  and  by  September 
1,  1983.  Measles,  mumps  and  rubella  shots 
were  tabulated  by  doses  received  after  12 
months,  after  15  months  but  less  than  24 
months  and  by  September  1,  1983. 

Children  with  medical  or  religious  exemp- 
tions, MMR  doses  prior  to  12  months  of  age 
and  provisional  cards  without  dates  were 
counted  as  not  immunized.  All  urban  schools 
maintained  records  by  classroom,  most  of  the 
rural  schools  filed  records  by  grade  only. 
Therefore,  there  were  more  rural  children  in- 
cluded in  the  survey  than  urban  children. 

Results  of  the  audit  showed  the  following: 


PERCENT  OF  CHILDREN  WITH  NO  RECORD  OF  lAAMUNIZATION 


Total 

At 

At 

in 

24 

School 

Study 

Months 

Entrance 

Urban 

775 

2.8 

0.8 

Rural 

888 

2.3 

2.0 
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TOPV 


Doses 

Received 

Immunized  at: 

24  Months  School  Entrance 

Urban 

At  least  one  dose 

88.0 

99.0 

<3 

8.6 

.4 

>3 

79.4 

98.5<’> 

>4 

50.4 

96.6"> 

Rural 

At  least  one  dose 

96.5 

98.0 

<3 

7.3 

.2 

>3 

89.2 

97.7<’> 

24 

52.4 

94.4<’> 

(1)  Individuals  with  3 or  4 doses  have  received  at  least  one  dose  otter 
4th  birthday. 

D.T.P. 

Doses 

Immunized  at: 

Received 

24  Months 

School  Entrance 

Urban 

At  least  one  dose 

96.8 

99.2 

<3 

4.6 

0.3 

>3 

92.4 

99.0<’> 

24 

54.1 

93.7"> 

Rural 

At  least  one  dose 

96.5 

98.0 

<3 

6.5 

0.1 

23 

90.0 

97.9"> 

24 

54.3 

95.0<’> 

M.M.R. 


Age  of  Administration  (%) 


12-15 

15-24 

School 

Months 

Months 

Entrance 

Total 

Urban 

13.0 

75.1 

11.0 

99.1 

Rural 

11.7 

69.4 

16.9 

98.0 

The  results  of  the  survey  demonstrate  that 
almost  every  child  in  Iowa,  rural  and  urban 
(98%)  enters  the  health  care  system  and  a sig- 
nificant proportion,  88%  urban  and  81%  rural, 
receive  their  MMR  by  24  months  of  age. 
However,  at  least  40%  of  Iowa  children  miss 
one  or  more  of  their  DTP  and  TOPV  doses  by 
24  months  of  age.  This  provides  evidence  that 
physicians  and  public  clinics  should  consider 
notifying  parents  of  due  dates  of  immuniza- 
tion, especially  booster  doses  scheduled  for  18 
months  of  age.  At  school  entrance  93.7%  of 
urban  and  95%  of  rural  children  have  received 
4 or  more  TOPV.  MMR  vaccination  levels 
approach  100%  for  both  urban  and  rural  chil- 
dren. These  figures  are  responsible  for  the  low 
morbidity  levels  for  both  measles  and  rubella. 
Since  1981  there  have  been  only  21  cases  of 


measles  confirmed  either  gerologically  or 
epidemiologically  linked  to  a known  outbreak. 
(20  in  high  school  students  in  Marshall  county 
and  one  9 month  old,  in  Clinton  county,  not 
confirmed  serologically  but  linked  to  a known 
case).  The  school  law  appears  to  ensure  high 
immunization  levels  at  school  entrance  with- 
out increasing  the  age  at  which  children  com- 
mence immunizations.  Indeed,  preschool  chil- 
dren appear  better  immunized  now  than  prior 
to  the  institution  of  the  law. 


BOARD  CERTIFIED  (OR  ELIGIBLE) 
FAMILY  PRACTITIONERS 

Two  or  three  compatible  physicians  (one  or  more  to  be 
female)  to  join  and,  as  desired,  in  the  next  one  to  three 
ears  to  acquire  this  exceptionally  equipped,  very 
usy  family  practice.  Within  3 hours  driving  time  of  5 
major  medical  schools.  Mid  U.S.A.  with  an  urban- 
rural  practice  with  all  specialties  represented  in  the 
immediate  area,  and  hospitals  that  will  let  your  skills 
grow  with  your  training  — new  and  acquired.  Send 
C.V.'s  and  why  you  think  you  and  your  proposed 
associates  will  exist  together  compatibly.  Reply  to 
BOX  NO.  1554,  IOWA  MEDICINE,  1001  Grand  Ave- 
nue, West  Des  Moines,  Iowa  50265. 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 
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EVEN  THE  BEST 
HEALTH  CARE  COVERAGE 
IS  NO  SUBSTITUTE 
FOR  GOOD  HEALTH. 


Blue  Cross  and  Blue  Shield  of  Iowa  offer 
quality  health  care  coverage  recognized  and 
accepted  by  health  care  providers  nationwide. 
Coverage  preferred  by  more  than  1 ,000,000 
lowans. 

But  even  the  best  health  care  coverage  is 
no  substitute  for  good  health. 

We  appreciate  the  fact  that  you  and  other 
providers  of  health  care  in  Iowa  are  doing  all 
you  can  to  see  that  lowans  get  healthy... and 
stay  healthy. 

Your  efforts  are  helping  curb  unnecessary 


utilization  of  health  care  services  and  costs. 

In  fact.  Blue  Cross  and  Blue  Shield  sub- 
scribers’ hospital  inpatient  use  has  declined 
1 6%  during  the  past  three  years  — enabling  us 
to  credit  or  reduce  our  rates  by  $24,000,000! 
That  clearly  demonstrates  that  together  we  all 
can  have  an  impact  on  the  cost  of  care. 

It’s  proof  that  Iowa’s  health  care  providers  are 
working  successfully  to  provide  the  people  we 
jointly  serve  with  affordable,  quality  health  care. 

Proof  that  there  really  is  no  substitute  for 
good  health. 

Blue  Cross 
Blue  Shield 

of  Iowa 
Des  Moines 
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DRUG  THERAPY 

REVIEW 

Robert  ].  Roberts,  M.D.,  Editor 


ASPARTAME  — A NEW 
LOW-CALORIE  SWEETENER 


Aspartame  (NutraSweet®  — Searle)  is  a 
dipeptide  methyl  ester  (L-aspartyl-L- 
phenylalanine  methyl  ester)  with  a sweetening 
potency  approximately  180  times  that  of  su- 
crose. The  compound  reproduces  the  taste  of 
sucrose  excellently  and  has  no  associated 
chemical  or  metallic  aftertaste.^  In  1981  aspar- 
tame received  approval  for  usage  in  a dry  form 
as  a sugar  substitute  in  foods  such  as  tabletop 
sweeteners,  breakfast  cereals,  chewing  gums, 
and  dry  bases  for  drink  mixes,  puddings,  fill- 
ings, and  whipped  toppings.  Aspartame  is 
currently  marketed  as  NutraSweet®  and  is 
available  in  many  powdered  preparations  in- 
cluding the  tabletop  sweetener.  Equal®.  In  July 
1983,  approval  was  granted  for  aspartame's 
use  as  a sweetener  for  carbonated  beverages. 
Saccharin,  the  only  other  approved,  synthetic, 
low-calorie  sweetener,  has  a marked  after- 
taste^ and  has  been  associated  in  rats  with  a 
potential  for  carcinogenicity.  Other  sweeten- 
ers, including  xylitol,  sorbitol,  fructose,  and 
mannitol,  provide  as  many  calories  as  sucrose. 

CLINICAL  PHARMACOLOGY 

Only  0.1  calorie  is  provided  by  the  amount  of 
aspartame  equivalent  in  sweetness  to  one  teas- 
poon of  sugar  (16  calories).  The  chemical  struc- 
ture of  the  dipeptide  aspartame  is  obviously 
different  from  the  disaccharide  sucrose.  If 
either  of  aspartame's  2 amino  acids  are  in  the 
D-isomeric  form,  rather  than  L,  its  sweetness  is 
lost.  Studying  substituted  amino  acids  indi- 

This  information  for  Iowa  physicians  is  furnished  and  sponsored  by  the 
University  of  Iowa  Hospitals  and  Clinics. 


cates  that  the  key  to  sweetness  rests  in  the 
amide  substitution  of  the  a-carboxyl  group  of 
L-aspartic  acid.^ 

Investigations  with  rodents,  rabbits,  dogs, 
monkeys  and  humans  have  found  that  aspar- 
tame is  metabolized  in  a manner  indistinguish- 
able from  its  3 major  subcomponents,  aspartic 
acid,  phenylalanine,  and  methanol.^  No  intact 
aspartame  was  detected  ifi  plasma  samples  fol- 
lowing oral  intake.  The  evidence  suggests  that 
aspartame  is  completely  hydrolyzed  to  aspartic 
acid,  phenylalanine  and  methanol  by  pepti- 
dases and  esterases  within  the  intestinal  lumen 
or  enterocyte. 

Aspartame's  constituents  are  commonplace 
in  our  diet.  Aspartic  acid  and  phenylalanine 
are  amino  acids  present  in  food  proteins. 
Methyl  esters  are  common  plant  products  and 
impart  flavors  in  fruits,  vegetables,  juices,  and 
liquors.  Replacing  all  of  the  sucrose  sweetness 
in  an  average  American's  daily  diet  requires  8 
mg  of  aspartame/kg  body  weight.  Consuming 
1.5  oz  of  beef  or  6 oz  of  milk  would  still  provide 
a 70  kg  individual  with  more  aspartic  acid  and 
phenylalanine  than  would  such  an  amount  of 
aspartame.'^  A typical  soft  drink  sweetened 
with  aspartame  at  555  mg/liter  would  provide 
56  mg  of  methanol/liter.  This  is  considerably 
less  than  the  average  methanol  content  of  fruit 
juice  (140  mg/liter). 

STABILITY 

Aspartame  is  most  stable  in  the  dry  form,  at 
temperatures  less  than  40°C,  and  in  the  pH 
range  of  3 to  5.  Prolonged  storage,  elevated 
temperature,  humidity,  aqueous  solution,  and 
pH  extremes  decrease  the  sweetness  of  aspar- 
tame-sweetened products.  This  occurs  be- 
cause of  conversion  of  aspartame  to  degrada- 
tion products.  The  major  reaction  is  a cycliza- 
( Please  turn  to  page  216) 
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tion  of  aspartyl-phenylalanine  to  form  its  dike- 
topiperazine.  Because  the  diketopiperazine  is 
tasteless,  sweetness  is  lost  as  this  degradation 
occurs.  An  aspartame  solution  of  pH  4.0  (the 
acidity  of  root  beer)  stored  at  room  tempera- 
ture would  lose  20%  of  its  sweetness  in  4.5 
months.  If  the  storage  temperature  for  the 
solution  is  increased  to  80°C,  a 20%  loss  of 
sweetness  occurs  in  a single  day.  Even  at  room 
temperature  and  neutral  pH,  solutions  of 
aspartame  lose  half  their  sweetness  within  a 
few  hours. 

ADVERSE  EFFECTS  AND  TOXICITY 

Patients  homozygous  for  phenylketonuria 
(PKU)  cannot  metabolize  phenylalanine  effec- 
tively and  accumulate  phenylalanine  and  re- 
lated metabolites  in  the  blood,  spinal  fluid,  and 
urine.  With  dietary  ingestion  of  moderate-to- 
large  amounts  of  phenylalanine  normally  pres- 
ent in  protein,  they  develop  central  nervous 
system  damage  and  mental  retardation. 


"Aspartame  is  currently  available  in  a number  of  low- 
calorie  food  and  beverage  products  and  has  recently 
been  marketed  as  a carbonated  soft  drink  sweetener." 


Hyperphenylalaninemia  in  a pregnant  woman 
can  also  harm  the  fetus  due  to  the  concentrat- 
ing effect  of  the  placenta.  The  amount  of 
phenylalanine  in  aspartame  must,  therefore, 
be  considered  in  calculating  diets  for  homozy- 
gous PKU  patients. 

There  is  no  evidence  that  the  amount  of 
phenylalanine  derived  from  aspartame  con- 
sumption is  dangerous  to  normal  people. 
Approximately  one  person  in  50  to  one  in  70  is 
heterozygous  for  PKU.  Studies  with  heterozy- 
gous PKU  subjects  consuming  100  mg  aspar- 
tame/kg body  weight  demonstrated  slower, 
but  adequate  metabolism  and  clearance  of  the 
phenylalanine  derived  from  aspartame.^  This 
abuse  dosage  is  nearly  three  times  greater  than 
the  ninety-ninth  percentile  of  projected  total 
daily  ingestion  (34  mg/kg). 

Studies  in  humian  adults  and  infants  have 
not  indicated  any  significant  short-term  sys- 
temic toxic  effects  with  aspartame  intake  at  34 
mg/kg  body  weight  and  at  potential  abuse 
levels. Only  small  increases  in  human  milk 


aspartic  acid,  phenylalanine,  and  tyrosine 
were  noted  when  mothers  consumed  50  mg  of 
aspartame/kg.®  Long-term  studies  of  animals 
fed  aspartame  demonstrated  no  significant  car- 
cinogenicity or  systemic  toxicity.  One  study  of 
rodents  fed  diketopiperazine  and  aspartame 
for  104  weeks  found  no  toxic  effects.^  Aspar- 
tame does  not  promote  dental  caries  in  rats. 

Two  potential  adverse  effects  of  aspartame 
have  been  suggested,  but  not  documented. 
Firstly,  it  has  been  proposed  that  patients  with 
advanced  liver  disease  will  metabolize  phenyl- 
alanine less  efficiently  than  normal  subjects 
and  be  at  increased  risk  to  develop  encepha- 
lopathy following  aspartame  ingestion. Ele- 
vated levels  of  aromatic  amino  acids  (including 
phenylalanine)  and  derivatives  of  phenylala- 
nine (such  as  tyrosine  and  octopamine)  have 
been  noted  in  patients  with  the  syndrome  of 
hepatic  encephalopathy.  However,  exper- 
imental infusion  of  phenylalanine  does  not 
directly  produce  hepatic  coma. 

Secondly,  it  has  been  proposed  that  inges- 
tion of  high  doses  of  aspartame  with  carbohy- 
drate will  produce  neurochemical  changes  in 
the  brain,  which  may  have  neurobehavioral 
consequences.^^  Carbohydrate  can  cause  an 
insulin-mediated  decrease  in  plasma  concen- 
trations of  branched-chain  amino  acids,  which 
would  normally  compete  with  phenylalanine 
and  tyrosine  for  transport  across  the  blood- 
brain  barrier.  It  is  suggested  that  the  potenti- 
ated increases  in  the  brain  monoamine  precur- 
sors (including  phenylalanine)  will  result  in 
alterations  in  catecholamine  and  serotonin 
synthesis.  Behaviors  mediated  by  these 
neurotransmitters  would,  in  turn,  be  influ- 
enced. However,  Fernstrom  et  recently 
demonstrated  no  significant  alterations  in  rat 
brain  neurotransmitters  with  administration  of 
high-dose  aspartame.  Furthermore,  no  long- 
term behavioral  effects  were  observed  in  infant 
monkeys  fed  high  doses  of  aspartame. 

USES 

Aspartame  is  only  available  as  the  food  in- 
gredient, NutraSweet®,  and  as  the  tabletop 
sweetener.  Equal®.  One  packet  of  Equal®  con- 
tains 0.04  g aspartame.  Most  of  the  4 calories 
per  package  come  from  buffers  and  extenders. 
It  provides  sweetening  equivalent  to  2 tea- 
spoons of  sugar  (32  calories)  or  one  packet  of 
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the  saccharin  sweetener,  Sweet  'n  Low®  (4 
calories).  Equal®  tablets  contain  0.02  g aspar- 
tame and  provide  0.4  calories.  Aspartame  is 
currently  available  in  a number  of  low-calorie 
food  and  beverage  products  and  has  recently 
been  marketed  as  a carbonated  soft-drink 
sweetener.  Because  the  subcomponents  of 
aspartame,  the  amino  acids  and  methanol,  are 
metabolized  in  the  same  manner  as  these  nor- 
mal substances  in  the  diet,  aspartame  is  con- 
sidered a nutritive  substance  (not  an  artificial 
sweetener).  Its  use  is  not  restricted  to  "special 
dietary  foods." 

Clinical  trials  have  demonstrated  excellent 
acceptance  of  aspartame-sweetened  foods  and 
a significant  reduction  in  caloric  intake  during 
covert  substitution  of  sucrose-sweetened  with 
aspartame-sweetened  foods. Obese,  diabetic 
and  weight-conscious  individuals  should  ben- 
efit from  the  caloric  restriction  possible  with 
consumption  of  aspartame-sweetened  foods. 
Chewing  gums  sweetened  with  aspartame  are 
not  currently  available,  but  unlike  sucrose- 
sweetened  gum  should  not  promote  dental 
caries. 

Products  containing  aspartame  are  required 
to  bear  the  statement:  "Phenylketonurics: 
Contains  phenylalanine."  Because  of  aspar- 
tame's tendency  to  degrade  when  exposed  to 
prolonged  heat,  instructions  are  also  required 
warning  against  its  use  in  high-termperature 
cooking. 

SUAAAAARY 

Aspartame  is  an  excellent-tasting,  low- 
calorie  sweetener  with  no  significant  known 
toxicity.  It  is  metabolized  as  its  three  subcom- 
ponents, aspartic  acid,  phenylalanine,  and 
methanol,  which  are  normal  dietary  constit- 
uents. Patients  homozygous  for  phenylketo- 
nuria should  be  warned  to  calculate  the  pheny- 
lalanine content  from  aspartame  in  their  diets. 
Prolonged  storage  and  exposure  to  heat  pro- 
duce degradation  products,  which  decrease 
the  sweetness  of  aspartame  products.  The 
main  decomposition  product,  the  diketo- 
piperazine,  has  no  demonstrated  toxicity  in 
animal  studies.  Although  long-term  studies  of 
aspartame  consumption  by  people  are  not  yet 
available,  current  data  indicate  little  reason  to 
anticipate  any  major  toxicity.  — STEPHEN  L. 
BURGERT,  M.D.,  Fellow  in  Gastroenterology, 
Department  of  Internal  Medicine 
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taneous food  intake  of  obese  individuals:  A pilot  study.  Am.  J.  Clin. 
Nutr.,  30:1638-44,  1977. 


2Childrenls 

Miracle  Network 
Telethon 

KgaHTv 

Enjoy  a 21 -hour  celebration  of  the 
achievements  of  Iowa  and  Western  Illinois 
community  physicians  working  with  Iowa 
Children’s  Health  Care  Center  specialists  at 
The  University  of  Iowa  Hospitals  and  Clinics! 
The  Children’s  Miracle  Network  Telethon  will 
celebrate  with  children  whose  health  has 
been  restored  and  quality  of  life  improved. 

Watch  the  telethon  beginning  at  8 p.m. 
June  2 and  continuing  until  5 p.m.  June  3, 
1984.  All  funds  pledged  during  this  telethon 
go  directly  to  The  Iowa  Children’s  Health 
Care  Center. 

itMtl 

THE  lown  CHILDREM’S 
HEniTH  MRE  CENTER 
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March  1984  Morbidity  Report 


Disease 

Mar. 

1984 

Total 

1984 

to 

Date 

1983 

to 

Date 

Most  Mar.  Cases 
Reported  From 
These  Counties 

Amebiasis 

6 

11 

14 

Scattered 

Brucellosis 

0 

1 

0 

Chickenpox 

1455 

3017 

2847 

Scattered 

Campylobacter 

16 

43 

44 

Scattered 

Cytomegalovirus 

2 

6 

6 

Lyan,  Palk 

Eaton's  Agent 
infection 

5 

9 

85 

Johnson,  Linn,  Scott 

Encephalitis,  viral 

1 

3 

12 

Dubuque 

Erythema 

infectiosum 

0 

0 

24 

Gastroenteritis 

(GIV) 

1915 

6044 

5960 

Scattered 

Giardiasis 

16 

46 

44 

Scattered 

Hepatitis,  A 

1 

7 

9 

Linn 

Hepatitis,  B 

11 

32 

13 

Scattered 

Hepatitis,  Non  A-B 

3 

7 

10 

Adair,  Clinton,  Dallas 

Hepatitis 

type  unspecified 

3 

4 

3 

Kossuth,  Louisa, 

Herpes  Simplex 

101 

223 

206 

Muscatine 

Scattered 

Herpes  Zoster 

0 

0 

5 

Histoplasmosis 

3 

3 

8 

Dubuque,  Linn,  Polk 

Infectious 

mononucleosis 

28 

66 

77 

Influenza, 

lab  confirmed 

53 

106 

9 

Scattered 

Influenza-like 
illness  (URI) 

6145 

23287 

16997 

Scattered 

Legionellosis 

0 

0 

6 

Malaria 

0 

1 

1 

Meningitis 

aseptic 

4 

9 

6 

Dubuque,  Polk,  Scott 

bacterial 

10 

34 

40 

meningococcal 

1 

13 

4 

Black  Hawk 

Mumps 

6 

13 

15 

Scattered 

Pertussis 

0 

3 

0 

Rabies  in  animals 

15 

37 

94 

Scattered 

Reye  Syndrome 

1 

1 

1 

Scatt 

Rheumatic  Fever 

0 

0 

0 

Rubella 

(German  measles) 

0 

0 

0 

Measles 

0 

0 

0 

Salmonellosis 

22 

59 

69 

Scattered 

Shigellosis 

4 

15 

13 

Ida,  Linn,  Palk 

Tetanus 

0 

0 

0 

Toxic  Shock 
Syndrome 

1 

4 

5 

Paweshiek 

Tuberculosis 
total  ill 

11 

20 

25 

Scattered 

bact.  pos. 

9 

15 

18 

Scattered 

Typhoid  Fever 

0 

0 

0 

Venereal  diseases: 
Gonorrhea 

402 

1115 

1104 

Scattered 

Syphilis 

5 

10 

7 

Polk,  Pottawattamie 

Other  Non-Reporiable  Diseases:  Ascariasis  — 1 , 

Carroll,  1,  Polk. 
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BRIEF  SUMMARY 

PROCARDIA  • (nifedipinel  CAPSULES  for  Oral  Use 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  lor  the 
management  ol  vasospastic  angina  confirmed  by  any  ol  the  following  criteria  1 ) classical  pattern 
ol  angina  al  rest  accompanied  by  ST  segment  elevation.  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  paliehls 
who  have  had  angiography  the  presehce  of  sighificant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed . e g where  pain  has  a variable  threshold  oh  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  mtermitteht  vaso- 
spasm. or  when  angina  is  refractory  to  nitrates  and  or  adeguate  doses  of  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  for 
the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  vasospasm 
in  patients  who  remain  symptomatic  despite  adeguate  doses  of  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  ot  up  to  eight  weeks  duration  in  reducing  angina  freguency  and  increasing  exercise  tolerance 
but  confirmation  ot  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  ot  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation IS  not  sufficient  to  predict  with  confidence  the  effects  ot  concurrent  treatment  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  ot  the  drugs  (See  Warnings ) 
CDNTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  IS  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subseguent  upward  dosage  adiustment.  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  reguirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fentanyl  anesthesia  The  interaction  with  high  dose  fentanyl  appears  to  be 
due  to  the  combination  of  PR0(3ARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  of  fentanyl.  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
fentanyl  anesthesia  is  contemplated . the  physician  should  be  aware  ot  these  potential  problems  and . 
if  the  patient  s condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  lor 
PROCARDIA  to  be  washed  out  ol  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  freguency.  du- 
ration or  seventy  of  angina  on  starting  PROCARDIA  or  al  the  time  ol  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rale,  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  bela  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  ol  PROCARDIA  Ireatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  proyoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS.  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  carelul  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
ol  PROCARDIA  IS  suggested  Close  observation  is  especially  recommended  lor  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure . care  should  be  takeh 
to  differentiate  this  peripheral  edema  from  the  effects  ot  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomilaht  admimstratioh 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  ot  congestive  heart 
failure  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-adminislered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  ellectivehess  ol  this  combination 

Digitalis  Administration  ot  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  of  twelve 
normal  volunteers  The  average  mcrease  was  45"o  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ol  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxih  blood  levels  were  nol  meas- 
ured digitalis  toxicity  was  not  observed  Since  there  have  beeh  isolated  reports  of  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxm  levels  be  mohitored  when  initiating,  adjust- 
ing. and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis,  mutagenesis,  impairment  ol  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  limes  the  maximum  recommehded  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats,  embryotoxicily  m rats  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIDNS:  The  most  common  adverse  events  include  dizziness  or  lighl-headedness. 
peripheral  edema,  nausea  weakness,  headache  and  flushing  each  occurring  in  about  10%  ol  pa- 
tients. transient  hypotension  in  about  5%  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reductioh  in  the  dose  of  PROCARDIA  or  concomitant  anlian- 
ginal  medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestioh  diarrhea  constipation,  inflammation,  joint  stiffness,  shaki- 
ness.  sleep  disturbances,  blurred  vision  difficulties  in  balance  dermatitis  pruritus,  urticaria,  fe- 
ver. sweafing  chills,  and  sexual  difficulties  Very  rarely,  introduction  ot  PRtiCARDIA  therapy  was 
associated  with  ah  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition . more  serious  adverse  events  were  observed . not  readily  distinguishable  from  the  hat- 
ural  history  of  the  disease  ih  these  patiehts  It  remains  possible  however,  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  ot  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2“o  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare,  mild  to  moderate  transient  elevations  of  enzymes  such  as  alkaline  phos- 
phatase CPK  LOH  SGOT  and  SGPT  have  been  noted  and  a single  incident  ol  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladder 
disease  after  about  eleven  months  ol  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clmical  symptoms 
Cholestasis  possibly  due  to  PROCARDIA  therapy  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  of  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NDC  0069-2600-66).  300  (NDC  0069- 
2600-72).  and  unit  dose  (10x10)  (NDC  0069-2600-41)  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77  F ( 15’  to  25  C)  in  the  man- 
ufacturer's original  container 

More  detailed  prolessional  mtormatm  available  on  request 

LABORATORIES  DIVISION 

PFIZER  INC 


c,  1982.  Pfizer  Inc 


lean  do  things  that  I 
couldntdo  for  3 yrs  including 
jdning  the  human  race  again” 


Quotes  from  an  unsolicited  ^ 
letter  received  by  Pfizer  from  an 
angina  patient. 

While  this  patient's  experience 
is  repr^entative  of  many 
unsolicited  comments  received, 
not  all  patients  will  respond  to 
Procardia  nor  will  they  all  - 
respond  to  the  same  degree 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

"My  doctor  switched  me  to 
PROCAR  D1 A C*]  as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work. .and  feel  needed  and  useful 
once  again." 

PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients— having  fewer  anginal  attacks,'  taking 
fewer  nitroglycerin  tablets,'^  doing  more,  and  being  more 
productive  once  again 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0 5%) 


for  the  varied  faces  of  angina  , 


* Procardia  is  indicated  for  the  management  of: 

1 ) Confirmed  vasospastic  angina 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component. 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 


PTOCARDIA 


(NIFEDIPINE)"" 


600 mg  Tablets 


More  conveVuentior  your  patients 


1984  The  Upjohn  Company 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 


j-4044  January  1984 


We've  sot  the  one  person 
who’ll  help  keep 
your  insurance  rates 
reasonable* 


you’ve  seen  him  before.  And  talked  with  him  plenty. 
He’s  your  IMS  Account  Supervisor  and  he’s  workins 
with  you  around  the  clock  to  make  sure  your  spon- 
sored insurance  prosram  is  workins  well.  He’s  help- 
ins  you  to  control  the  frequency  and  severity  of 
incidents.  Helpins  you  to  reduce  the  size  of  claims. 
All  to  help  you  keep  your  rates  equitable. 

That’s  how  /Etna  Life  & Casualty  can  continue  to 
upsrade  the  quality  of  coverases  and  services  you’ve 
Srown  accustomed  to.  So  physicians  and  surseons  in 
Iowa  set  choice  of  coverase  forms — claims-made  or 
occurrence — as  well  as  hisher  levels  of  coverase.  Like 
$5,000,000  and  hisher. 

Those  are  just  a few  of  the  reasons  the  Iowa  Medi- 
cal Society  has  sponsored  our  prosram  for  more  than 
six  years.  For  more  reasons  and  information,  fill  out  the 
coupon. 


I 

I Without  oblisation.  I’d  like  to  know  more  about  /Etna’s 
I Total  Professional  Liability/Property  Program. 


Name  or  Group 

Address 

City State Zip 

My  present  Insurance  expires  on 

Write:  Dale  Homg,  Account  Supervisor 

/Etna  Life  & Casualty 
611  Fifth  Avenue 
Des  Moines,  Iowa  50309 


The  Automobile  Insurance  Company  of  Hartford,  Connecticut  061 56. 
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News  About  Colleagues 

m 

ABOUT 

IOWA  PHYSICIANS 

Dr.  Lucas  VanOrden,  III,  recently  joined  the 
medical  staff  at  the  Mental  Health  Institute  in 
Independence.  Dr.  VanOrden  is  a former  pro- 
fessor of  psychiatry  and  pharmacology  at  the 
U.  of  I.  College  of  Medicine.  . . . Dr.  Frank  D. 
Edington,  Spencer,  recently  retired  from 
medical  practice.  Dr.  Edington  received  the 
M.D.  degree  at  the  U.  of  I.  College  of  Medicine 
and  began  medical  practice  in  Spencer  in  1937. 
. . . Dr.  Kelly  Ross  will  join  the  Osage  Medical 
Group  in  July.  Dr.  Ross  received  the  M.D.  de- 
gree at  the  U.  of  I.  College  of  Medicine  and 
completed  his  family  practice  residency  at 
Broadlawns  Medical  Center  in  Des  Moines. 
. . . Dr.  Adrian  Flatt,  former  chief  of  hand 
orthopedics  at  the  U.  of  I.  College  of  Medicine, 


has  been  elected  chairman  of  the  Baylor  Uni- 
versity Medical  Center  Medical  Board  in  Dal- 
las, Texas.  Dr.  Flatt  was  named  chief  of 
orthopedics  at  Baylor  University  in  1982. 
. . .Dr.  Stanley  Haag,  Des  Moines,  was 
elected  president  of  the  Des  Moines  Consor- 
tium of  Family  Practice  Departments.  The  con- 
sortium is  an  association  of  family  practitioners 
in  the  Des  Moines  area.  . . . Dr.  Wayne  E. 
Rouse,  Boone,  recently  was  appointed  to  the 
Commission  on  Public  Health  and  Scientific 
Affairs  of  the  American  Academy  of  Family 
Physicians..  . . Dr.  David  Christ  will  join  Drs. 
Mary  Gannon  and  Walter  Mendenhall  in 

(Please  turn  to  page  222) 


fObco-> 

IF  YOU  ARE  LOOKING  TO  BRING  DOWN  THE  COST  OF  YOUR 
OFFICE  MEDICAL  SUPPLIES,  WITHOUT  SACRIFICING  QUALITY, 

JUST  . , , ASK  FOR  (-QbCQ-^ 

LET  US  PUT  THE  BUYING  POWER  OF  THE  WORLD'S  LARGEST 
INDEPENDENT  MEDICAL  SUPPLY  BUYING  GROUP  TO  WORK  FOR 
YOU. 


Your  rObCO-^  dealer  is: 


Hawkeye  Medical  Supply,  Inc. 

HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  lA  52244  (319)  337-3121  IOWA  WATS 

BRANCH  OFFICE;  5737  UNIVERSITY  AVE.,  DES  MOINES,  lA  50311  (515)  274-4015  1-800-272-644) 

‘After  the  sale  . . . it's  the  SERVICE  that  counts.” 
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Dx:  recurrent 


Tot. 


HeRpecin-L^ 


herpes  labialis 

"Herpecin-L  Lip  Balm  is  the  treatment  of 
choice  for  peri-oral  herpes.”  GP,  New  York 

In  the  management  of  herpes  labialis, 
Herpecin-L  is  a conservative  approach 
with  low  risk  / high  benefit.  " Derm.,  Miami 

"Staff  and  patients  find  Herpecin-L 
remarkably  effective.”  Derm.,  New  Orleans 

OTC.  See  P.D.R.  for  information. 

For  trade  packages  to  make  your 
own  clinical  evaluation,  write: 
Campbell  Laboratories  Inc, 
P.O.  Box  812-M,  FDR,  NY,  NY  10150 


In  Iowa,  “Herpecin-L”  Cold  Sore  Lip  Balm  is  available  at  all  Keystone, 
Osco,  Peoples  and  Revco  Drug  Stores  and  other  select  pharmacies. 


T U 

TO  POSTGRA 


R N 

DUATE  MEDICINE 


Each  issue  filled  with  diverse 
practical  information  in  all  areas 
of  medical  practice  including: 

• IM  Subspecialties 

• Pediatrics 

• Obstetrics/ Gynecology 

• Emergency  Medicine 

• Other  Key  Clinical  Areas 


Read  every  issue 

Postcraduate 


Madicine 
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Spencer  in  July.  Dr.  Christ  received  the  M.D. 
degree  at  the  University  of  Kansas  School  of 
Medicine  and  presently  is  completing  his  urol- 
ogy residency  at  Kansas  University  Medical 
Center. 


Dr.  Ross  D.  Feldman,  assistant  professor  of 
internal  medicine  and  pharmacology  at  the 
U.  of  I.  College  of  Medicine,  has  been  named 
the  George  Morris  Piersol  Teaching  and  Re- 
search Scholar  by  the  American  College  of 
Physicians.  Dr.  Feldman  is  1 of  5 physicians  to 
receive  a 3-year,  $48,000  teaching  and  research 
scholarship  designed  to  encourage  young 
physicians'  pursuit  of  excellence  in  teaching 
and  researching  internal  medicine.  ...  At  the 
Iowa  High  School  Boys  Basketball  Tourna- 
ment, Team  Doctor  Awards  were  presented  to 
Dr.  William  Bennett,  Marion;  Dr.  T.  J.  Car- 
roll,  Sibley;  Dr.  Alvin  E.  Evers,  Pella;  Dr.  John 
G.  Lavender,  George;  Dr.  Robert  J.  Martin, 
Cherokee;  and  Dr.  Richard  L.  Sedlacek,  Cedar 
Rapids.  Dr.  James  Gannon,  Laurens,  received 
the  Team  Doctor  Award  at  the  Iowa  High 
School  Wrestling  Tournament.  The  awards  are 


presented  by  the  Iowa  High  School  Athletic 
Association.  . . . Dr.  A.  R.  Powell,  longtime 
Elkader  physician,  retired  in  April.  Dr.  Powell 
received  the  M.D.  degree  at  Loyola  University 
Medical  School  in  Chicago  and  located  in 
Elkader  in  1947.  . . . Dr.  Evan  P.  Varkony  has 
joined  Dr.  Edward  Farrage  in  family  practice  in 
Council  Bluffs.  Dr.  Varkony  received  the  M.D. 
degree  at  the  University  of  Manitoba  in  Cana- 
da and  interned  at  St.  Boniface  General  Hospi- 
tal and  the  Health  Sciences  Centre  in  Win- 
nipeg, Canada.  . . . Dr.  David  C.  Naden,  Mus- 
catine, recently  attended  a seminar  on 
"Arthroscopic  Surgery,"  in  Salt  Lake  City, 
Utah. 


Dr.  James  A.  Clifton,  Roy  J.  Carver  professor 
at  the  U.  of  I.  College  of  Medicine,  recently  was 
presented  the  Alfred  E.  Stengel  Memorial 
Award  by  the  American  College  of  Physicians 
for  more  than  a decade  of  outstanding  service 
to  ACP.  A past  president  of  ACP,  Dr.  Clifton 
has  also  served  on  the  College's  governing 
body,  the  board  of  regents  and  on  several  com- 
mittees. 


CLARKSON  MEDICAL 
E3LECTURE  SERIESEI 


□ OPHTHALMOLOGY  FOR  THE  PRIMARY  CARE  PHYSICIAN 

May  18,  1984  Clarkson  Hospital  Storz  Pavilion 

8 a.m.  to  5 p.m. 

Featured  speakers  include:  James  Folk,  M.D.,  Malcolm  McConnell,  M.O., 


David  Parke,  M.D.,  Peter  Whitted,  M.C 

Topics  include: 

"Ophthalmology  for  the  General  Physician  - 
Getting  the  Most  Out  of  Your  Office" 

Malcolm  McConnell,  M.D. 

"Retinal  Vascular  Disease  - Diagnosis  and 
Treatment" 

James  Folk,  M.D 

"The  Red  Eye  - Diagnosis  and  Treatment" 

Peter  Whitted,  M.D. 

Panel  discussion 
Grand  Rounds 

"Eye  Manifestations  of  Systemic  Disease” 

James  Folk,  M D 
Workshops: 

"Office  Procedures  in  Ophthalmology" 

"The  Fundus  Exam  and  Recognition  of 
Retinal  Disease" 

For  more  information, 


Workshops  (continued): 

"Emergency  Procedures  in  Ophthalmology 
for  the  General  Physician" 

"Glaucoma  Testing" 

"Care  of  Post  Operative  Eye  Patient  by  the 
Primary  Care  Physician” 

"New  Concepts  in  Ophthalmology  - Present 
and  Future” 

David  Parke,  M.D. 

"Clarkson's  Role  in  the  Organ  Retrieval 
Program" 

Daniel  Durrie,  M.D. 

Panel  Discussion 

C.M.E.  and  A.A.F.P.  credits  to  be  awarded 

Bishop  Clarkson  Memorial  Flospital,  44th  and 
Dewey  Ave.,  Omaha,  NE  68105 
call  402-559-3378 
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CLASSIFIED 

ADVERTISING 


WANTED  — good,  used  medical  equipment/furniture  for  Family  Prac- 
tice office.  Send  list  and  prices  or  call  Robert  F.  McCool,  M.D.,  Clarion 
Clinic,  P.  O.  Box  271,  Clarion,  Iowa  50525.  Phone  515/532-2836. 


IOWA  PHYSICIAN  ASSISTANT  PROGRAM  — is  establishing  a free 
Placement  Service  for  its  graduates.  If  you  are  looking  for  an  excep- 
tionally well-trained,  highly  motivated  physician  assistant  from  one  of 
the  nation's  leading  teaching  programs,  contact  Denis  Oliver,  Ph.D., 
Director,  Physician  Assistant  Program,  University  of  Iowa  College  of 
Medicine,  Iowa  City,  Iowa  52242.  319/353-6935. 


FOR  SALE  — WA  Halogen  Light  set,  pocket  size,  with  oto  and  ophtho 
heads,  etc.  Transformer  #79111,  recharger  and  batteries,  plus  carrying 
case.  All  excellent  condition.  Complete  for  $200.  Also  B and  L binocular 
scope  (black)  with  mech.  stage,  triple  auto-focus  lenses  (10  x , 43  x , and 
97  X oil),  3 sets  of  interchangeable  objective  (5  x , 10  x ),  substage  lamp, 
wood  carrying  case,  cover,  etc.  Excellent  condition.  Complete,  $500  plus 
shipping.  Also  Ampex  portable  tape  deck,  reel  to  reel  with  sound  head 
only.  Amplifier  and  several  music  reels  included.  A good  setup  to  "do 
your  own"  background  music.  Best  offer  over  $100.  plus  transportation. 
Contact  Scott  Linge,  M.D.,  1511  Matterhorn  Drive,  N.E.,  Cedar  Rapids, 
Iowa  52402.  319/363-9767. 


FOR  SALE  — Clay  Adams  HA/5  cell  counter.  New  1979.  $1,500.  Phone 
515/597-2600. 


WANTED  — MEDICAL  RESIDENT  IN  PEDIATRICS  — for  diagnosis, 
treatment  and  patient  care  in  all  areas  of  pediatrics  under  supervision  of 
hospital  staff.  Requires  M.D.  degree  and  one  year  training  as  resident  in 
pediatrics.  40  hours  per  week.  $20,500  per  year.  Apply  at  Job  Service  of 
Iowa,  150  Des  Moines  Street,  Des  Moines,  Iowa  50316.  J.  O.  No.  1307660. 
Employer  Paid  Ad. 


FAMILY  PRACTICE  POSITION  — Join  group  of  7 M.D. 's  in  North  Iowa 
town  of  3,500.  Clinic  located  across  the  street  from  50-bed  hospital. Prac- 
tice in  town  of  1,000 11  miles  away.  All  the  independence  of  solo  practice 
combined  with  the  back-up,  call  sharing  and  financial  security  of  group 
practice.  Excellent  salary,  fringe  benefit,  buy-in  package.  Call  collect 
515/732-3753  or  write  Administrator,  915  Pine,  Osage,  Iowa  50461. 


FAMILY  PRACTICE  — CEDAR  RAPIDS  — Excellent  working  hours 
with  limited  call  schedule.  Join  established  Primary  Care  Center.  Con- 
tact Jill  at  319/396-2000  or  write  Medicenter  West,  2215  Westdale  Drive, 
S.W.,  Cedar  Rapids,  Iowa  52404. 


1984  CME  CRUISE/CONFERENCES  ON  LEGAL-MEDICAL  ISSUES  — 
Caribbean,  Mexican,  Hawaiian,  Alaskan,  Mediterranean.  7-14  days  in 
Winter,  Spring,  Summer.  Approved  for  18-24  CME  Cat.  1 credits  (AMA7 
PRA).  Distinguished  professors.  FLY  ROUNDTRIP  FREE  ON  CARIB- 
BEAN, MEXICAN,  & ALASKAN  CRUISES.  Excellent  group  fares  on 
finest  ships.  Registration  limited.  Pre-scheduled  in  compliance  with 
present  IRS  requirements.  Information:  International  Conferences,  189 
Lodge  Ave.,  Huntington  Station,  N.Y.  11746.  (516)  549-0869. 


FAMILY  PRACTITIONER  POSITION  — available  in  rural  setting.  20 
minutes  from  Des  Moines.  Busy  clinic  with  young  Board  Certified 
Family  Practitioners.  Write  Box  238,  Indianola,  Iowa  50125. 


GENERAL  INTERNISTS  AND  FAMILY  PRACTITIONERS  IN- 
TERESTED IN  GERIATRIC  MEDICINE  — will  find  an  optimal  practice 
setting  in  our  Sun  City,  Arizona  healthcare  centers.  CIGNA  Healthplan, 
Inc.,  one  of  the  nation's  largest  prepaid  health  plans,  offers  an  opportu- 
nity to  practice  medicine  free  of  the  business  aspects.  Night  and 
weekend  call  is  very  light.  Competitive  salaries.  Excellent  benefits. 
Please  respond  to  Director,  Professional  Recruitment,  P.O.  Box  29030, 
Phoenix,  Arizona  85038.  602/954-3506. 


WANTED  — OB/GYN  physician  for  choice  rural  clinic  in  southern 
Minnesota.  The  clinic  is  a top  notch,  fee  for  service  group  in  Albert  Lea, 
Minnesota,  of  20  physicians.  Earnings,  fringe  benefits,  peer  rela- 
tionships, all  of  outstanding  nature.  Opening  available  in  1984  or  1985. 
Contact  B.  J.  Boss,  507/373-8251  or  507/377-1406,  or  L.  E.  Shelhamer, 
M.D.,  507/373-8251  or  507/377-1530  or  write  Albert  Lea  Clinic,  P.  A.,  1602 
Fountain  Street,  Albert  Lea,  Minnesota  56007. 


WANTED  — ENT  physician  for  choice  rural  clinic  in  southern  Minneso- 
ta. The  Clinic  is  a top  notch,  fee  for  service  group  in  Albert  Lea,  Minne- 
sota, of  20  physicians.  Earnings,  fringe  benefits,  peer  relationships,  all 
of  outstanding  nature.  Opening  available  in  1984  or  1985.  Contact  B.  J. 
Boss,  507/373-8251  or  507/377-1406,  or  L.  E.  Shelhamer,  M.D.,  507/373- 
8251  or  507/377-1530  or  write  the  Albert  Lea  Clinic,  P.A.,  1602  Fountain 
Street,  Albert  Lea,  Minnesota  56007. 


WANTED  — Family  Practice  Physician  for  choice  rural  clinic  in  southern 
Minnesota.  The  clinic  is  top  notch,  fee  for  service  group  in  Albert  Lea, 
Minnesota,  of  20  physicians.  Earnings,  fringe  benefits,  peer  rela- 
tionships, all  of  outstanding  nature.  Opening  available  1984  or  1985. 
Contact  B.  J.  Boss,  507/373-8251  or  507/377-1406,  or  L.  C.  Stoker,  M.D., 
507/373-8251  or  507/373-1744,  or  write  the  Albert  Lea  Clinic,  P.A.,  1602 
Fountain  Street,  Albert  Lea,  Minnesota  56007. 


FOR  SALE  — Complete  office  furniture  and  equipment.  Northeast 
Iowa.  In  excellent  condition  and  priced  right.  Write  No.  1555,  IOWA 
MEDICINE,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265. 


FOR  SALE  — Southeastern  Iowa  practice,  gross  receipts  over  $365,000. 
Clinic  is  fully  equipped  with  lab  and  X-ray.  Reason  for  leaving,  retire- 
ment. Will  sell  or  lease  purchase  agreement  to  qualified  buyer.  Write  or 
call  after  5 P.M.  Dr.  Horace  Don,  110  S.  Main  Street,  Sigourney,  Iowa 
52591.  515/636-3408. 


WANTED  — FAMILY  PRACTITIONER  — in  Forest  City,  Iowa;  home  of 
Winnebago  RV  industry;  college  community  of  5,000.  To  be  3rd  FP  in 
expanding  satellite  office  of  multispecialty  group  30  miles  away.  OB/ 
Peds  interests  preferred.  Newer  municipal  hospital.  Excellent  financial 
package.  Great  family  community  with  superb  education,  much  recrea- 
tion, close  to  large  lake  nearby.  Send  C.V.  and  photo  to  Administrator, 
Park  Clinic,  890  North  Eisenhower  Avenue,  Mason  City,  Iowa  50401. 
Info  by  return  mail. 
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Referral  Guide 


PHYSICIANS' 

DIRECTORY 


ALLERGY 


GASTROENTEROLOGY 


NEONATOLOGY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5677 


CARDIOLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  0.0. 

JEFFREY  STAHL,  M.D. 

943  19TH 
DES  MOINES  50311 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D. 

NEVI/BORN  SPECIALIST,  P.C. 
421  LAUREL 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


GYNECOLOGY 


LANE  A.  REEVES,  M.D.,  P.C. 

MEDICAL  ARTS  CENTER,  SUITE  355 
2055  KIMBALL  AVENUE 
WATERLOO  50702 
319/291-2000 

PRACTICE  LIMITED  TO  GYNECOLOGY 
REPRODUCTIVE  ENDOCRINOLOGY 
AND  INFERTILITY 


ALFREDO  0.  SOCARRAS,  M.D. 

421  UUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  0.0. 

DAVID  L.  FRIEDGOOD,  0.0. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


HEMATOLOGY-ONCOLOGY 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-86766 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
31 9/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


JASJEET  SANGHA,  M.D. 

3118  BROCKWAY  ROAD 
WATERLDD  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


INTERNAL  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
DANIEL  H.  GERVICH,  M.D. 

INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


PULMONARY  MEDICINE,  P.C. 

STEVEN  K.  ZORN,  M.D. 

GREGORY  HICKLIN,  M.D. 

4060  WESTOWN  PKWY. 

WEST  DES  MOINES  50265 
515/225-8452 

CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
ROGER  T.  LUI,  M.D. 

STEVEN  G.  BERRY,  M.D. 

PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES,  M.D., 
STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 

ROBERT  A.  HAYNE,  M.D. 

THOMAS  A.  CARLSTROM,  M.D. 

METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 

MICHEL  ANDRE,  M.D. 

1420  WOODLAND 
DES  MOINES  50309 
515/243-5014 

PRACTICE  LIMITED  TO  NEUROSURGERY 
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OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  0.  WOLFE,  M.D.,  RUSSELL  H.  WAH,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R.  WIDNER,  M.O., 
GILBERT  W.  HARRIS,  M.D.,  JAMES  A.  DAVISON,  M.D. 
309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 

OPHTHALMIC  ASSOCIATES,  P.C. 

ARTHUR  C.  WISE,  M.D.,  ROBERT  0.  WHINERY, 

M.D.,  STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 

NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D., 

MICHAEL  L.  LONG,  M.D. 

U.  JOHN  BERZINS,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1481 
MASON  CITY  50401 
515/423-8861 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE,  M.D., 
GERALD  J.  COLLINS,  M.D.,  JAMES  E.  SPODEN,  M.D. 
310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 

ROBERT  T.  BROWN,  M.D., 

ROBERT  G.  SMITS,  M.D., 

EUGENE  PETERSON,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 

OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  0.0. 

939  OFFICE  PARK  RD.,  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

EAR.  NOSE  AND  THROAT  SURGERY, 

HEAD  AND  NECK  SURGERY,  FACIAL 
PLASTIC  SURGERY 

PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D., 
GERALD  W.  HOWE,  M.D., 

JAMES  J.  PUHL,  M.D., 

EDWARD  A.  DYKSTRA,  M.D., 
MICHAEL  M.  OURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY,  M.D., 
A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-2590 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

UBORATORY  OF  CLINICAL  MEDICINE 
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IN  THE 

PUBLIC  INTEREST 

Hospitals  Need  'Flexibility'  the  preceding  three  years  were,  in  order,  4.6%, 

^ ^ 5.7%  and  11.9%. 


That  the  state's  health  care  delivery  land- 
scape is  continuing  to  change  dramatically 
was  substantiated  further  in  data  released  re- 
cently by  the  Iowa  Hospital  Association. 

This  IHA  study  of  1983  hospital  use  adds  yet 
another  chapter  to  the  good  news/bad  news  sce- 
nario. The  good  news,  of  course,  is  that  lower- 
cost,  outpatient  care  continues  to  expand.  The 
bad  news  has  to  do  with  the  concern  of  many 
over  just  how  far  we  can  go  to  save  costs  with- 
out threatening  safety,  quality  and,  ultimately, 
the  viability  of  our  inpatient  facilities. 

The  1983  IHA  data  are  compiled  from  59 
Iowa  hospitals.  Included  were  small,  medium 
and  large  hospitals,  nonprofit  and  publicly- 
owned  ones;  they  are  geographically  spread. 
They  are  said  to  reflect  Iowa  hospitals  overall. 
Here  are  main  points  from  the  IHA  study. 

• Inpatient  admissions  — pediatric,  obstetric, 
adult  and  Medicare  — were  all  down  in  1983. 

The  IHA  study  showed  a 6.2%  decrease  in 
hospital  inpatient  admissions  and  an  8.9% 
drop  in  inpatient  days.  Hospital  admissions  in 
1983  were  19,500  fewer  than  in  1982;  the  pa- 
tient days  declined  more  than  200,000.  This 
past  year  saw  the  first  decline  in  admissions 
and  patient  days  for  Medicare  since  it  began. 

The  average  length  of  stay  in  these  Iowa 
hospitals  was  7.0  in  1983,  compared  to  7.2  days 
the  previous  year.  The  occupancy  rate,  accord- 
ing to  the  IHA,  was  down  to  61 . 9%  in  1983  over 
67.8%  the  preceding  year. 

• Outpatient  care  is  on  the  increase  — to 
supply  less  expensive  care  while  still  assuring 
quality  is  not  sacrificed. 

The  IHA  study  demonstrates  the  continuing 
growth  in  outpatient  visits;  the  increase  in  1983 
was  12.8%.  Annual  outpatient  growth  rates  in 


• The  changing  nature  of  the  market  de- 
mand is  forcing  a reduction  in  the  Iowa  hos- 
pital work  force. 

For  the  first  time  in  several  decades,  says  the 
IHA  commentary,  1983  produced  a reduction 
in  hospital  full-time  equivalent  personnel. 
There  were  368  fewer  FTE's  in  1983  than  in 
1982.  It  cited  15  hospitals  which  have  reduced 
work  forces  the  past  two  years  by  layoff  or 
attrition  by  more  than  800  employees. 

• The  increase  in  hospital  care  costs  moder- 
ated in  1983  — to  parallel  the  overall  cost  of 
living  rise;  this  happened  despite  a popula- 
tion of  increasingly  senior  status  and  despite 
the  continuing  emergence  of  new  technology. 

The  hospital  cost  picture  for  lowans  in  1983 
showed  a 6.6%  increase,  as  opposed  to  17.1% 
in  1981  and  12.8%  in  1982.  The  IHA  narrative 
says  the  patient  cost  includes  gross  inpatient 
and  outpatient  revenue  and  deductions  for 
contractual  allowances,  bad  debts  and  charity 
care.  It  is  what  patients  or  third  party  payers 
actually  pay. 

The  time  is  here,  says  the  IHA,  to  focus  not 
away  from  hospital  cost  moderation,  but  with 
similar  fervor  on  the  appropriate  use  of  these 
community  facilities  we  call  hospitals.  The  IHA 
study  discourages  further  financial,  legislative 
and  regulatory  barriers  to  local  adaptation. 

Iowa  hospitals  must  be  allowed  and  helped 
to  adjust  to  a changing  environment.  Regula- 
tory roadblocks  erected  totally  in  the  name  of 
further  health  care  cost  reduction  offer  delete- 
rious prospects  and  threaten  the  important 
quality  side  of  the  equation. 

These  matters  are  of  substantial  conse- 
quence to  Iowa  physicians. 
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insomnia  after  discontinuation  of  therapy'  ’ " 
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product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
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patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its: in  acute  or  chronic  medical  situations  requiring 
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Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
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complete  mental  alertness  (e  g,,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
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tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 
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Plaque  in  hand,  a pleased  John  H.  Sunderbruch, 
M.D.,  Davenport,  is  surrounded  by  equally  hap- 
py family  members  following  his  May  5 receipt 
of  the  Iowa  Medical  Society  Distinguished  Ser- 
vice Award.  Only  the  third  Iowa  physician  to 
receive  this  highest  IMS  award.  Dr.  Sunderbruch 
has  been  a state  medical  leader  for  many  years. 
He  was  president  of  the  Iowa  Medical  Society  in 
1971. 
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Call  on  us  at  any  time.  Whatever  your  goals,  you’ll  find 
we’re  equal  to  the  challenge.  For  an  appointment, 
call  245-2800.  Or  phone  toll-free  from  anywhere  in 

Iowa:  800-362-1688. 

Member  FDIC. 


Bankers 

. ComeCrowt  |^|  lOT  . 
WithUst  I Uwl 
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1 WOULD  LIKE  to  think  that  each  of  you  is  as  proud 
to  be  a member  of  the  Iowa  Medical  Society  as  I 

am. 

It  was  rewarding  last  month  to  listen  to  the  re- 
ports and  resolutions  introduced  at  our  1984  IMS 
House  of  Delegates.  There  was  concerned  and  con- 
structive debate  of  these  matters  in  the  reference 
committee  meetings.  The  written  reports  of  the  ref- 
erence committees  were  ably  presented;  each  one 
expressed  the  well-thought-out  consensus  state- 
ments on  the  issues. 

During  long  hours  of  meetings,  dedicated  physi- 
cians serving  on  the  reference  committees  explored 
alternatives  and  sought  answers  to  questions  on 
important  issues  before  the  Society.  This  effort 
helped  the  full  House  of  Delegates  make  informed 
and  appropriate  policy  decisions  for  us. 

We  can  all  be  very  appreciative  of  the  support 
given  by  our  loyal  and  dedicated  staff  in  this  pro- 
cess. Eldon  Huston  and  his  associates  are  highly 
professional  in  carrying  out  the  day-to-day  respon- 
sibilities of  the  Society.  They  assemble  important 
information  and  work  closely  on  our  behalf  with 
other  professional  societies,  other  groups  in- 
terested in  health  issues,  and,  of  course,  with  other 
agencies  of  government  and  legislators. 

Because  of  the  high  quality  of  the  volunteer 
physician  leadership  and  our  fine  staff,  I ask  you  to 
reaffirm  your  COMMITMENT  to  the  Iowa  Medical 
Society.  Although  our  membership  level  is  high, 
we  still  have  some  eligible  nonmember  physicians 
who  remain  outside  our  state  professional  orga- 


nization. We  need  to  broaden  our  COMMUNITY  of 
physicians.  The  physicians  who  serve  as  COUN- 
CILORS represent  16  geographic  districts.  They 
make  up  the  JUDICIAL  COUNCIL.  The  JUDICIAL 
COUNCIL  has  developed  a 1984  membership  re- 
cruitment program  called  OPERATION  ECLIPSE. 
As  your  president,  I would  like  to  lend  my  support 
to  these  efforts. 

We  know  that  written  invitations  to  join  the  Soci- 
ety are  less  effective  than  doctor-to-doctor  contacts. 
We  need  physicians  to  understand  how  our  orga- 
nization works  and  the  importance  of  our  effective, 
constructive  contribution  to  the  changes  taking 
place  today.  We  are  asking  member  physicians  to 
find  a convenient  time  to  visit  personally  with 
nonmember  colleagues. 

Your  delegates  and  your  councilor  will  appreciate 
your  help.  TOGETHER  we  can  broaden  participa- 
tion in  the  Iowa  Medical  Society  to  the  benefit  of  us 
all. 

J ^ M/b 

John  E.  Tyrrell,  M.D. 

President 
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First  Annual 

MIDWEST  BEHAVIORAL  MEDICINE  CONFERENCE 

July  27-29,  1984  Des  Moines,  Iowa 

Sponsored  By 

IOWA  METHODIST  MEDICAL  CENTER 

Through  presentations  and  workshops,  this  Conference  will  familiarize  physicians,  nurses, 
psychologists  and  allied  health  care  professionals  with  behavioral  medicine  protocol,  skills  and 
techniques  for  the  diagnosis  and  treatment  of 

Chemical  Dependency-Chronic  Pain— Eating  Disorders 

Guest  Faculty 

^Wayne  Christenson,  M.D. 

Forest  View  Psychiatric  Hospital, 

Grand  Rapids,  Michigan 

Michael  J.  Follick,  Ph.  D. 

Brov^  CJniversity  Program  in  Medicine 

Margo  McCaffery,  R.N.,  M.S.,  FAAN 

iConsultant  in  the  Nursing  Care  of  People  with  Pain 

Dennis  C.  Turk,  Ph.  D. 

Yale  University 


W.  Stewart  Agras,  M.D. 

Stanford  University  School  of  Medicine 

David  K.  Ahern,  Ph.D. 

Brown  University  Program  in  Medicine 

Steven  Brena,  M.D. 

Emory  University  School  of  Medicine 

Harold  Carron,  M.D. 

University  of  Virginia  Medical  Center  , 

Sara  Christenson,  M.A.,  R.N. 

University  of  Iowa  Hospitals  and  Clinics 


Resident  Faculty 
Jerald  Catron,  Ph.  D. 

l.M.M.C.  Chemical  Dependency  Treatment  Program 

Stan  Haugland,  M.D.  t % 

Medical  Director,  l.M.M.C.  1 
Chemical  Dependency  Treatment  Program 

Joyce  Keen,  Ph.  D,  ^ 

Director,  Clinical  Psychology 
l.M.M.C. 


CME/CECl  As  an  organization  accredited  for  continuing  medical  education,  Iowa  Methodist 
CREDIT:  Medical  Center  designates  this  continuing  medical  education  activity  for  15  credit 
hours  in  Category  1 of  the  Physician’s  Recognition  Award  of  the  American  Medical 
Association  provided  it  is  completed  as  designed.  Iowa  Methodist  School  of  Nursing, 
Provider  ^47,  approves  this  conference  for  2.31  CEU’s  for  nurses.  Application  has 
been  made  for  CEU  approval  for  psychologists,  physical  therapists  and  pharmacists. 


FOR  FURTHER  INFORMATION  CONTACT: 


PREREGISTRATION  REQUIRED 


J.  Dan  Smeltzer,  M.A. 

Coordinator,  Midwest  Behavioral  Medicine 
Conference,  ’84 
Pain  Management  Center 
Iowa  Methodist  Medical  Center 
1200  Pleasant 
Des  Moines,  Iowa  50308 

(515)283-6834 


You  Can  Depend  On  Gs 


ERLING  LARSON,  M.D. 
Davenport,  lov/a 


Who  Buys  Quality  — Anymore? 


This  question  is  the  focus  of  comments  made  to  the  1 984 
IMS  House  of  Delegates  by  retiring  Society  President 
Erling  Larson.  The  medical  profession  must  be  the  domi- 
nant voice  for  quality.  To  do  less.  Dr.  Larson  says, 
would  be  to  shirk  our  ethical  responsibilities. 


IT  IS  ALMOST  impossible  for  me  to  believe  the 
most  challenging,  exciting,  fatiguing  and 
frustrating  year  of  my  life  is  about  over.  To  all 
who  helped  me  attain  this  honor,  to  those 
whose  work  and  support  made  it  possible  for 
me  to  function,  and  to  those  of  you  who 
offered  friendship  and  loyalty,  1 thank  you 
from  the  depths  of  my  heart. 

When  asked  a year  ago  about  my  goals  as 
Iowa  Medical  Society  president,  I said  my  first 
one  was  to  involve  more  women  and  young 
physicians  in  organized  medicine.  A second 
pledge  to  myself  was  not  to  be  the  first  IMS 

These  remarks  were  presented  by  Iowa  Medical  Society  President 
Erling  Larson,  M.D.,  on  May  5, 1984,  at  the  Annual  Meeting  of  the  House 
of  Delegates.  Dr.  Larson  concluded  his  term  of  office  May  6. 


president  to  be  impeached;  I meant  that  in  all 
seriousness. 

Medicine  has  never  seemed  to  be  more  chal- 
lenged. We  have  increasing  federal  and  state 
regulations,  a threatening  situation  in  the  Iowa 
courts,  rising  malpractice  premiums,  a debate 
over  physician  manpower,  a health  care  cost 
crisis,  and  the  mounting  presence  of  corporate 
medical  practice.  All  of  these  point  to  near- 
term  disaster. 

However,  with  doggedness  and  flexibility 
on  the  part  of  many  of  you,  the  Iowa  Medical 
Society  has  survived  another  year.  Many  of  the 
potential  tragedies  have  been  averted  — at 
least  for  now.  I ask  that  you  pray  for  the  new 
IMS  officers.  Clearly,  they  face  problems  de- 
layed but  not  solved.  Questionable  pressures 
from  many  forces  still  threaten  our  way  of  de- 
livering medical  care. 

In  thinking  back  over  these  past  12  months,  I 
found  myself  reminiscing  even  further  into 
yesteryear.  I wonder  how  much  I had  forgot- 
ten from  those  days  when  I was  an  alternate 
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delegate  to  the  IMS  House.  I pulled  out  some 
1961  periodicals  to  review  the  economics  of 
medicine  at  that  time. 

Let  me  give  you  a scattering  of  headlines 
from  1961.  Needed:  Wonder  Cure  for  Soaring  Hos- 
pital Charges  — High  Hospital  Costs  Laid  to  Physi- 
cians — High  Cost  of  Protection  Worries  Blue 
Cross,  Doctors,  Hospitals  — Hospital  Deficits  In- 
crease With  Advance  in  Medicine  — Soaring  Hos- 
pital Costs  Key  Blue  Cross  Rate  Bids.  And  here  is 
another  one  that  could  just  as  well  have  been 
from  1984 — State  Study  Asks  Hospital  Control  to 
Hold  the  Cost  Line.  The  cover  of  Medical  Eco- 
nomics for  June  19,  1961  proclaimed  The  Hospi- 
tal Cost  Crisis.  A passage  read,  “Hospital  costs 
will  surge  up  to  $50  per  day  within  five  years 
and  your  professional  freedom  may  be  swept 
away  in  the  backwash  of  public  protest." 

Maybe  these  earlier  ol?servers  missed  in 
guessing  our  professional  freedoms  would  be 
swept  away  in  five  years,  but  they  were  amaz- 


"I  would  rather  see  us  stop  being 
physicians  than  to  see  us  becoming 
careless  or  uncaring.  It's  going  to  be  our 
responsibility  to  maintain  the  balance 
between  proper  cost  and  effective  care." 


ingly  correct  on  what  needed  to  be  done  and 
the  roles  physicians  would  need  to  take  in  cost 
control. 

From  1946  to  1961  the  cost  of  living  index 
inched  up  an  average  of  three  percentage 
points  a year  — up  45%  in  those  15  years.  45% ! 
During  that  same  period  hospital  charges  went 
up  500%. 

There  are  abundant  reasons  why  hospital 
costs  have  increased.  I do  not  use  these  figures 
to  criticize  hospitals;  they  are  cited  simply  to 
illustrate  the  problems  we  think  are  new  are 
really  problems  that  began  many  years  ago. 

State  insurance  commissioners  were  saying 
things  then  they  could  well  be  saying  now.  The 
New  York  insurance  commissioner  is  quoted, 
“The  medical  profession  does  have  the  ulti- 
mate responsibility  to  insure  the  public  of  high 
quality  hospital  care  without  waste  or  abuse." 

What  were  physicians  doing  in  1961  to  help 
with  the  cost  crisis?  Here  are  several  objectives 
they  sought: 


• The  provision  of  understandable  hospital  bills  to 
patients  directly  relating  charges  to  services. 

• The  payment  by  third  parties  for  outpatient 
studies. 

• The  reduction  of  "admissions  for  convenience" 
demanded  by  patients. 

• The  elimination  of  pre-weekend  elective  admis- 
sions or  performance  by  hospitals  of  7-day-a-week 
services,  particularly  laboratory  and  x-ray. 

• The  performance  of  diagnostic  tests  immediate- 
ly upon  admission  without  delay  to  the  second  day. 

• The  appointment  of  committees  to  supervise 
laboratory  studies  in  hospitals. 

• The  curtailment  of  long-term  hospital  stays. 

• The  closing  down  of  unneeded  hospital  beds. 

• The  use  of  labor-saving  devices  — even  in  1961 
they  said,  "Machines  may  cost  plenty,  but  people 
cost  more." 

• The  sharing  of  highly  specialized  facilities  by 
hospitals  and  the  use  of  group  purchasing. 

• The  experimentation  with  home  care. 

And  finally,  these  1961  physicians  recom- 
mended, above  all,  that  the  profession  con- 
vince patients  that  doctors  care  about  their 
hospital  bills,  that  they  are  high,  and  there  are 
ways  to  hold  them  down.  They  said,  “If  pa- 
tients ever  conclude  that  doctors  don't  know 
and  don't  care,  the  hospital  cost  crisis  will  turn 
into  a crisis  for  private  medicine,  probably  its 
last." 

All  right,  what  do  we  do  in  1984? 

Frank  Jirka,  M.D.,  president  of  the  Amer- 
ican Medical  Association,  says  it  effectively, 
“First  of  all,  we  must  continue  to  be  good 
physicians.  Secondly,  we  must  meet  the  de- 
mands imposed  by  the  economy,  and,  thirdly, 
we  must  learn  to  balance  the  demands  of  quali- 
ty care  against  those  of  more  reasonable  cost." 

But  Dr.  Jirka  adds,  “There  comes  a time 
when  we  dig  in  our  heels  and  say  'enough.' 
And  that  point  arrives  when  we  are  expected 
to  do  less  than  our  patients  require." 

He  continues,  “The  strictures  of  the  econ- 
omy, the  problems  of  financially  strapped  hos- 
pitals, the  penuriousness  of  insurance  pro- 
grams, and  the  threat  of  legislative  action  can- 
not be  allowed  to  prevent  us  from  being  physi- 
cians. He  says  the  fact  is,  “I  would  rather  see  us 
stop  being  physicians  than  to  see  us  becoming 

(Please  turn  to  page  238) 
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JOHN  E.  TYRRELL,  M.D. 
Manchester,  Iowa 


Iowa  Medicine  1984  — 
Challenges  and  Opportunities 


Five  key  words  figure  importantly  in  today's  health  care 
debate,  says  the  new  IMS  president.  Change,  cost, 
complexity,  commitment  and  community  each  deserve 
careful  contemplation.  As  a community  of  physicians, 
he  declares,  the  Iowa  Medical  Society  is  best  suited  to 
address  the  imposing  issues  of  our  times. 


IT  IS  TRADITIONAL  for  the  newly  installed  pres- 
ident of  the  Iowa  Medical  Society  to  make  a 
short  address  upon  adjournment  of  the  House 
of  Delegates.  A look  at  the  year  ahead  is  in 
order.  Five  key  words  summarize  the  chal- 
lenges we  face  and  the  opportunities  we  have. 

The  first  of  these  key  words  is  change.  Medi- 
cine is  always  changing  but  now  the  change  is 

These  inaugural  remarks  were  delivered  by  Dr.  John  E.  Tyrrell  on  May 
6, 1984,  following  his  installation  as  president  of  the  Iowa  Medical  Society. 


rapid.  We  are  facing  a restructure  of  the  entire 
health  care  industry.  Dynamic  changes  are  tak- 
ing place,  driven  by  powerful  forces  outside 
the  medical  profession. 

The  second  key  word  is  cost.  Business  and 
government  and  insurance  companies  are 
deeply  concerned.  The  current  perception  is 
that  physicians  and  hospitals  are  unable  or  un- 
willing to  solve  this  problem. 

The  third  key  word  is  complexity.  The  prob- 
lem of  costs  has  had  many  contributors,  in- 
cluding business  and  government  and  insur- 
ance companies. 

Change,  cost  and  complexity  of  the  problem 
are  the  challenge.  There  are  also  opportunities. 

First,  however,  let  us  affirm  our  greatest 
strength  — the  doctor-patient  relationship.  As 
physicians,  we  enjoy  a high  privilege.  We 
share  with  patients  their  joys  and  sorrows.  We 
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{Continued  from  page  237) 


are  present  at  birth  and  death  and  in  times  of 
trouble. 

There  is  a contrast  between  multiple  health 
care  providers  offering  episodic  care  to  their 
clients  — and  our  own  system  wherein  physi- 
cians can  and  do  supply  a caring,  continuing 
relationship  with  patients  and  their  families. 

Our  next  key  word  is  commitment  — cottimit- 
ment  to  be  the  patient's  advocate  — to  bring  to 
our  patients  the  best  care  that  is  available.  But 
good  patient  care  is  not  enough.  Our  commit- 
ment must  be  broader.  Those  powerful  forces 
at  work  outside  the  medical  profession  must  be 
reckoned  with.  Physicians  must  become  more 
involved  in  society's  great  debate  about  change 
and  cost. 

Committed  physicians  will  work  on  peer  re- 
view committees  and  on  hospital  medical 
staffs.  They  will  take  time  to  get  to  know  their 


WHO  BUYS  QUALITY  — ANYMORE? 

(Continued  from  page  236) 


careless  or  uncaring.  It's  going  to  be  our  re- 
sponsibility to  maintain  the  balance  between 
proper  cost  and  effective  care.  No  one  else  is 
going  to  do  it.  Everyone  else's  primary,  over- 
riding interest  is  going  to  be  in  cost,  and  only 
we  are  left  to  exhibit  and  support  a primary, 
dominant  interest  in  the  quality  of  care." 

A recent  issue  of  Nation's  Business  dis- 
cussed industry  and  health  care  costs.  Every 
paragraph  in  that  article  was  aimed  at  one 
objective,  how  to  buy  the  cheapest  medical 
care  for  employees.  There  was  no  mention  of 


OKAY  LIABILITY  CONCEPT 

The  1984  Iowa  Medical  Society  House  of  Del- 
egates approved  May  6 a new  mechanism 
through  which  member  physicians  may  obtain 
professional  liability  insurance  protection. 

This  House  action  has  set  into  motion  steps 


legislators.  And  they  will  work  closely  with 
their  community  leaders. 

And  so  we  come  to  our  last  key  word  — 
community!  What  we  cannot  do  individually, 
we  can  do  as  a community  of  physicians.  By 
joining  together  we  can  muster  the  expertise 
and,  hopefully,  the  wisdom  to  be  a construc- 
tive part  of  the  solution  to  these  problems  con- 
fronting society. 

Your  leadership  believes  the  Iowa  Medical 
Society  is  that  community  of  physicians  best 
able  to  do  this  job  for  us.  We  would  urge  you  to 
be  active  and  supportive  as  we  work  (1)  to 
enlarge  our  community  of  physicians;  (2)  to 
strengthen  our  position  in  the  legislative  proc- 
ess, and  (3)  to  stress  continuously  the  impor- 
tance of  quality  health  care. 

The  practice  of  medicine  that  we  have  today 
represents  a great  heritage.  We  are  the  current 
stewards  of  this  heritage.  We  must  use  our 
expertise  and  collective  wisdom  to  preserve  it. 

Thank  you  for  the  privilege  and  honor  of 
being  your  president.  I am  proud  to  be  a physi- 
cian. I am  proud  to  be  a member  of  this  Iowa 
Medical  Society. 

Working  together,  we  will  get  the  job  done. 

how  to  buy  quality.  If  this  is  the  way  American 
business  buys  its  other  products  and  services, 
looking  only  at  price  and  never  quality,  then  it 
is  not  surprising  foreign  companies  have  out- 
stripped much  of  American  industry. 

To  conclude,  let  me  share  Dr.  Jirka's  final 
statement:  "Only  we  are  left  to  exhibit  and 
support  a primary,  dominant  interest  in  the 
quality  of  care.  If  we  abandon  or  compromise 
that  interest,  we  not  only  betray  every  tradi- 
tion and  every  past  giant  of  our  profession,  we 
also  betray  every  man,  every  woman,  and  ev- 
ery child  who  comes  to  us  for  help  in  a time  of 
physical  and  emotional  need." 

This  message  is  one  Iowa  physicians  must 
deliver  loud  and  clear  to  all  of  those  parties 
active  in  the  health  care  marketplace. 


necessary  to  implement  the  program  which  is 
being  undertaken  in  partnership  with  the 
American  Medical  Assurance  Company 
(AMACO). 

A fall  start  up  is  hoped  for.  More  information 
will  be  provided  in  the  July  iowa  medicine. 
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New  Dimension 
in  the  Treatment  of  Alcoholism, 
Drug  Dependency  and  Food  Addiction’’ 


NAPLES  RESEARCH 
& COUNSELING  CENTER 


Offering  Multi-Program  Approaches  for 
Individuals  and  Families  Suffering  from 

• Alcoholism 

• Drug  Dependencies 

• Life  Adjustment 

• Food  Addiction 


Our  professionally  staffed  JCAH  approved  chemical  dependency  program 
is  covered  by  CHAMPUS  and  most  other  group  health  care  plans. 

CALL  US  TODAY  for  a Confidential  Evaluation  or  Intervention  Assistance 

(813)  775-4500 

9001  Tamiami  Trail  East,  Naples,  Florida  33960 
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IS  MEDICAL 
INFORMATION 
YOUR  TOP 
PRIORITY? 


Spencer  & Associates  announces: 

The  American  System,  Inc.  Office  Management  System,  a comprehensive  patient  accounting  system 
providing  extensive  record  keeping  and  processing  capabilities  for  effective  management  of  all  patient 
accounts.  This  system  contains  many  unique  features  which  provide  operational  efficiencies  essential  to 
achievement  of  cost  effective  computer  usage. 

This  management  system  is  planned  especially  for  Altos  micro  computers.  The  system  can  include  one 
to  eight  terminals.  This  software  provides  operational  flexibility  rarely  found  in  microcomputer  systems 
today  and  results  in  multitasking  and  multiuser  system  prices  at  substantial  savings. 


Receivable  Management 
Generation  of  Daily  Report 
Aged  Receivables 
Treatment  Recap  by  Doctor 
Insurance  Forms 
Planned  Payment 
Insurance  Forms 

Preparation  of  Standard  Form 
Assign  CPT,  ICDA,  ADA  Codes 
Treatment  Detail 
Follow-up  Reports 
Patient  Billing 
Finance  Charge 
Billing  Frequency 
Walkout  Statement 
Next  Appointment  Statement 
Patient  Record  Keeping 
Chart  Label  Preparation 
Preparation  of  Letters 
Referral  Letter 
Family  Contact  Data 
Diagnostic  Flistory 
Treatment  History 


Practice  Management 
Production  & Collection 
New  Patients  & Total  Visits 
Records  Recalled  by  Diagnosis 
Records  Recalled  by  Treatment 
General  Accounting 
Accounts  Payable 
Monthly  Profit  & Loss 
Balance  Sheet 
Monthly  Budget 
Financial  Planning 
Financial  Modeling 
Perform  “What  If”  Analysis 
Altos  Computer  System 
16  Bit.  Up  to  9 Users 
Xenix-Unix  Operating  System 
512  K of  Ram,  expandable 
Multi-Tasking 
Multi-User 

Simultaneous  User  Access 


Spencer  & Associates 

Computer  & Software  Specialists 
550  39th  Suite  107 
Des  Moines,  Iowa  50312 
515-274-9300 
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Standing  Together 
To  Preserve  Quality 


JAMES  E.  DAVIS,  M.D. 
Durham,  North  Carolina 


We  must  work  together  — through  our  professional 
bodies  — to  assure  that  our  patients  always  receive  care 
of  the  highest  quality.  So  long  as  we  do  this,  we  need 
have  little  to  fear  from  outside  forces.  This  thought  was 
left  with  the  1984  IMS  House  of  Delegates  by  a top 
officer  of  the  American  Medical  Association. 


WE  WHO  CALL  ourselves  physicians  are  rec- 
ognized leaders  of  a nationwide  service 
industry  known  as  the  medical  and  health  care 
system.  There  are  about  half  a million  of  us 
altogether.  We  see  our  patients  approximately 
a billion  times  a year. 

In  addition,  there  are  some  7,000  hospitals 
. . . with  more  than  5 million  employees.  That 
makes  us  second  only  to  retail  trade  in  total 
number  of  employees. 

Our  field  is  a potent  part  of  the  nation's 
economy.  But  we  aren't  known,  nor  do  we 
want  to  be  known,  as  an  economic  force,  pri- 
marily. What  is  more  important  is  what  we  do. 
That  is  to  help  care  for  the  health  needs  of  the 
nation's  235  million  people.  We've  been  doing 
it  pretty  well. 

Since  1960,  life  expectancy  has  increased 
from  under  70  years  to  almost  75.  Infant  mor- 
tality has  been  cut  in  half.  Polio  has  been 
almost  entirely  eliminated,  and  measles  and 
mumps  have  almost  disappeared.  Since  1970, 
deaths  from  heart  disease  have  gone  down 


Dr.  Davis  is  vice  speaker  of  the  American  Medical  Association  House  of 
Delegates.  His  comments  are  condensed  from  a presentation  made  May  5 
to  the  1984  Iowa  Medical  Society  House  of  Delegates. 


25%;  from  stroke,  40  per  cent.  Patients  live 
longer  after  treatment  for  cancer.  And  many 
forms  of  cancer  that  were  fatal  not  too  many 
years  ago  can  now  be  cured. 

Transplant  surgery  gives  new  life  and  hope 
to  people  who  would  otherwise  face  death, 
long  hospitalization  or,  at  best,  a poor  quality 
of  life.  One  hundred  Americans  a year  get  new 
hearts  . . . 5,000  new  kidneys.  In  1983  alone, 
cornea  transplants  improved  sight  for  23,000 
people. 

Our  patients  benefit  from  new  technological 
advances  . . . open-heart  surgery  . . . pace- 
makers and  new  drugs.  And  from  new  di- 
agnostic tools  such  as  CAT  scanners,  ultra- 
sound and  nuclear  magnetic  resonance.  Those 
advances  not  only  help  us  make  faster  and 
more  accurate  diagnoses,  but  very  often  elim- 
inate the  need  for  more  dangerous  invasive 
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procedures. 

Well,  if  we  are  so  good,  and  have  done  so 
much  for  so  many,  why  is  everybody  angry  at 
us? 

The  answer  is  easy. 

Spending  on  medical  and  health  care  has 
gone  from  $27  billion  in  1960  to  $356  billion  last 
year.  From  5%  of  the  gross  national  product  to 
more  than  10% . And  the  implication  when  fig- 
ures like  that  are  used,  and  they  are  used  often, 
is  that  the  product  is  about  the  same  . . . and 
costs  have  gone  up  because  of  waste,  irrespon- 
sibility, greed  and  indifference  in  the  health 
care  field. 

Bunk!  You  don't  believe  that  anymore  than  I 
do! 

What  if  we  went  back  to  1960  ...  in  price 
and  services?  Without  kidney  dialysis  and 
transplants,  tens  of  thousands  of  people  living 
good  and  productive  lives  today  would  be 


"The  government  is  looking  for  ways 
to  reduce  its  Medicare  expenditures.  And 
in  everything  it  says  about  the  danger  of 
bankruptcy,  it  never  mentions  that 
Medicare  was  the  government's  idea." 


dead.  Thousands  more  who  have  been  cured 
of  cancer  would  not  be  alive.  Without  coronary 
bypass  surgery,  people  with  blocked  cardiac 
arteries  would  be  disabled;  or  in  constant  fear 
of  more  strokes  and  heart  attacks;  or  both. 

Let's  concentrate  on  cost.  The  government  is 
looking  desperately  for  ways  to  reduce  its 
Medicare  expenditures.  And  in  everything  it 
says  about  the  danger  of  bankruptcy,  it  never 
mentions  that  Medicare  was  the  government's 
own  idea.  It  was  Congress  and  the  Administra- 
tion in  the  1960s  that  decided  people  65  and 
older  had  to  be  taken  care  of.  So  they  invented 
Medicare,  and  with  it,  promised  to  pay  for  the 
basic  medical  care  of  everyone  of  the  right  age 
regardless  of  their  financial  circumstances.  Lat- 
er on  they  added  the  disabled,  and  those  need- 
ing kidney  dialysis. 

Those  promises  no  longer  count.  The  pro- 
gram is  in  financial  trouble,  just  as  we  told 
them  it  would  be.  But  they  do  not  blame  the 
program.  They  blame  us  and  the  rest  of  the 
health  care  system. 

Business  is  doing  approximately  the  same 
thing.  When  health  insurance  became  the  dar- 
ling of  every  corporation,  employers  fell  over 


one  another  to  provide  the  best,  the  most 
generous,  the  most  comprehensive  first-dollar 
programs  to  their  employees  and  members  of 
their  families. 

Politicians,  too,  promised  to  take  care  of  all 
the  health  needs  of  all  their  constituents.  But 
like  many  of  the  government's  promises,  those 
do  not  count  any  more,  either.  The  govern- 
ment is  coming  up  with  ideas  like  "participat- 
ing physicians,"  which  means  the  ones  who 
accept  assignment.  And  fee  schedules  for  clin- 
ical laboratory  services.  And  higher  Part  B pre- 
miums. And  changing  the  initial  eligibility  date 
for  Medicare  entitlement.  And  limiting  in- 
creases in  hospital  reimbursement.  And  reduc- 
tions in  matching  payments  to  states  for  Medi- 
caid. And  they've  already  started  the  DRG 
program  for  hospitalized  Medicare  patients. 

Businesses  are  also  coming  up  with  their  list 
of  ideas.  They  are  forming  PPOs,  to  pay 
negotiated  fees  to  physicians  and  hospitals  for 
services.  And  to  limit  employee  choice  of 
physician  and  hospital.  They  are  reducing  in- 
surance programs.  They  are  cutting  back  on 
benefits.  Or  they  are  making  employees  pay 
more  of  the  premium  ...  or  pay  more  for  care 
when  they  get  it.  They  are  supporting  HMOs. 

The  situation  gives  us  two  huge  challenges. 
One  is  to  come  up  with  ideas  of  our  own  to 
help  control  the  cost  while  maintaining  quali- 
ty. The  other  is  to  fight  the  ideas  we  see  as 
harmful  to  patient  care.  Ideas  that  would  limit 
access  to  care.  Or  that  might  force  people  to 
avoid  care  because  they  cannot  afford  their 
part  of  the  cost.  We  have  had  no  shortage  of 
ideas  within  our  own  profession.  And  some  of 
them  are  causing  additional  problems  — or 
challenges  — depending  on  the  word  you  pre- 
fer. 

For  the  first  time  in  my  memory  certainly, 
and  1 think  perhaps  for  the  first  time  in  history, 
there  is  actual,  aggressive  competition  among 
physicians.  Between  physicians  and  hospitals. 
And  among  hospitals. 

According  to  the  latest  figures  compiled  at 
the  AMA,  there  are  about  11,000  group  prac- 
tices of  three  or  more  physicians.  Almost  300 
HMOs  involve  more  than  50,000  physicians 
taking  care  of  more  than  12  million  patients. 
Ten  percent  of  our  colleagues  are  involved  in 
PPOs.  Seven  percent  operate  in  ambulatory 
surgery  centers,  performing  a quarter  of  a mil- 
lion procedures  a year.  And  9%  participate  in 
1,100  freestanding  emergency  care  centers. 
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That  doesn't  cover  the  whole  scene.  There  are 
now  freestanding  offices  and  clinics  in  shop- 
ping malls  and  other  high-traffic  locations. 
There  are  urgent  care  clinics  . . . and  birthing 
centers  . . . and  other  specialized  centers.  All 
of  these  physicians  are  competing  with  the  tra- 
ditional office-based  physician  . . . and  one 
another. 

Maybe  it's  good  for  the  patient. 

It  sure  will  keep  physicians  on  their  toes. 
Because  whatever  kind  of  practice  they  are  in, 
they  have  to  figure  out  how  they  can  serve 
their  patients  better  than  some  of  the  others. 

Dealing  with  these  factors  is  a real  challenge 
to  the  physician.  It  is  perhaps  an  even  greater 
challenge  to  medical  societies.  Your  job  is  to 
develop  policies  and  construct  programs  so 
you  can  appeal  equally  to  all  Iowa  physicians, 
no  matter  what  kind  of  practice  they  have.  The 
group  member,  the  solo  practitioner,  the  PPO 
member,  the  IPA  member,  the  HMO  em- 
ployee, the  hospital-based  physician  — all 
need  strong  medical  associations  at  local,  state 
and  national  levels.  And  medical  associations 
at  every  level  need  the  support  and  mem- 
bership of  every  kind  of  physician. 

Physicians  are  united  in  their  need  to  oppose 
proposals  and  ideas  of  either  government  or 
business  that  will  harm  them,  and  their  ability 
to  provide  patient  care.  Only  through  strong, 
combined  efforts  can  the  medical  profession 
hope  to  hold  off  movements  that  would  either 
destroy  us,  or  so  weaken  us  that  we  can  no 
longer  do  what  has  to  be  done  for  our  patients. 

And  only  through  strong,  combined  effort 
can  medical  organizations  and  their  members 
devise  programs  and  projects  and  supply  the 
information  and  services  that  all  physicians 
need  to  do  their  job  the  best  possible  way.  I 
mean  information  on  cost-effective  practice 
management;  demographic  information  about 
various  locations;  courses  on  using  computers, 
and  all  of  the  other  things  a hard-working  asso- 
ciation does  for  its  members. 

We  saw  an  outstanding  example  of  profes- 
sional concern  in  April  when  the  U.S.  House  of 
Representatives  was  considering  the  man- 
dated assignment  proposal.  This  would  have 
hurt  Medicare  patients  and  other  patients  be- 
cause of  its  hospital-privileges  penalties. 
About  125  physicians  flew  into  Washington, 
D.C.,  to  buttonhole  their  congressmen.  They 
came  from  39  state  medical  associations  and 
eight  specialty  societies.  They  did  a great  job  of 


showing  their  congressmen  how  wrong  man- 
dated assignment  would  be  for  patient  care. 
And  the  House  overwhelmingly  turned  down 
the  idea. 

We  produce  a regular  Cost  Effectiveness 
Bulletin,  sharing  good  ideas  among  medical 
societies,  hospitals  and  others.  We  are  follow- 

"We  are  offering  our  positive  ideas.  In 
March,  the  AMA  asked  all  of  us  to  freeze 
our  charges  for  a year.  And  to  give 
special  consideration  to  patients  who  are 
unemployed,  uninsured  or  covered  by 
Medicare." 

ing  through  on  the  economic  grand  rounds 
program  under  the  cost-effectiveness  network 
among  hospital  medical  staffs  and  administra- 
tors. We  work  with  state  and  county  societies 
to  develop  and  strengthen  really  workable 
community-based  health  care  coalitions  so  that 
we  and  insurers  and  hospitals  can  work  closely 
with  business,  rather  than  all  of  us  trying  to 
work  against  one  another. 

We  meet  annually  with  medical  specialty 
societies  to  help  them  develop  cost-effec- 
tiveness programs.  And  we  are  moving  from 
the  basic  principles  phase  into  the  working 
programs  phase  of  the  Health  Policy  Agenda 
for  the  American  People.  It  was  only  at  our 
instigation  that  150  organizations  have  come 
together  to  try  to  create  a blueprint  for  the 
future  of  high  quality  medical  and  health  care, 
provided  in  the  most  effective  and  economical 
ways. 

Individual  physicians  cannot  do  those 
things  alone.  They  can  only  be  done  through 
the  cooperative  effort  of  all  members  of  the 
profession  by  their  professional  associations  at 
local,  state  and  national  levels. 

It  is  harder  to  be  a physician  today  than  it 
ever  has  been.  It's  going  to  become  a lot  harder 
if  many  of  today's  proposals  become  tomor- 
row's realities.  That  is  why  we  have  to  stick 
together.  And  work  together.  And  meet 
together.  And  talk  together. 

The  thing  we  hold  most  dear  is  the  care  we 
give  to  our  patients.  If  we  don't  stand  side  by 
side  to  protect  them  . . . nobody  else  will.  As 
long  as  we  stand  together  . . . work  together, 
always  remembering  that  first  of  all  (and  most 
of  all),  we  serve  our  patients  ...  as  their  advo- 
cate ...  to  assure  that  they  always  receive  care 
of  the  highest  quality  ...  so  long  as  we  do  this, 
we  have  little  to  fear  from  outside  forces. 


June  1984  / 243 


Marion  E.  Alberts,  M.D. 


COMMEIMTIIMG 

EDITORIALLY 


HOT  CROSS  BUNS 


The  humidity  inside  a plastic  diaper  is  the 
same  as  that  inside  an  orchid  hothouse. 
Warm  moist  skin  becomes  soggy  like  dishpan 
hands,  resistance  is  lost,  irritation  and  in- 
flammation ensues,  and  the  affected  area  is 
easy  prey  to  all  kinds  of  infections.  Jay  M. 
Arena,  M.D.,  past  president  of  the  American 
Academy  of  Pediatrics,  and  renown  professor 
of  pediatrics  at  Duke  University,  made  these 
comments  recently.  Plastic  diapers  may  be 
convenient,  but  my  experience  as  a general 
pediatrician  confirms  Dr.  Arena's  observations 
about  diaper  dermatitis.  I see  more  cases  than  I 
did  a number  of  years  ago,  and  many  are  due 
to  yeast. 

It  is  estimated  that  by  the  age  of  2Vi  years  a 
baby  will  spend  2,000  hours  in  diapers,  and 
will  require  13,000  diaper  changes.  The  skin 


"Plastic  diapers  are  called  'disposable.' 
They  are  not  disposable;  they  are  not 
biodegradable." 


functions  as  the  largest  single  organ  of  the 
body.  The  average  total  surface  area  of  a one- 
year-old  is  slightly  under  0.5M^.  By  the  "rule  of 
9's"  the  area  covered  by  a diaper  would  be 
about  20%  of  that.  Too  often  parents,  as  well  as 
many  physicians,  fail  to  recognize  the  extent  of 
skin  involvement. 

Plastic  diapers  are  called  "disposable."  They 
are  not  disposable;  they  are  not  biodegradable. 
It  is  estimated  that  plastic  diapers  fill  5%  of 
solid  waste  sites  across  the  country.  Ten  billion 
plastic  diapers  are  manufactured  each  year. 
That  constitutes  556,000  tons  of  non- 
biodegradable  plastic  and  140,000  tons  of 


sludge,  according  to  a news  release  from  the 
National  Institute  of  Infant  Services . Of  course, 
the  mission  of  that  group  is  to  promote  the  use 
of  cotton  diapers,  but  their  point  is  well  taken. 

Synthetics,  in  general,  have  created  a prob- 
lem. What  are  we  to  do  with  all  the  "dispos- 
able" syringes,  speculae,  tubing,  and  other 
items  we  use  in  our  profession?  Our  profession 
is  not  the  only  one  relying  on  synthetics;  it  is  a 
universal  problem,  and  getting  more  wide- 


"Babies  do  not  deserve  sore  little  hind 
ends;  our  world  does  not  deserve  to 
become  a massive  junk-yard." 


spread.  Somewhere,  somehow,  the  human 
race  must  face  reality.  To  make  life  "easier," 
we  develop  complexities  for  which  there  are  no 
answers.  The  environment  is  becoming  over- 
whelmed by  substances  which  cannot  be  de- 
stroyed without  creating  health  hazards,  or 
hidden  from  sight  because  there  is  no  room  for 
that.  We  hear  discussions  of  disposing  wastes 
far  out  at  sea;  but  what  of  that  environment 
and  the  sea  life?  The  outer  spaces  have  become 
dumping  grounds  for  waste  items  from  outer 
space  probings.  So  far  I haven't  heard  of  any- 
one suggesting  the  use  of  the  Grand  Canyon  as 
a massive  "dump."  Heaven  forbid!! 

Our  world  used  to  be  simple.  We  used  the 
excreta  of  animals  for  fertilizer  (instead  of 
dangerous  chemicals).  We  reused  containers 
for  many  and  sundry  uses.  We  cleaned,  steril- 
ized, and  reused  most  items  in  our  hospitals. 
We  speak  of  cost-effectiveness  but  it  would 
now  appear  that  the  overall  long-term  costs 
will  be  beyond  our  present  comprehension. 

Let  us  all  dwell  upon  the  consequences  of 
"disposable"  items.  Babies  do  not  deserve  sore 
little  hind  ends;  our  world  does  not  deserve  to 
become  a massive  junk-yard.  — M.E.A. 
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A TRIBUTE  TO  DR.  SEIBERT 

Cecil  W.  Seibert,  M.D.,  Waterloo,  died  April  18, 
1984.  Service  as  president  and  chairman  of  the  board 
of  the  Iowa  Medical  Society  was  part  of  Dr.  Seibert's 
noteworthy  professional  career.  The  following  trib- 
ute to  Dr.  Seibert  has  been  written  by  Craig  D. 
Ellyson,  M.D.,  a Waterloo  colleague. 

The  achievements  of  Dr.  Seibert  are  well 
known  to  those  Iowa  physicians  who  have 
followed  matters  related  to  the  delivery  of 
medical  care  in  Iowa  over  the  past  20  or  so 
years.  Dr.  Seibert  was  at  the  forefront  of  Iowa 
medicine  during  much  of  the  1960's  and 
1970's. 

Given  his  capacity  as  a medical  leader,  my 
wish  is  to  point  up  Gee's  qualities  as  a compas- 
sionate physician.  His  ability  to  relate  to  pa- 
tients and  to  remove  fear  and  uncertainty  from 
birthing  and  needed  surgical  procedures  will 
stand  as  model  to  future  physicians.  He  was  a 
gentleman  and  a gentle-man.  He  was  respon- 
sive to  needs  about  him;  he  could  respond 
adeptly  to  the  writer  wanting  information  on 
the  delivery  experience;  he  could  counsel  wise- 
ly those  faced  with  cancer  — a talent  which 
extended  into  the  founding  and  guiding  of  the 
Cancer  Society's  lay  organization  in  its  early 
years. 

Those  associated  with  Dr.  Seibert  in  the 
work  of  the  Iowa  Medical  Society  marveled  at 
his  ability  to  get  a job  done  with  a minimum  of 


fanfare.  He  served  on  the  IMS  Judicial  Council. 
He  served  on  the  Board  of  Trustees  during  the 
planning  and  construction  of  the  new  Society 
headquarters  building. 

Dr.  Seibert  was  blessed  with  an  even- 
temperedness  few  of  us  possess.  But  if  roused 
to  support  a belief  or  principle,  his  position 
was  readily  identifiable  and  his  nature  was  to 
pursue  it  actively,  yet  without  excessive  com- 
motion. 

The  relationship  of  Dr.  Seibert  to  his  wife 
and  family  was  of  enviable  status.  Their  close- 
ness was  filled  with  love  and  concern  for  one 
another. 

Dr.  Seibert's  final  illness  was  evident  long 
enough  to  allow  for  several  well-deserved  hon- 
ors. The  C.  W.  Seibert  Library  was  designated 
at  Allen  Hospital.  The  Seibert  Birth  Center  will 
serve  as  a memorial  at  St.  Francis  Hospital.  The 
Waterloo  Chamber  of  Commerce  named  him 
Citizen  of  the  Year  in  November,  1983. 

He  was  a born  teacher,  respected  by  his 
peers  and  students.  On  retirement  he  opted  to 
be  part  of  the  Black  Hawk  Family  Practice  Res- 
idency Program,  teaching  in  obstetrics  and 
gynecology. 

Shortly  before  his  death.  Dr.  Seibert  had  a 
lunch  date  at  McDonald's  with  his  youngest 
grandson,  Scotty.  His  family  thought  the  out- 
ing might  be  too  strenuous.  Cec  was  adamant, 
"No,  Scotty  and  I have  this  date  and  we're 
going  to  do  it  today,  not  next  week!" 

We  salute  you,  Cec  Seibert. 


ALL  ABOUT  RETIREMENT 


/^uiTE  A FEW  YEARS  ago,  a famous  American 
bacteriologist  named  Hans  Zinsser 
wrole  an  autobiography  (in  the  third  person) 
entitled  As  1 Remember  Him.  He  had  led  a pro- 
ductive and  eventful  life,  but  the  last  chapter  of 
the  book  was  devoted  to  the  final  year  of  his  life 
as  he  slowly  died  from  leukemia. 

He  had  been  returning  from  Europe  on  an 
ocean  liner  when  he  noticed  he  was  not  tan- 
ning as  were  the  other  passengers.  Upon  re- 
turning to  his  laboratory  in  Boston,  he  prompt- 
ly confirmed  his  suspicion  with  a blood  smear: 


he  had  leukemia,  in  those  days  both  an  incur- 
able and  untreatable  disease. 

He  found  his  final  year,  in  some  respects,  to 
be  his  most  rewarding,  for  he  had  a heightened 
awareness  of  the  wonders  all  about  him,  mar- 
velous sights  and  sounds  that  heretofore  he 
had  been  too  busy  to  notice  — the  song  of  a 
bird,  the  blooming  of  a flower,  an  almost  end- 
less demonstration  of  the  awesome  magic  of 
nature. 

Retirement,  fortunately,  isn't  exactly  like 
dying  from  leukemia,  but  as  one  gradually 
winds  down  his  life,  with  Alzheimer  lurking  in 
the  shadows,  he  can  find  retirement,  not  a time 
of  boredom  and  despair,  but  truly  a time  of 
(Please  turn  to  page  246) 
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sharpened  awareness  and  insight.  Nor  is  it  all 
birds  and  flowers.  Values  change,  and  lots  of 
little  things  enter  the  picture  — fascinating  in- 
consequential matters,  confusing  paradoxes, 
intriguing  discoveries,  breath-taking  opinions. 
For  instance  . . . 

Did  Santa  say  “Rudolph  with  your  nose  so 
bright,  will  you  guide  my  sleigh  tonight?"  or 
did  he  say  “Rudolph  with  your  nose  so  bright, 
won't  you  guide  my  sleigh  tonight?"  Well,  it 
makes  no  difference,  for  an  obvious  grammat- 
ical anomaly  is  involved  here.  The  meaning  is 
the  same  no  matter  which  of  the  completely 
contrary  words  (will  or  won't)  is  used.  That's 
amazing!  How  easy  it  would  have  been  to  pass 
this  over  without  a second  thought. 

This  is  pretty  heavy  stuff,  but  let  us  move 
right  along.  Certain  children's  story  books 
have  a “scratch  and  sniff"  innovation.  If  a pic- 
ture of  a chocolate  cake  appears  in  the  story, 
the  odor  of  chocolate  can  be  elicited  by  scratch- 
ing and  sniffing  the  picture.  And  that's  not  all. 
The  odor  soon  disappears,  to  remain  once 
again  bottled-up  in  the  picture,  awaiting  the 


"At  this  point  the  reader  is  warned  not 
to  read  further  unless  he  or  she  is  not 
repelled  by  a discussion  of  a very 
indelicate  subject." 


next  scratch.  As  different  pictures  are  encoun- 
tered in  the  story  — oranges,  grapes,  ginger- 
bread, or  whatever  — the  distinctive  and 
appropriate  odors  can  be  released  and  identi- 
fied by  scratching  and  sniffing.  And  to  think 
that  we  always  thought  fiber-optics  and  the 
CAT  scan  were  wonderful! 

At  this  point,  the  reader  is  warned  not  to 
read  further  unless  he  or  she  is  not  repelled  by 
a discussion  of  a very  indelicate  subject  — 
urination,  and  unless  he  or  she  is  uncommitted 
to  the  ERA  philosophy,  at  least  to  the  extent 
that  he  or  she  is  willing  to  sanction  medical 
research  relating  only  to  the  male.  Assuming 
that  the  above  warning  has  been  heeded,  we 
can  now  proceed. 

This  particular  research  involved  a study  of 
only  one  case,  a male,  but  first  some  back- 
ground information:  A gun  has  spiral  grooves 
within  its  barrel  which  impart  a spin  or  rotation 


to  the  shell.  If  this  were  not  done,  the  shell 
would  tumble  and  flop  through  the  air  end 
over  end,  completely  impairing  its  accuracy 
and  velocity.  Now  to  return  to  the  case. 


"Although  the  process  of  urination  is  of 
little  critical  interest  to  many  (it  is  such 
a normal  and  drab  process)  there  are 
others,  particularly  in  the  older  male  age 
group,  for  whom  urination  is  a 
compelling  way  of  life." 


Research  on  this  one  case  revealed  that  the 
urine,  as  it  emerged  under  pressure  from  the 
urethral  meatus,  was  spiralling.  The  direction 
of  the  spiral  was  thought  to  be  to  the  left,  but 
that  feature  will  require  further  study. 
Although  the  process  of  urination  is  of  little 
critical  interest  to  many  (it  is  such  a normal  and 
drab  process),  there  are  others,  particularly  in 
the  older  male  age  group,  for  whom  urination 
is  a compelling  way  of  life.  But  young  or  old 
aside,  this  previously  unreported  observation 
raises  a critical  question:  is  the  interior  of  the 
urethra,  like  the  interior  of  a gun,  grooved? 

Two  pertinent  references  were  reviewed  — 
Gray's  Anatomy  and  Campbell's  Urology.  Gray 
mentioned  longitudinal  mucosal  folds,  but 
neither  mentioned  grooves  within  the  urethra, 
nor  even  the  spin  of  the  urinary  stream.  A 
urologist  was  not  consulted,  although  it  would 
appear  to  have  been  a logical  thing  to  do,  be- 
cause there  was  uncertainty  as  to  whether  or 
not  a urologist  might  consider  this  research  to 
be  an  encroachment  on  his  territory.  After  all, 
who  can  predict  the  thinking  of  a person  who 
elects  to  spend  the  better  part  of  his  profession- 
al life  with  his  face  in  someone's  perineum? 

Further  research  is  needed  on  this  matter, 
but,  until  that  is  done,  we  can  only  be  thankful 
for  the  spiralling  action  that  prevents  our  urine 
from  tumbling  and  flopping  in  the  air  as  it 
emerges  from  the  urethral  meatus. 

Friends  — now  you  know  all  about  retire- 
ment. It  can  be  summed-up  by  borrowing  a 
phrase  from  a little  girl  who,  when  asked  by 
her  parents  how  she  had  liked  a movie  of 
somewhat  uncertain  quality,  responded  by 
saying,  “Well  — it  was  better  than  cooked  car- 
rots." So  too  is  retirement.  — Daniel  F.  Crow- 
ley, M.D. 
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Before  prescribing,  see  complete  prescribing  information  in 
SK&F  CO.  literature  or  PDR.  The  following  is  a brief  summary. 


p WARNING 

I This  drug  is  not  indicated  tor  initial  therapy  of  edema  or 

I hypertension  Edema  or  hypertension  requires  therapy 

I titrated  to  the  individual  If  this  combination  represents  the 

I dosage  so  determined,  its  use  may  be  more  convenient  in 

I patient  management.  Treatment  of  hypertension  and  edema 

I is  not  static,  but  must  be  reevaluated  as  conditions  in  each 

I patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuna,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  suppiements,  dietary  or  other- 
wise. uniess  hypokalemia  develops  or  dietary  intake  of  potas- 
sium is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities.  It 
IS  more  likely  in  the  severely  ill.  with  urine  volume  less  than  one 
liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency.  Periodically,  serum  K'^  levels  should  be  deter- 
mined If  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K'*'  intake  Associated  widened  QRS  complex  or  arrhyth- 
mia requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  tri- 
amterene may  appear  in  breast  milk.  It  their  use  is  essential,  the 
patient  should  stop  nursing.  Adequate  information  on  use  in 
children  is  not  available.  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asthma. 
Possible  exacerbation  or  activation  of  systemic  lupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics. 

Precautions:  Do  periodic  serum  electrolyte  determinations  [par- 
ticularly important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
or  corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  in 
the  elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency  Cumulative  effects  of  the  drug  may  develop  in 
patients  with  impaired  renal  function  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function.  They  can 
precipitate  coma  in  patients  with  severe  liver  disease.  Observe 
regularly  for  possible  blocxJ  dyscrasias.  liver  damage,  other  idio- 
syncratic reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides  Thiazides  may  cause  manifestation 
of  latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may 
be  decreased  when  used  concurrently  with  hydrochlorothiazide; 
dosage  adjustments  may  be  necessary.  Clinically  insignificant 
reductions  in  arterial  responsiveness  to  norepinephrine  have 
been  reported  Thiazides  have  also  been  shown  to  increase  the 
paralyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
tubocurarine  Triamterene  is  a weak  folic  acid  antagonist.  Do 
periodic  blood  studies  in  cirrhotics  with  splenomegaly  Anti- 
hypertensive  effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients  Triamterene  has 
been  found  in  renal  stones  in  association  with  the  other  usual 
calculus  components.  Therefore,  Dyazide'  should  be  used  with 
caution  in  patients  with  histories  of  stone  formation.  A few  occur- 
rences of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents 
with  'Dyazide'  The  following  may  occur,  transient  elevated  BUN 
or  creatinine  or  both,  hyperglycemia  and  glycosuria  [diabetic 
insulin  requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  [in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis.  Dyazide  interferes  with  fluores- 
cent measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should  be 
taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  mfeasures  shoulci  be 
instituted  cautiously  and  serum  potassium  levels  determined. 
Discontinue  corrective  measures  and  Dyazide'  should  labora- 
tory values  reveal  elevated  serum  potassium  Chloride  deficit 
may  occur  as  well  as  dilutional  hyponatremia  Concurrent  use 
with  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
natremia. Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance.  Calcium  excretion  is  decreased  by  thiazides 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  para- 
thyroid function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
tensive drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk 
of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  head- 
ache. dry  mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity, 
purpura,  other  dermatological  conditions:  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  disturbances:  pos- 
tural hypotension  [may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics).  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialade- 
nitis, and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual 
calculus  components.  Rare  incidents  of  acute  interstitial  nephritis 
have  been  reported  Impotence  has  been  reported  in  a few 
patients  on  'Dyazide',  although  a causal  relationship  has  not 
been  establish^ 

Supplied:  Dyazide'  is  supplied  in  bottles  of  1000  capsules; 
Single  Unit  Packages  (unit-dose)  of  100  (infended  for  institu- 
tional use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 
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Norman  C.  Johnson,  Pharmacist 

QUESTIONS 

AND  ANSWERS 

\ 

DRUG  REGISTRATION  REVIEW 


Just  to  keep  Iowa  physicians  mindful  of  what 
ongoing  requirements  must  be  met  to  stay  legal, 
Norman  C.  Johnson,  drug  control  program  adminis- 
trator for  the  Iowa  Board  of  Pharmacy  Examiners, 
has  kindly  answered  several  pertinent  questions. 


For  what  must  Iowa  physicians  be  registered 
in  this  area? 

Every  Iowa  physician  who  administers,  pre- 
scribes or  dispenses  any  controlled  substance 
must  be  registered  under  both  state  and  feder- 
al Controlled  Substance  Acts.  Federal  registra- 
tion is  with  the  Drug  Enforcement  Administra- 
tion (DEA).  State  registration  is  with  the  Iowa 
Board  of  Pharmacy  Examiners. 

How  frequently  must  these  matters  be  con- 
sidered? 

Registrations  must  be  renewed  annually  and 
the  certificates  must  be  maintained  at  the  reg- 
istered location.  Registration  is  for  a specific 
practice  location.  Physicians  who  administer 
or  dispense  controlled  drugs  at  more  than  one 
practice  location  must  obtain  a registration  at 
each  practice  address.  Physicians  who  admin- 
ister or  dispense  controlled  drugs  at  one  prac- 
tice location  but  only  prescribe  at  a second 
practice  address  need  only  to  register  at  the  site 
where  controlled  drugs  are  administered  or 
dispensed.  Physicians  who  make  a change  in 
their  practice  location  must  obtain  either  a new 
registration  or  a modification  of  their  current 
registration. 


Please  remind  us  of  the  Iowa  registration  pro- 
cedures? 

Physicians  currently  registered  under  the 
Iowa  Controlled  Substances  Act  are  mailed  ap- 
plications in  late  July  or  early  August  each 
year.  The  registration  period  runs  from  Octo- 
ber 1 through  September  30.  The  current 
annual  registration  fee  is  $25,  with  a $5  penalty 
if  the  application  is  postmarked  after  October 
1.  Information  on  new  or  renewal  registrations 
is  available  from  Iowa  Board  of  Pharmacy  Ex- 
aminers, Controlled  Drug  Division,  State 
Office  Building,  Des  Moines,  Iowa  50319. 

What  about  the  federal  registration  proce- 
dures? 

Information  and  registration  applications 
can  be  obtained  by  contacting  the  DEA  office  at 
the  following  address:  Department  of  Justice, 
Drug  Enforcement  Administration,  Suite  200, 
Chromalloy  Plaza,  120  S.  Central  Avenue,  St. 
Louis,  Missouri  63105. 

What  is  required  with  a change  of  practice 
location? 

Both  state  and  federal  agencies  need  to  be 
notified  whenever  a physician  changes  his  or 
her  practice  location  or  when  additional  offices 
are  opened. 

Finally,  what  about  physicians  moving  into 
Iowa? 

Those  physicians  who  move  to  a practice 
location  in  Iowa  and  who  have  a DEA  registra- 
tion assigned  them  at  another  practice  location 
may  request  DEA  to  modify  their  registration 
to  reflect  the  address  change.  Physicians  mov- 
ing to  Iowa  from  another  state  may  also  contact 
the  Iowa  Board  of  Pharmacy  Examiners  for 
additional  information  on  the  procedure  for 
modifying  a current  DEA  registration. 


June  1984  / 247 


TRUST  Can  you 

imagine  a world  without  it? 


Irust.  It’s  why  your  patients 
turn  to  you  when  they  need 
help.  It’s  why  both  physicians 
and  patients  turn  to  Peoples 
family  pharmacists  for  their 
prescription  needs. 

Over  75  years  of  caring  and 
quality  service  earned  Peoples 


generic  drugs  to  be  equal  in 
quality  to  brand  name  drugs  . . . 
saving  your  patients  up  to  50% 
on  their  prescription  bills. 

Of  course,  if  your  patient 
asks  us  to  substitute,  we  first 


obtain  your  permission  by 
phone.  And  we  keep  the  widest 
stock  of  both  brands  and  gener- 
ics in  every  Peoples  family 
pharmacy. 

You  know  what’s  best. 
That’s  why  your  patients  trust 
you  for  their  health  care.  At 
Peoples,  we’ll  try  to  keep  the 
trust  we’ve  earned. 


the  trust  we  work  hard  to  keep. 
And  you  can  trust  Peoples 


PEOPLES  DRUG 
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Adult  Pyloric  Stenosis; 
A Case  Report 


B.  K.  WASIUEW,  M.D., 
S.  S.  LEE,  M.D.,  and 
K.  T.  SONG,  M.D. 
Mason  City,  Iowa 


A 37-year-old  white  female  with  prepyloric  stenosis  is 
presented.  Diagnosis  was  correctly  made  preoperatively 
and  patient  was  successfully  treated  by  Jaboulay  pylo- 
roplasty. 


PYLORIC  HYPERTROPHY  in  adults  was  first  de- 
scribed by  Cruveilhier  over  130  years  ago.^ 
Since  then,  several  hundred  cases  have  been 
reported.  Only  a small  number  of  these  had  a 
prepyloric  stenosis.^  A patient  with  this  di- 
agnosis was  successfully  treated  surgically  and 
is  reported.  This  case  is  discussed  in  light  of 
pertinent  literature. 

CASE  REPORT 

A 37-year-old  white  female  was  seen  for  a 
6-month  history  of  bloating,  belching  and 
loose  stools.  She  was  initially  treated  for  irri- 
table bowel  syndrome.  Nine  months  later  the 
patient  developed  symptoms  of  delayed  gas- 
tric emptying  and  was  empirically  treated  for 

The  authors  are  associated  with  North  Iowa  Medical  Center  and  St. 
Joseph  Mercy  Hospital  in  Mason  City,  Iowa. 


peptic  ulcer  disease  with  Cimetidine,  antacids 
and  diet.  When  she  did  not  improve  further 
investigation  was  carried  out. 

An  upper  G.I.  series  showed  persistent  pre- 
plyoric  narrowing  with  dilated  stomach  and 
normal  duodenum  (Figure  1).  Upper  endos- 


Figure  1 . A detailed  view  of  the  distal  stomach  on  upper  G.I.  series 
showing  persistent  prepyloric  narrowing  ("double  duodenal  bulb"). 
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Figure  2.  Operative  photograph  of  distal  gostrotomy  with  o pair  of 
forceps  in  the  prepyloric  aperture  while  another  instrument  is  point- 
ing to  the  true  pylorus. 


copy  revealed  a large  dilated  stomach  with 
biopsy-proven  gastritis  and  a 2-3  mm.  pyloric 
opening  that  would  not  allow  passage  of  the 
scope.  No  evidence  of  peptic  ulcer  disease  or 
malignancy  was  seen.  At  that  point,  the  pa- 
tient was  treated  with  small,  frequent  liquid 
meals,  and  Reglan®  but  her  symptoms  did  not 
improve.  An  upper  G.I.  series  repeated  2 
months  later  showed  no  change  in  the  pre- 
pyloric obstruction.  At  that  time  the  patient 
was  admitted  to  the  hospital  for  elective 
surgery.  Physical  examination  at  the  time  of 
admission  was  unremarkable.  Routine  labora- 
tory studies  were  within  normal  limits.  At  ex- 
ploration a prepyloric  muscular  and  mucosal 
stenosis  was  found  without  any  evidence  of 
inflammation  or  scarring  (Figure  2).  A Jaboulay 
pyloroplasty  was  performed. 

The  postoperative  course  was  minimally 
complicated  by  delayed  gastric  emptying.  This 
readily  responded  to  conservative  measures 
and  the  patient  was  discharged  on  the  11th 
postoperative  day.  Follow-up  after  6 months 
demonstrated  complete  resolution  of  all  symp- 
toms. 

DISCUSSION 

Pyloric  stenosis  is  not  uncommon  in  infants 
but  it  is  quite  rare  in  adults.  Most  physicians 
probably  never  see  a single  case.  There  are 
probably  some  physicians  who  are  not  even 
aware  of  this  condition  in  adults.^  Judd  and 
Thompson  in  1933  reported  20  cases  from 
Mayo  Clinic.  In  1950,  North  and  Johnson  re- 
ported a complete  series  of  59  patients  while 


Hiebert  and  Farris  reviewed  22  cases  in 
1966.^'  ^ The  real  controversy  in  this  disease  is 
its  etiology.  Based  on  the  similar  morbid  ana- 
tomical appearances  and  sex  incidence,  one 
school  proposes  that  adult  pyloric  stenosis  rep- 
resents a persistence  of  infantile  stenosis.^ 
There  is  some  evidence  in  a portion  of  subclin- 
ical  cases  the  abnormality  may  persist  and  be 
discovered  only  at  autopsy  or  during  a lapa- 
rotomy for  another  problem.^ 

The  finding  of  obvious  associated  ulceration 
or  submucosal  fibrosis  at  the  margin  of  the 
pyloric  aperture  suggests  that  scarring  and 
contraction  produce  the  abnormality.^'  ® We 
have  found  no  evidence  of  ulcer,  inflammation 
or  scarring  in  our  patient.  Admittedly,  no 
specimen  was  available  for  histologic  examina- 
tion. 

It  is  also  possible  trauma  from  food  could 
produce  superficial  ulcerations  in  an  asymp- 
tomatic congenital  pyloric  stenosis.^  This  par- 
allels the  late  onset  of  symptoms  in  some  cases 
of  congenital  duodenal  diaphragm. 

A number  of  other  possible  explanations 
have  been  put  forth  in  the  literature.  These 
include  congenital  neuromuscular  dysfunction 
of  the  pylorus,  hypervagotonic,  allergic,  en- 
docrine, psychosomatic  and  vitamin  deficien- 
cy states.'^  Lesions  of  the  mesenteric  plexus  of 
pyloric  region  have  been  demonstrated  histo- 
logically in  some  instances. The  disease  is 
still  considered  by  some  authors  to  be  of  un- 
known etiology."^  A frequent  association  with 
biliary  tract  disease  or  hiatus  hernia  has  been 
reported  but  not  explained.^ 

The  true  incidence  of  this  condition  is  inde- 
terminate, as  in  subclinical  cases,  it  may  never 
be  diagnosed.  Age  range  is  from  14  to  85  years. 
Approximately  half  of  the  known  cases  are  be- 
tween 40-50  years  of  age  with  males  predomi- 
nant at  a ratio  of  19:1  to  3:1.^ 

There  is  no  symptom  or  group  of  symptoms 
which  would  aid  in  making  a confident  preop- 
erative diagnosis.  ^ Vomiting  over  a long  period 
of  time  without  typical  ulcer  symptoms  might 
provide  the  clue  to  this  diagnosis.  Discomfort 
after  large  meals  is  common.^  Other  com- 
plaints include  anorexia,  epigastric  fullness, 
dyspepsia,  frequent  eructations  and  weight 
loss.  In  one  quarter  of  the  reported  cases  some 
symptoms  have  been  present  since  infancy.^ 

The  diagnosis  cannot  be  made  on  the  basis  of 
a physical  examination  which  is  generally 
normal.  Epigastric  tenderness  and  succus- 
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sion  splash  are  usually  absent  but  if  present  are 
not  specific.  No  pyloric  tumor  has  ever  been 
palpated  reliably  in  an  adult. 

The  correct  diagnosis  may  be  easily  made  by 
a barium  meal  if  it  shows  the  typical  appear- 
ance of  2 duodenal  bulbs,  the  proximal  one 
being  the  compartment  between  the  area  of 
stenosis  and  the  normal  pylorus.  Endoscopy 
will  confirm  the  radiographic  picture  of  a fixed, 
1-3  mm.  opening  without  scar  or  inflamma- 
tion. Both  of  these  studies  suggested  the  cor- 
rect diagnosis  preoperatively  in  our  patient. 

The  treatment  of  this  condition  is  surgical.  A 
number  of  operations  have  been  suggested 
and  tried  with  varying  results.  The  general 
consensus  is  that  adequate  exploration  via  gas- 
trotomy  must  be  performed  as  in  some  cases 
the  outside  appearance  may  be  normal.  Simple 
dilatation  of  the  pylorus  was  abandoned  be- 
cause of  high  failure  rate.  A pyloromyotomy 
may  lead  to  development  of  diverticulum  and 
is  not  recommended  for  adults.  The  results  of 
various  types  of  pyloroplasties  are  generally 
satisfactory.  A Jaboulay  pyloroplasty  (gastro- 
duodenostomy)  as  employed  in  our  patient  is 
particularly  useful  as  its  2 incisions  allow  a 
complete  examination  of  prepyloric  and 
duodenal  lumen  prior  to  the  definitive  proce- 
dure. A gastroenterostomy  may  be  adequate 
treatment,  especially  in  poor  risk  patients. 

Some  authors  feel  gastric  resection  in  good 
risk  patients  is  the  procedure  of  choice  as  it 
allows  tissue  examination,  removes  the  entire 
pathologic  entity  and  treats  associated  condi- 
tions as  ulcers.^'  ^ The  authors  of  this  article 
feel  neither  resection  nor  vagotomy  are  indi- 
cated in  the  absence  of  ulcer  disease  and  would 
only  subject  patients  to  unnecessary  risks  and 
possibly  long-term  complications.  If  there  is 
some  suspicion  of  associated  ulcer,  however, 
then  a vagotomy  may  be  an  excellent  com- 
plementary procedure  to  pyloroplasty. 

SUMAAARY 

A 37-year-old  white  female  with  prepyloric 
stenosis  is  presented.  The  diagnosis  was  cor- 
rectly made  preoperatively  on  the  basis  of  his- 
tory, endoscopy  and  barium  meal.  Patient  was 
successfully  treated  by  Jaboulay  pyloroplasty. 
The  clinical  picture,  diagnosis  and  treatment  of 
this  interesting  condition  are  discussed  along 
with  available  literature. 
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Membrane  stripping  for  the  induction  of  labor  in  1 79 
low  risk  women  at  term  was  not  found  to  increase  either 
maternal  or  neonatal  morbidity  when  compared  to  a 
control  group  of  249  women  who  did  not  undergo  the 
procedure. 


Digital  separation  of  the  membranes  from 
the  lower  uterine  segment  or  membrane 
stripping  as  a clinical  practice  used  to  induce 
labor  was  first  suggested  by  James  Hamilton  in 
1810.^  Unlike  other  methods  for  initiating  reg- 
ular uterine  contractions,  membrane  stripping 
has  not  been  studied  extensively.  The  studies 
so  far  have  focused  almost  exclusively  on  effec- 
tiveness, with  little  attention  to  maternal  and 
fetal  morbidity.^'  Even  if  this  procedure  is 
somewhat  effective,  it  should  be  abandoned  if 
it  is  associated  with  an  increase  in  morbidity. 

Our  principal  concern  was  the  possibility  of 
an  increased  incidence  of  premature  rupture  of 
the  membranes.  Membrane  stripping  could 
cause  weakening  of  the  membranes  and  pre- 
mature rupture,  leading  to  an  increase  in  the 
need  for  therapeutic  induction  of  labor  and  the 

The  authors  are  associated  with  the  Department  of  Obstetrics  and 
Gynecology  at  University  of  Iowa  Hospitals  and  Clinics. 


risk  of  prolonged  rupture  with  attendant 
maternal  or  neonatal  sepsis.  Other  potential 
problems  were  an  increased  risk  of  prolonged 
or  dysfunctional  labor,  premature  labor  and 
delivery  if  gestational  age  was  not  assessed 
correctly,  inadvertent  rupture  of  membranes 
with  cord  prolapse  or  hemorrhage  from  an  un- 
suspected placenta  previa. 

The  purpose  of  this  study,  in  a group  of 
women  at  low  risk  for  obstetric  complications, 
was  to  identify  maternal  or  neonatal  complica- 
tions resulting  from  membrane  stripping. 

METHODS 

An  observational  study  was  carried  out  at 
the  University  of  Iowa  Hospitals  and  Clinics 
between  October,  1980  and  November,  1981. 
Individual  physicians  were  asked  to  prospec- 
tively record  at  each  pelvic  examination  after 
36  weeks  the  following  information:  time  of 
examination,  a description  of  the  dilatation 
and  effacement  of  the  cervix,  and  whether  or 
not  the  membranes  were  stripped. 

A total  of  423  pregnant  women  at  low  risk 
were  studied.  Patients  with  specific  contra- 
indications to  membrane  stripping  were  ex- 
cluded from  the  study,  including  patients  with 
a history  of  prior  cesarean  section,  a history  of 
third  trimester  bleeding,  and  a history  of  pre- 
mature labor  or  premature  cervical  dilatation. 
All  patients  considered  to  be  obstetrical  risks 
from  other  causes  also  were  excluded. 

The  decision  to  perform  membrane  strip- 
ping was  made  by  the  examining  physician 
based  on  his  or  her  judgment.  There  was  no 
attempt  at  randomization.  At  the  end  of  the 
time  period  2 groups  were  defined.  The  study 
group  consisted  of  174  patients  who  had 
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TABLE  I 

INTRAPARTUM  AND  POSTPARTUM  AAATERNAL  COMPLICATIONS 


Study  Group  (174)  Control  Group  (249)  p 


Premature  rupture  of  membranes 

26  (15%) 

37 

(15%) 

NS* 

Prolonged  rupture  of  membranes 

7 (4%) 

8 

(3.2%) 

NS 

Prolonged  latent  phase  of  labor 

3 (1.7%) 

3 

(1.2%) 

NS 

Prolonged  first  stage  of  labor 

4 (2.3%) 

7 

(2.8%) 

NS 

Oxytocin  stimulation  of  labor 

20  (11.5%) 

3 

(1.2%) 

NS 

Amnionitis 

0 (0%) 

2 

(0.8%) 

NS 

Cesarean  section 

4 (2.3%) 

7 

(2.8%) 

NS 

Endometritis 

4 (2.3%) 

9 

(3.6%) 

NS 

* NS  = not  significant,  a = 0.05 


undergone  membrane  stripping.  The  control 
group  consisted  of  249  patients  who  had  cer- 
vical palpation,  but  membranes  were  not 
stripped  at  any  examination  prior  to  the  onset 
of  labor.  Maternal  and  neonatal  charts  were 
then  reviewed  after  delivery  for  specific  com- 
plications. 

Statistical  analysis  was  done  by  the  Chi- 
square  test  or  by  the  student's  t-test  as  ap- 
propriate. 

RESULTS 

The  study  group  consisted  of  174  patients, 
92  primiparas  (52.9%)  and  82  multiparas 
(47.1%),  and  the  control  group  of  249  patients, 
142  primiparas  (57%)  and  107  multiparas 
(43%).  At  delivery,  the  mean  gestation  based 
on  last  menstrual  period  was  not  statistically 
different  between  the  2 groups  (study,  40.5 
weeks  versus  control,  40.3  weeks). 

Intrapartum  maternal  morbid  events  are 
summarized  in  Table  1.  Premature  rupture  of 
the  membranes,  defined  as  rupture  prior  to  the 
onset  of  labor,  occurred  in  15%  of  both  groups. 
Prolonged  rupture  of  membranes,  defined  as 
rupture  of  membranes  for  more  than  24  hours 
prior  to  delivery,  occurred  in  4%  of  the  study 
group  and  3.2%  of  the  control  group.  No  pa- 
tient with  either  of  these  complications  re- 
quired oxytocin  induction  of  labor. 

Prolonged  latent  phase,  defined  as  greater 
than  20  hours  in  the  nulliparous  patient  and 
greater  than  14  hours  in  the  parous  patient, 
was  seen  in  1.7%  of  the  study  group  and  1.2% 
of  the  control  group.  An  equal  percentage  of 
patients  in  both  groups  required  oxytocin  stim- 
ulation for  the  diagnosis  of  dysfunctional  labor 
in  the  active  phase. 

Amnionitis  was  diagnosed  by  the  presence 
of  maternal  fever  associated  with  uterine 


tenderness.  No  patients  in  the  study  group 
and  0.8%  of  the  control  group  developed 
amnionitis.  There  was  no  difference  in  ce- 
sarean section  rates  between  the  groups. 

There  was  no  statistical  difference  between 
the  study  and  control  groups  in  any  of  the 
intrapartum  maternal  morbid  complications. 

Fetal  intrapartum  complications  are  sum- 
marized in  Table  2.  Significant  heart  rate 
abnormalities  included  prolonged  bradycar- 
dia, severe  variable  decelerations  or  persistent 
late  decelerations  documented  by  electronic 


"Although  our  study  design  did  not 
include  random  selection  of  patients  for 
either  group,  both  groups  were  similar  in 
gestational  age,  parity,  and  absence  of 
obstetric  risk  factors." 


fetal  monitoring.  These  heart  rate  abnormali- 
ties occurred  in  16.1%  of  the  study  group  and 
15.3%  of  the  control  group.  Fetal  distress,  de- 
fined as  a fetal  scalp  pH  of  less  than  7.20,  was 
found  in  equal  percentages  of  both  groups.  All 
14  of  the  patients  with  fetal  distress  were  deliv- 
ered vaginally  and  none  evidenced  amnionitis 
or  placental  abruptio.  Apgar  scores  in  this 
group  were  all  greater  than  7 at  5 minutes  and 
the  neonatal  hospital  courses  were  uneventful. 
Meconium  staining  of  the  amniotic  fluid  was 
seen  in  6.3%  of  the  study  group  and  3.3%  of 
the  control  group.  There  was  no  statistical  dif- 
ference between  either  group  in  looking  at 
these  3 fetal  intrapartum  complications. 

Table  2 summarizes  the  neonatal  complica- 
tions. Sepsis  requiring  antibiotic  therapy 
occurred  in  4.6%  of  the  study  group  and  4.4% 
of  the  control  group.  There  was  no  statistical 
difference  in  the  number  of  neonates  requiring 
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phototherapy  for  hyperbilirubinemia.  Respira- 
tory distress  requiring  ventilator  assistance 
occurred  in  equal  proportions  of  both  groups. 
None  of  these  3 infants  had  Hyaline  membrane 
disease.  There  were  no  neonatal  deaths. 

Neonatal  population  data  is  shown  in  Table 
3.  There  were  no  significant  differences  be- 
tween the  study  and  control  groups  in  gesta- 
tion age  by  Ballard  exam,  5 minute  Apgar 
scores,  or  length  of  infant  hospital  stay.  Infants 
born  to  nulliparous  control  subjects  were 
smaller  than  those  born  to  nulliparous  study 
subjects,  although  gestational  ages  by  both 
menstrual  history  and  Ballard  exam  were  simi- 
lar. 


favorable  cervices  in  Groups  I and  II  did  go  into 
labor  more  often  within  48  hours  than  the  con- 
trol group. 

DISCUSSION 

Our  data  suggests  there  is  no  increased 
maternal  or  neonatal  intrapartum  or  postpar- 
tum risk  due  to  the  performance  of  membrane 
stripping.  We  were  primarily  concerned  about 
the  risk  of  premature  rupture  of  membranes 
and  found  this  occurred  in  equal  numbers  of 
patients  in  both  groups,  and  further  the  infec- 
tious complications  that  might  result  from  pre- 
mature and/or  prolonged  rupture  were  present 
in  equal  numbers  in  both  groups.  In  addition. 


TABLE  II 

INTRAPARTUM  AND  NEONATAL  FETAL  COMPLICATIONS 


Study  Group  (174) 

Control  Group  (249) 

P 

Meconium 

11  (6.3%) 

22  (8.8%) 

NS* 

Abnormal  fetal  heart  ratet 

28  (16.1%) 

38  (15.3%) 

NS 

Fetal  scalp  pH  <7.2 

5 (2.9%) 

9 (3.6%) 

NS 

Sepsis  requiring  antibiotics 

8 (4.6%) 

11  (4.4%) 

NS 

Hyperbilirubinemia  with  phototherapy 

8 (4.6%) 

18  (7.2%) 

NS 

Respiratory  distress 

1 (0.5%) 

2 (0.8%) 

NS 

Neonatal  death 

0 

0 

NS 

* NS  = not  significant,  a = 0.05 

t prolonged  bradycardia,  severe  variable  or  persistent  late  decelerations 


Postpartum  morbidity  is  reviewed  in  Table 
2.  Endometritis  was  defined  as  standard  febrile 
morbidity  with  compatible  physical  findings. 
This  was  seen  in  2.3%  of  the  study  group  and 
3.6%  of  the  control  group.  Mean  maternal  hos- 
pital stay  was  similar  in  the  2 groups. 

The  interval  between  the  onset  of  labor  and 
either  the  last  cervical  exam  in  the  control 
group  or  membrane  stripping  in  the  study 
group  was  examined.  Membrane  stripping 
was  defined  to  be  “effective"  if  labor  began 
within  48  hours  after  membrane  stripping. 
Groups  of  similar  parity  and  cervical  condition 
were  then  compared  as  shown  in  Table  4. 
Group  I was  defined  as  a cervical  dilatation  of 
less  than  2 cm.  and  less  than  50%  effacement. 
Group  II  was  described  as  greater  than  2 cm. 
but  less  than  3 cm.  dilatation  and  less  than 
100%  effacement.  Group  III  was  described  as 
greater  than  3 cm.  and  100%  effacement.  Pa- 
tients in  Group  III,  that  is  those  with  the  most 
favorable  cervices,  did  not  go  into  labor  more 
often  within  48  hours  if  the  membranes  were 
stripped.  However,  study  patients  with  less 


we  did  not  observe  an  increase  in  the  incidence 
of  other  serious  complications  that  have  been 
suggested  as  risks  of  membrane  stripping,  i.e. 
placental  abruptio,  cord  prolapse  or  iatrogenic 
prematurity. 

The  limitations  of  our  study  design  should 
be  noted.  While  our  sample  size  was  adequate 
to  detect  a statistically  significant  difference 
between  the  2 groups  in  a complication  occur- 
ring as  frequently  as  premature  rupture  of  the 
membranes  estimated  to  occur  in  10-15%  of  all 
term  pregnancies,  complications  that  occur  as 
infrequently  as  cord  prolapse  or  placental 
abruptio  cannot  be  adequately  assessed  in  a 
sample  this  size.  Although  our  study  design 
did  not  include  random  selection  of  patients 
for  either  group,  both  groups  were  similar  in 
gestational  age,  parity,  and  absence  of  obstet- 
ric risk  factors.  Thus,  both  study  and  control 
groups  were  representative  of  our  low  risk  ob- 
stetric population. 

Previous  studies  have  not  examined  the 
morbidity  of  membrane  stripping  in  detail. 
Swann  at  our  institution  in  1958  compared  147 
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TABLE  III 

NEONATAL  INFORAAATION  (MEANS  ± Standard  Deviation) 


n 

Weight  (gms) 

Ballard* 

5'  Apgar 

Hospital  Stay 

Nulliparas 

Study 

92 

3495  ± 420t 

38.9  ± 5.7 

8.6  ± 1.1 

3.5  ± 1.5 

Control 

147 

3295  ± 599 

39.4  ± 3.6 

8.5  ± 1.1 

4.0  ± 2.3 

Multiparas 

Study 

82 

3522  ± 502 

,.  38.3  ± 6.6 

8.7  ± 0.7 

3.5  ± 2.14 

Control 

92 

3410  ± 495  ‘ 

""  38.4  ±6.6 

8.7  ± 0.5 

3.5  ± 1.78 

* gestational  age  by  neonatal  Ballard  examination  (weeks  ± days) 
t p < 0.01  comparing  nulliparous  study  and  control  subjects 

patients  who  underwent  daily  membrane 
stripping  for  3 days  with  74  “control"  patients 
in  order  to  assess  the  effectiveness  of  this 
procedure.^  Sixty-nine  percent  of  the  study  pa- 
tients had  the  onset  of  labor  within  24  hours  of 
the  last  stripping  as  compared  with  31%  of  the 
control  group.  The  study  was  not  randomized, 
and  so  conclusions  about  effectiveness  cannot 
be  made.  Morbidity  described  in  this  study 
included  antepartum  fever  in  2 patients  and 
cord  prolapse  during  labor  in  1 patient.  This 
latter  complication  was  not  clearly  related  to 
the  membrane  stripping.  The  author  raised 
concern  about  unrecognized  placenta  previa  or 
inadvertent  rupture  of  the  membranes,  but 
these  complications  did  not  occur  in  any  of 
their  patients.  There  was  a single  neonatal 
death  of  an  anencephalic  fetus.  While  Swann 
concluded  there  was  some  increased  risk  to  the 
mother  with  the  technique  of  membrane  strip- 
ping, our  statistical  analysis  of  his  data  does 
not  support  this  conclusion. 

In  1975  Kayser  and  Trotnow  reported  a re- 
trospective analysis  of  1,240  women  who 
underwent  membrane  stripping  prior  to  labor, 
as  compared  to  8,920  women  who  did  not.^ 
They  reported  data  for  only  2 morbid  events, 
postpartum  maternal  morbidity  and  5-minute 
Apgar  scores.  There  was  no  difference  be- 
tween the  2 groups  for  either  of  these  2 situa- 
tions. 

Finally,  Weissberg  and  Spellacy  evaluated 
91  patients  in  a randomized  study  to  evaluate 
the  effectiveness  of  membrane  stripping  in  in- 
ducing labor. They  found  a significant  in- 
crease in  the  onset  of  labor  in  the  subgroup  of 
patients  with  low  Bishop  scores.  However,  the 
overall  success  rate  for  labor  induction  in  the 
membrane  stripping  group  was  not  significant 
compared  to  controls  when  the  data  was  ana- 


TABLE  IV 

ONSET  OF  LABOR  WITHIN  48  HOURS  OF  LAST  EXAM,  COMPARING 
SUBGROUPS  WITH  SIMILAR  CERVICAL  STATUS 


Study 

Group 

Control 

Group 

P 

Primigravida 

<2/50%* 

55% 

8% 

<0.001 

>2/50% 

70% 

24% 

<0.001 

>3/100% 

80% 

71% 

NSt 

Multigravida 

<2/50% 

58% 

13% 

<0.001 

>2/50% 

80% 

25% 

<0.001 

>3/100% 

82% 

86% 

NSt 

* centimeters  dilatatian/percent  effacement 
t NS  = not  significant,  a = 0.05 


lyzed  independent  of  cervical  condition.  The 
authors  stated  morbidity  was  not  increased  in 
the  study  group,  but  they  did  not  present  any 
morbidity  data. 

In  conclusion,  our  observational  study  of  423 
low  risk  pregnancies  suggest  there  is  no  in- 
creased maternal  or  neonatal  risk  associated 
with  the  performance  of  membrane  stripping 
at  term.  Although  our  design  was  not  ap- 
propriate for  the  evaluation  of  the  effectiveness 
of  this  procedure,  other  studies  have  sug- 
gested in  certain  groups  of  patients  this  proce- 
dure may  have  some  usefulness.  There 
appears  to  be  no  contraindication  to  its  use  in 
an  otherwise  normal  woman  at  term. 
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EVEN  THE  BEST 
HEAUH  CARE  CCVERAGE 
IS  NO  SUBSTITUTE 
FOR  GOOD  HEALTH. 


Blue  Cross  and  Blue  Shield  of  Iowa  offer 
quality  health  care  coverage  recognized  and 
accepted  by  health  care  providers  nationwide 
Coverage  preferred  by  more  than  1 ,000,000 
lowans. 

But  even  the  best  health  care  coverage  is 
no  substitute  for  good  health. 

We  appreciate  the  fact  that  you  and  other 
providers  of  health  care  in  Iowa  are  doing  all 
you  can  to  see  that  lowans  get  healthy... and 
stay  healthy. 

Your  efforts  are  helping  curb  unnecessary 


utilization  of  health  care  services  and  costs. 

In  fact.  Blue  Cross  and  Blue  Shield  sub- 
scribers’ hospital  inpatient  use  has  declined 
1 6%  during  the  past  three  years  — enabling  us 
to  credit  or  reduce  our  rates  by  $24,000,000! 
That  clearly  demonstrates  that  together  we  all 
can  have  an  impact  on  the  cost  of  care. 

It’s  proof  that  Iowa’s  health  care  providers  are 
working  successfully  to  provide  the  people  we 
jointly  serve  with  affordable,  quality  health  care. 

Proof  that  there  really  is  no  substitute  for 
good  health. 

Blue  Cross 
Blue  Shield 

of  Iowa 
Des  Moines 
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Richard  M.  Caplan,  M.D. 

fLshrim 

OUR  MAN 

IN  EDUCATION 

GEORGE  ORWELL, 
SIGMUND  FREUD 
AND  MEMORY  HOLES 


The  time  came.  For  over  a year  Fd  planned 
to  reread  George  Orwell's  1984.  My  first 
reading  happened  within  a few  years  after  its 
appearance  in  1949.  Memories  of  Hitler  were 
still  vivid.  The  cold  war  had  begun  and  was 
making  earnest  "progress."  The  "brain- 
washing" of  the  Korean  War  period  was  short- 
ly to  reach  the  public.  The  book's  statement 
(anti-totalitarianism)  and  warning  were 
powerful.  The  totally  simplified  language 
Orwell  described  ("Newspeak")  and  the  erad- 
ication of  older  language  ("Oldspeak")  and  all 
other  foreign  languages  provided  a grim  pros- 
pect. The  advent  of  television  and  modern 
monitoring  devices  made  it  possible  to  believe 
in  the  development  of  a Thought  Police  far 
more  pervasive  and  brutal  than  the  Gestapo  or 
the  KGB. 

And  so  my  time  for  rereading  arose.  Yes, 
1984  is  still  a thriller  and  a horror  story.  The 
message  is  all  — the  plot  and  the  political 
theory  far  outweigh  character  development.  It 
may  be  correct  and  not  unkind  to  say  that 
Orwell  was,  after  all,  an  essayist,  a journalist 
and  a politically  passionate  man  rather  than  an 
exquisite  portrayer  of  character  like  Solzhenit- 
syn. 

But  the  message  and  the  warning  remain 
fresh.  We  compare  our  world  and  our  Amer- 
ican society  to  Orwell's  1984  and  find  that  as  a 
prophet  he  missed  the  mark  in  some  important 
ways,  for  1984  anyway.  No  matter.  Some  of 
you,  if  asked  to  give  an  example  of  his  concept 
of  "Doublethink,"  might  respond  "quality  of 

Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  The 
University  of  Iowa  College  of  Medicine. 


care  and  cost  containment"  or  "DRG's  and  ex- 
ercise of  professional  judgment."  Whether 
those  couplings  should  properly  be  submitted 
as  examples  of  "Doublethink"  I leave  for  you 
to  decide.  If  you  need  to  read  or  reread  1984  to 
make  such  a decision,  then  by  all  means,  have 
at  it. 

Another  of  Orwell's  imaginative  phrases 
that  seems  of  interest  to  medical  (or  any) 
education,  is  the  concept  of  "memory  holes." 
His  protagonist,  Winston  Smith,  worked  for 
the  "Ministry  of  Truth"  whose  mission  was  to 
"control  the  past"  by  modifying  all  historical 


"Such  memory  holes  might  be  thought  to 
exist  in  each  of  our  heads.  I suggest  they 
are  most  commonly  conceived  as  a 
passage  or  tunnel  from  one  ear  to  its 
opposite." 


records  so  that  nothing,  absolutely  nothing, 
would  remain  of  any  sort,  except  as  it  told  the 
Party's  story  according  to  its  situation  of  the 
moment.  All  telltale  information  and  docu- 
ments were  permanently  eradicated  by  being 
dropped  into  wall  slots  called  "memory 
holes." 

Such  memory  holes  might  be  thought  to  ex- 
ist in  each  of  our  heads.  I suggest  they  are  most 
commonly  conceived  as  a passage  or  tunnel 
from  one  ear  to  its  opposite  so  that  "what  com- 
es in  one  ear  goes  out  the  other."  But  such 
metaphoric  tunnels,  lacunae,  or  non- 
connecting circuits  must  be  available  through- 
out the  brain  because  so  much  sensory  data  of 
any  sort  seems  permanently  losable  in  the  rab- 
bit warren  of  "memory  holes"  in  our  brains. 
An  enormous  amount  of  the  medical  informa- 
tion (education)  to  which  we  expose  ourselves 
seems  to  fall  into  these  holes.  (That's  as  true  for 
those  who  have  "normal"  as  those  with 
"good,"  let  alone  "photographic,"  memories.) 

(Please  turn  to  page  265) 
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University  of  Iowa  Hospitals  & Clinics 

DRUG  THERAPY 

REVIEW 

Robert  ].  Roberts,  M.D.,  Editor 

NICOTINE  GUM 
AS  AN  ADJUNCT 
IN  SMOKING  CESSATION 


Nicotine  gum  (Nicorette),  developed  in 
1973  and  recently  approved  as  a pre- 
scription drug  by  the  FDA,  has  been  used  suc- 
cessfully by  some  smokers  to  diminish  nicotine 
withdrawal  symptoms  and  prevent  relapse 
during  their  attempts  to  stop  smoking.  Be- 
cause the  gum  is  being  promoted,  physicians 
and  pharmacists  should  be  prepared  to  re- 
spond to  patients'  questions  about  the  gum. 
When  the  gum  became  available  in  Canada  in 
1980,  over  one-half  of  the  prescriptions  written 
for  Nicorette  were  at  the  request  of  the  patient. 

PHARAAACOLOGY 

Because  nicotine  is  a natural  alkaloid  which 
acts  on  a number  of  sites,  its  actions  are  com- 
plex and  sometimes  unpredictable.  At  some 
sites,  particularly  the  autonomic  ganglia,  it  has 
biphasic  effects,  where  nicotine  initially  stimu- 
lates, then  depresses  transmission  through  the 
ganglia.^  The  major  effects  of  nicotine  are  on 
the  central  nervous,  cardiovascular,  and  gas- 
trointestinal systems.  Central  nervous  system 
stimulation  is  manifested  by  tremor,  and  in 
larger  doses,  convulsions.  In  acute  poisoning, 
CNS  stimulation  of  respiration  can  be  followed 
by  respiratory  failure  due  to  CNS  depression. 
Increased  heart  rate  and  blood  pressure  result 
from  direct  stimulation  of  sympathetic  ganglia 
and  the  adrenal  medulla.  Parasympathetic 
stimulation  by  nicotine  results  in  increased 

This  information  for  Iowa  physicians  is  furnished  and  sponsored  by  the 
University  of  Iowa  Hospitals  and  Chnics. 


tone  and  motor  activity  of  the  bowel.  Nausea 
and  vomiting  commonly  accompany  this  in- 
crease in  GI  activity. 

PHARAAACOKINETICS 

Nicotine  gum  is  buffered  to  pH  8.5  to  en- 
hance absorption  through  the  buccal  mucosa. 
Ninety  percent  of  the  nicotine  in  a 2-mg  piece  is 
absorbed  in  30  minutes.  Steady-state  mean 
plasma  nicotine  levels  are  slightly  below  the 
trough  levels  resulting  when  smokers  smoke  at 
their  "usual  level. Smoking  cigarettes  results 
in  a rapid  peak  of  nicotine  blood  level  (15-20 
ng/ml).  Chewing  one  piece  of  Nicorette  (2  mg) 
results  in  a peak  nicotine  level  of  approximate- 
ly 12  ng/ml  after  30  minutes  of  slow  chewing. 

Most  of  the  plasma  nicotine  is  metabolized 
in  the  liver  to  cotinine  and  nicotine-1  'N-oxide, 
both  of  which  are  eliminated  in  the  urine.  The 
lungs  and  kidneys  also  metabolize  nicotine. 
The  rate  of  urinary  excretion  is  pH  dependent; 
acid  urine  enhances  excretion.  The  half-life  for 
nicotine  is  30  to  60  minutes. 

CLINICAL  STUDIES 

The  compulsion  to  maintain  an  established 
smoking  habit  is  to  a large  extent  due  to  nico- 
tine addiction.^  Smokers  often  develop  toler- 
ance to  the  effects  of  cigarette  smoke  and  many 
experience  withdrawal  symptoms  when  they 
abstain  from  smoking.  Besides  experiencing  a 
tremendous  craving  for  a cigarette,  the  absti- 
nent smoker  may  have  insomnia,  irritability, 
and  difficulty  concentrating.  Increased  appe- 
tite usually  occurs,  leading  to  an  associated 
weight  gain. 

Nicotine  gum  was  developed  to  relieve  the 
symptoms  associated  with  smoking  withdraw- 
al and  improve  abstinence  rates.  Clinical  stud- 

(Please  turn  to  page  260) 
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ies  have  shown  that  abstinent  smokers  experi- 
ence less  irritability,  loss  of  concentration,  and 
weight  gain  when  using  nicotine  gum.^  The 
2-mg  gum  does  not  seem  to  affect  craving  for 
cigarettes  to  the  extent  it  does  other  symptoms 
of  withdrawal. 

Clinical  trials  have  demonstrated  that  nico- 
tine gum  does  lead  to  enhanced  success  rates 
when  used  with  other  smoking  cessation 
strategies.  In  a double-blind  trial  using  2-mg 
buffered  nicotine  gum  or  1-mg  unbuffered 
gum,  27/58  (47%)  of  the  2-mg  gum  users  vs. 
12/58  (21%)  of  the  1-mg  unbuffered  gum  users 
were  abstinent  after  one  year.^  Since  the  nico- 


"Nicorette  is  an  effective  adjunct  for 
smokers  attending  smoking  cessation 
clinics." 


tine  in  unbuffered  gum  is  poorly  absorbed,  this 
gum  was  essentially  a placebo.  Persons  partici- 
pating in  this  trial  also  attended  weekly  group 
meetings  about  smoking  cessation.  Thus  the 
results  can  not  be  generalized  to  situations 
other  than  group  programs.  Other  studies 
have  demonstrated  that  nicotine  gum  im- 
proves the  abstinence  rates  of  smokers  attend- 
ing smoking  cessation  clinics.^ 

The  use  of  nicotine  gum  in  clinical  practice, 
as  opposed  to  cessation  clinics,  has  been  less 
well  studied.  In  a study  by  Russell,^  2,106 
smoking  patients  of  30  British  general  practi- 
tioners were  randomly  assigned  to  one  of  three 
groups;  control,  physician  advice  plus  a book- 
let about  how  to  stop  smoking,  and  physician 
advice  plus  the  offer  of  2-mg  nicotine  gum. 
Those  patients  receiving  advice  plus  the  offer 
of  gum  achieved  a one-year  abstinence  rate  of 
9%  as  opposed  to  the  4%  rates  achieved  by  the 
other  two  groups;  however,  only  53%  of  pa- 
tients actually  used  the  gum.  The  self-selected 
group  of  patients  who  used  one  or  more  boxes 
of  gum  (105  pieces)  had  a 24%  one-year  absti- 
nence rate.  The  results  of  Russell's  work  are  in 
contrast  to  the  study  reported  by  the  Research 
Committee  of  the  British  Thoracic  Society.  In 
this  randomized  study  of  1,618  patients  attend- 
ing a chest  clinic,  the  use  of  nicotine  gum  did 
not  improve  abstinence  rates  compared  to 
other  groups  receiving  advice,  advice  plus  a 
booklet,  or  advice  plus  placebo  gum.  All 
groups  achieved  about  a 10%  one-year  absti- 
nence rate.® 


SIDE  EFFECTS 

Few,  if  any,  users  enjoy  the  taste  of  nicotine 
gum.  The  taste  combined  with  irritation  of  the 
tongue,  mouth,  and  throat  will  deter  some 
from  continuing  to  use  the  gum.  Nausea,  flatu- 
lence, or  epigastric  discomfort  occur  in  about 
25%  of  users,  particularly  those  who  chew  the 
gum  too  rapidly.  Occasional  patients  will  de- 
velop hiccups  and/or  dizziness  from  the  gum. 
In  heavy  smokers,  up  to  10%  may  develop 
some  degree  of  dependence  on  the  gum;  most 
others  stop  use  of  the  gum  spontaneously. 

Since  nicotine  in  high  doses  can  be  lethal, 
overdose  was  initially  of  some  concern.  Since 
the  nicotine  contained  in  the  gum  base  is  not 
released  when  the  gum  is  swallowed,  in- 
gesting several  pieces  of  gum  will  result  in 
blood  levels  similar  to  those  maintained  by 
smoking.  Although  the  taste  will  deter  most 
children,  common  sense  dictates  keeping  the 
gum  stored  safely. 

USAGE 

Nicorette  will  be  available  only  in  the  2-mg 
dosage.  Boxes  of  96  pieces  will  cost  approx- 
imately $20.  To  achieve  maximum  benefit,  pa- 
tients must  be  motivated  and  properly  in- 
structed on  the  usage  of  this  product.  Each 
piece  must  be  chewed  slowly  for  30  minutes  for 
all  the  nicotine  to  be  released.  For  best  results 
the  gum  should  be  chewed  slowly  10  to  15 
times,  then  held  in  the  mouth  for  about  one 
minute.  This  process  is  repeated  for  about  30 
minutes. 

Patients  should  be  instructed  to  chew  a piece 
of  gum  whenever  the  urge  to  smoke  arises. 
Patients  will  generally  use  8 to  10  pieces  of  gum 
per  day  when  consumed  ad  lib.  Consumption 
of  over  30  pieces  of  gum  per  day  should  be 
discouraged  since  these  amounts  are  no  more 
effective  and  tend  to  increase  side  effects.  Fu- 
ture research  will  determine  if  a fixed  dosage 
schedule  is  more  effective  than  ad  lib  usage. 
Patients  who  use  the  gum  for  two  to  three 
months  or  more  appear  to  be  less  likely  to 
relapse,  so  patients  should  be  encouraged  to 
continue  to  use  the  gum  beyond  the  period  of 
acute  withdrawal.  Some  investigators  advo- 
cate keeping  the  gum  available  for  at  least  a 
year  should  urges  to  smoke  arise. 

Although  the  nicotine  levels  achieved  with 
Nicorette  are  less  than  those  due  to  smoking 
cigarettes,  the  gum  should  be  used  with  cau- 
(Please  turn  to  page  262) 
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It’s  impossible 


to  give  the  best  performance  without  all  the  right  equipment. 


At  St,  Paul  Fire  and  Marine  Insurance  Company  we’re  well  equipped.  Our  unique 
Medical  Services  Division  is  staffed  with  health  care  insurance  professionals. They’re 
people  with  experience  drawn  from  over  40  years  of  serving  the  health  care  field. 


We  provide  competitively  priced,  tailored  coverages  for  all  health  care  insurance 
needs.  Our  “claims-made”  approach  has  revolutionized  malpractice  insurance  for 
physicians,  hospitals  and  other  health  care  professionals.  Our  loss  prevention 
programs  have  set  the  industry  standards.  Our  claims  service  is  second  to  none. 


Just  as  the  hospital  is  best  managed  by  a professional  administrator,  and  the 
operating  room  is  best  staffed  by  surgeons,  the  business  of  insurance  can  best  be 
handled  by  insurance  professionals. 


Call  Tim  Morse,  senior  marketing  officer  in  our  Medical  Services  Division.  His  toll- 
free  number  is  800-328-9820  extension  7642.  He’ll  explain  our  approach,  and  then 
put  you  in  touch  with  an  agent  who  is  truly  knowledgeable  about  health  care 
insurance  needs. 


Elquipped  to  meet  all  your  insurance  needs. 


laftui 


Medical  Services  Division 

St  Paul  Fire  and  Marine  Insurance  Company/St  Paul  Mercury  Insurance  Company/The  St  Paul  Insurance  Company/St  Paul  Guardian  Insurance  Company/ 
The  St  Paul  Insurance  Company  of  Illinois  Property  and  Liability  Affiliates  of  The  St  Paul  Companies  Inc  . Saint  Paul.  Minnesota  55102. 
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TIME  SAVING 
PRESCRIPTION 
FOR  MEDICAL 
STAFFS 


PERM  A STAMP®'  pre-inked  hand  stamps 
are  the  perfect  time  saving  prescription  for 
all  medical  staffs.  They  require  no  stamp 
pad;  cutting  marking  time  in  half.  No  more 
ink  pad  mess  either.  JUST  THOUSANDS  & 
THOUSANDS  OF  CRISP.  CLEAN  IM- 
PRESSIONS. Custom  imprints  to  meet  your 
specific  needs  or  stock  imprints  available. 

Want  it  on  paper,  fast,  readable  time  after 
time ...  try  Perma-Stamp®. 


PERMA 
TAMP 


We  re  Iowa's 
Only  Perma  Stamp 
Manufacturer! 


MAKES  BETTER  IMPRESSIONS 


DES  MOINES  STAMP  MFC.  CO. 

Manufacturers  of  Marking  Products  Since  1880 
851  Sixth  Ave.  Box  1798  Des  Moines,  Iowa  50306 
Phone:(515)288-7248 


MILLARD  K.  MILLS 
AND  COMPANY 

Specializing  In 

COMPLETE  PRACTICE  SURVEYS 

Personnel  Management 

Public  Relations 

Group  Management 
★ ★★★★★ 

Millard  K.  Mills,  Pres. 
Certified  Professional  Bus.  Consultant 
Member:  Society  of  Professional 
Consultants 
★ ★★★★★ 

Serving  Iowa  Medicine  since  1949 
226  Alta  Vista  Ave. 
Waterloo,  Iowa  50703 
319-232-1197 


tion  in  patients  prone  to  peptic  ulcers,  with 
cardiovascular  disease,  and  during  preg- 
nancy.^ Patients  with  dentures  or  periodontal 
disease  may  have  difficulty  tolerating  the  gum 
because  of  the  amount  of  chewing  required. 

DISCUSSION 

Nicorette  is  an  effective  adjunct  for  smokers 
attending  smoking  cessation  clinics.  The  re- 
sults outside  of  this  context  are  less  clear. 
When  combined  with  a self-help  booklet  and 
firm  advice  to  stop  smoking,  the  offer  of  nico- 
tine gum  by  the  physician  may  improve  the 
patients'  success  in  stopping  from  about  5%  to 
10%  after  one  year. These  estimates  are  based 
on  a trial  in  which  patients  received  gum  with- 
out cost.  How  the  expense  of  the  gum  will 
influence  the  proportion  of  patients  who  try 
the  gum  is  unknown. 

Physicians  play  an  important  role  in  helping 
their  patients  stop  smoking.^®  The  one-year 
abstinence  rates  measured  using  strict  criteria 
do  not  appear  very  impressive,  but  the  advice 
of  a physician  to  stop  may  result  in  a patient 
making  a serious  attempt  to  stop  smoking. 
Attempts  to  quit  smoking,  even  if  relapse 
occurs,  are  predictive  of  future  long-term  absti- 
nence. Physicians  must  learn  to  define  success 
in  these  terms.  Persistent  efforts  to  assist  our 
smoking  patients  to  quit  will  help  them  suc- 
ceed in  quitting  sooner.  Nicotine  gum  seems  to 
be  an  additional  means  along  with  advice,  self- 
help  materials,  and  group  programs  to  im- 
prove their  chances  of  succeeding.  — Paul  R. 
PoMREHN,  M.D.,  Assistant  Professor,  Preventive 
Medicine 
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We've  set  the  one  person 
who’ll  help  keep 
your  insurance  rates 
reasonable* 


you’ve  seen  him  before.  And  talked  with  him  plenty. 
He’s  your  IMS  Account  Supervisor  and  he’s  workins 
with  you  around  the  clock  to  make  sure  your  spon- 
sored insurance  prosram  is  workins  well.  He’s  help- 
ins  you  to  control  the  frequency  and  severity  of 
incidents.  Helpins  you  to  reduce  the  size  of  claims. 
All  to  help  you  keep  your  rates  equitable. 

That’s  how  /Etna  Life  & Casualty  can  continue  to 
upsrade  the  quality  of  coverases  and  services  you’ve 
Srown  accustomed  to.  So  physicians  and  surseons  in 
Iowa  set  choice  of  coverase  forms — claims-made  or 
occurrence — as  well  as  hisher  levels  of  coverase.  Like 
$5,000,000  and  hisher. 

Those  are  just  a few  of  the  reasons  the  Iowa  Medi- 
cal Society  has  sponsored  our  prosram  for  more  than 
six  years.  For  more  reasons  and  information,  fill  out  the 
coupon. 
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Without  oblisation.  I’d  like  to  know  more  about  /Etna’s 
Total  Professional  Liability/Property  Prosram. 

Name  or  Group 

Address 


City State Zip 

My  present  insurance  expires  on 

Write:  Dale  Homs,  Account  Supervisor 

/Etna  Life  & Casualty 
611  Fifth  Avenue 
Des  Moines,  Iowa  50309 


The  Automobile  Insurance  Company  of  Hartford,  Connecticut  061 56. 
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Information  of  Interest 

STATE  DEPT.  OF 

PUBLIC  HEALTH 

rTTYr 

ADOLESCENT  HEALTH  PROGRAM 


There  is  a rapidly  growing  concern  and  in- 
terest in  the  health  care  of  young  people 
between  the  ages  of  10  and  21  years.  This  con- 
cern has  been  expressed  by  the  Select  Panel  of 
Child  Health  in  its  report  to  the  Congress  in 
1981.  The  Robert  Wood  Johnson  Foundation 
has  implemented  a national  program,  "The 
High-Risk  Young  People's  program."  In  addi- 
tion, the  American  Academy  of  Pediatrics  has 
made  adolescent  medicine  a priority  for  the 
future. 

The  public,  in  general,  has  indicated  a rising 
concern  in  adolescent  behavior  which  presents 
as  a demand  for  newer  programs  and  legisla- 
tion which  focus  on  drug  abuse,  alcohol  abuse, 
and  adolescent  sexual  behavior.  Two  out- 
standing examples  of  this  concern  are:  1)  the 
high  school  student  program,  "Students 
Against  Drunken  Driving,"  and  2)  the  pro- 
posed legislation  to  increase  the  legal  age  for 
alcohol  consumption  to  21  years. 

Most  individuals  recognize  adolescence  as  a 
healthy  period  of  life,  and  it  is  certainly  true 
that  morbidity  and  mortality  are  lower  during 
this  period  of  life  than  in  any  other.  It  would  be 
a serious  error,  however,  to  conclude  that 
teenagers  are  immune  to  health  problems. 

Adele  Hofmann,  in  the  foreword  to  her  new 
book.  Adolescent  Medicine,  cites  the  following 
facts: 

1.  Accidents,  homicides,  suicides,  malig- 
nant neoplasms  and  cardiovascular  disease 
lead  the  list  of  causes  of  adolescent  death. 

2.  Surveys  of  various  adolescent  popula- 
tions have  found  an  incidence  of  40-60%  of 
abnormal  findings  on  physical  examinations. 

3.  Inquiries  from  adolescents  reveal  that  a 

This  information  on  public  matters  is  furnished  and  sponsored  by  the 
Iowa  State  Department  of  Health. 


high  priority  is  given  to  wanting  help  for  prob- 
lems concerning  acne,  "how  far  to  go"  with 
sex,  depression,  obesity,  worries  about  health, 
dental  care,  nervousness,  making  friends,  fa- 
tigue, and  birth  control. 

4.  Nearly  11  million  adolescents  are  sexually 
active,  and  1 million  become  pregnant,  with 
600,000  delivering  a live  birth  each  year.  (In  the 
past  several  years  there  has  been  a 40%  reduc- 
tion in  live  births  to  women  less  than  18  years 
of  age  in  Iowa,  and  nearby  states  have  reported 
a similar  decrease  as  well  as  a decrease  in  abor- 
tions.) 


"Accidents,  homicides,  suicides, 
malignant  neoplasms  and  cardiovascular 
disease  lead  the  list  of  causes  of 
adolescent  death." 


5.  The  rate  of  gonorrhea  among  youth  15-19 
years  of  age  is  second  only  to  the  rate  among 
persons  between  20-25  years  of  age. 

In  1977,  the  Iowa  State  Department  of 
Health  developed  an  Advisory  Council  on 
Adolescent  Pregnancy  to  focus  concern  and 
attention  on  adolescent  problems.  This  Coun- 
cil recognized  that  adolescent  pregnancy  was  a 
manifestation  of  many  adolescent  problems 
and  refocused  its  attention  to  the  broader  prob- 
lem of  improving  health  for  this  age  popula- 
tion. As  a result  of  this  Council's  efforts,  sever- 
al priorities  have  been  established  for  activities 
of  the  Department.  They  are  as  follows: 

1 . The  funding  of  a pilot  community  adoles- 
cent counseling  program  in  Dubuque.  This 
program  was  developed  by  a committee  of  lo- 
cal medical  providers  and  agencies  that  deal 
with  adolescents.  The  objective  is  to  provide  a 
non-threatening  focus  to  which  adolescents 
can  come  and  receive  guidance  and  referral. 

2.  Developing  a series  of  regional  confer- 
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ences  on  adolescents.  These  conferences  pro- 
vide a forum  for  discussion  about  the  adoles- 
cent in  everyday  life.  Our  target  audience  is 
school  personnel,  public  health  nurses,  clergy, 
physicians,  parents,  and  other  disciplines  who 
work  with  youth. 

The  conference  format  includes  a keynote 
presentation  on,  "Who  Is  the  Adolescent  of  the 
'80's,"  by  Donald  E.  Greydanus,  M.D.,  adoles- 
cent medicine  specialist,  Raymond  Blank 
Memorial  Hospital  in  Des  Moines.  A reactor 
panel  consisting  of  a moderator  and  3 local 
experts  will  respond  to  the  keynote.  The  after- 
noon will  consist  of  concurrent  workshops  on 
the  following  topics: 

1.  Effective  Communication  with  Teenagers 

2.  Legal  Rights  of  Minors 

3.  Chronic  Adolescent  Health  Problems  (aller- 
gies, diabetes,  etc.) 

4.  Adolescent  Sexuality  — Issues  and  Answers 

5.  Normal  Growth  and  Development 

6.  Depression  and  Suicide 

7.  Stress  — Its  Impact  on  Teenagers 

8.  Teenage  Drug  Use 

9.  Eating  Disorders  in  Adolescents 

The  first  conference  was  May  14,  1984  at 
North  Iowa  Area  Community  College  in 
Mason  City.  The  participants'  evaluation  will 
be  used  as  input  to  make  any  future  conference 
changes.  The  remaining  conferences  will  be  in 
late  October  in  Sioux  City,  Cedar  Rapids,  and 
Des  Moines. 


OUR  MAN  IN  EDUCATION 

(Continued  from  page  257) 


And  yet,  somehow,  these  events  may  really 
stick  somewhere  because  bits  and  pieces 
appear  at  surprising  times,  such  as  during 
dreams.  Such  reappearances  of  lost  informa- 
tion attracted  Freud's  interest  and  led  to  the 
use  of  dream  analysis  as  part  of  his  psychoan- 
alytic therapy.  I'd  like  to  say  more  about  Freud, 
but  I will  stop  with  the  recommendation, 
should  you  find  yourself  in  Vienna  as  I was 
while  rereading  1984,  that  you  visit  the  fasci- 
nating Freud  Museum  at  Berggasse  19,  where 
he  worked  and  lived  with  his  family  until 
driven  out  by  Hitler  in  1938.  Both  Freud  and 
Orwell  were  thus  profoundly  affected  by  totali- 
tarianism. And  we,  too,  yet  need  to  remain  on 
guard. 


April  1984  Morbidity  Report 


Disease 

Apr. 

1984 

Total 

1984 

to 

Date 

1983 

to 

Date 

Most  Apr.  Cases 
Reported  From 
These  Counties 

Amebiasis 

3 

14 

17 

Dallas,  Johnson 

Brucellosis 

0 

1 

0 

Chickenpox 

1477 

4494 

4032 

Scattered 

Campylobacter 

3 

46 

55 

Dubuque,  Linn,  Polk 

Cytomegalovirus 

0 

6 

6 

Eaton's  Agent 
infection 

5 

14 

95 

Johnson,  Polk, 

Encephalitis,  viral 

1 

4 

16 

Poweshiek 

Polk 

Erythema 

infectiosum 

0 

0 

25 

Gastroenteritis 

(GIV) 

1324 

7368 

7109 

Scattered 

Giardiasis 

14 

60 

61 

Scattered 

Hepatitis,  A 

3 

10 

14 

Dubuque,  Hamilton 

Hepatitis,  B 

6 

38 

27 

Scattered 

Hepatitis,  Non  A-B 

2 

9 

17 

Clayton,  Muscatine 

Hepatitis 

type  unspecified 

1 

5 

4 

Johnson 

Herpes  Simplex 

57 

284 

413 

Scattered 

Herpes  Zoster 

2 

2 

6 

Cherokee,  Johnson 

Histoplasmosis 

8 

11 

10 

Scattered 

Infectious 

mononucleosis 

10 

76 

92 

Scattered 

Influenza, 

lab  confirmed 

28 

134 

179 

Scattered 

Influenza-like 
illness  (URI) 

3806 

27093 

24047 

Scattered 

Legionellosis 

0 

0 

1 

Malaria 

0 

1 

2 

Meningitis 

aseptic 

3 

12 

21 

Dubuque,  Lee,  Scott 

bacterial 

6 

40 

57 

Scattered 

meningococcal 

1 

14 

9 

Polk 

Mumps 

1 

14 

31 

Webster 

Pertussis 

0 

3 

4 

Rabies  in  animals 

13 

50 

78 

Scattered 

Reye  Syndrome 

0 

1 

0 

Rheumatic  Fever 

0 

0 

0 

Rubella 

(German  measles) 

0 

0 

0 

Measles 

0 

0 

0 

Salmonellosis 

15 

74 

54 

Scattered 

Shigellosis 

3 

18 

11 

Polk,  Woodbury 

Tetanus 

1 

1 

0 

Dallas 

Toxic  Shock 
Syndrome 

5 

9 

6 

Audubon,  Emmet, 

Tuberculosis 
total  ill 

9 

29 

32 

Johnson,  Polk 
Scattered 

bact.  pos. 

8 

23 

26 

Scattered 

Typhoid  Fever 

0 

0 

0 

Venereal  diseases: 
Gonorrhea 

361 

1451 

1491 

Scattered 

Syphilis 

0 

10 

4 

Other  Non-Reportable  Diseases:  Ascariasis  — 1 , Webster;  Chlamydia,  1 , 
Johnson;  Yersinia,  1 , Des  Moines. 
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An  added  complication... 
in  the  treatment  of  bacteriai  bronchitis* 


Brief  Summary.  Consul!  Ihe  package  literature  tor  prescribing 
information 

Indications  and  Usage;  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
•reatment  ot  the  following  infections  when  caused  by  susceptible 
strains  of  Ihe  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  iDiplococcus  pneumoniae).  Haemophilus 
influenzae.  and$  pyogenes  (group  A beta-hemolytic  streptococci] 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication;  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings;  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
Its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  seventy  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  closlndia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile  Other 
causes  of  colitis  should  be  ruled  out 

Precautions  General  Prec3utions—\t  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  m Ihe  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  supermfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  (Coombs’  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs'  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor  a false-positive  reaction  for 
glucose  m the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehiing  s solutions  and  also  with  Clinitesr*  tablets  but 
not  with  Tes-Tape®  (Glucose  Enzymatic  Test  Strip,  USP.  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  ot  gastrointestinal  disease,  particularly 
colitis 

Ussge  in  Pregnancy— Pregnancy  Category  0— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  1 2 times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  ot  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers— SmaW  amounts  ot  Ceclor  have  been  detected  in 
mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18.  0 20.  0 21.  andO  16  meg  ml  at  two.  three 
four,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Cedor*  (cefador.  Lilly)  is  administered  to  a nursing 
woman 

Usage  in  Chr/dren— Safety  and  effectiveness  of  this  produd  for  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions;  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  m about  2 5 percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  Of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  m about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs  tests  each  occur  m less  than  1 m 200 
patients  Cases  ot  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis  arthralgia  and.  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a tew  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  Uncertain— Jians\\oty  abnormalities  in  clinical 
laboratory  test  results  have  been  reported  Although  they  were  Of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

^epabc— Slight  elevations  of  SGOT.  SGPT.  or  alkaline  phosphatase 
values  (1  in  40) 

Hemafoporefre— Transient  fluctuations  m leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(lin  40) 

Rena/— Slight  elevations  m BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

1061782R) 

* Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  ot  H influenzae  ' 

Note  Ceclor  is  contraindicated  m patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  m the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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Cefcx^lor 

Pulvules*',  250  and  500  mg 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’-® 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  K influenzae,  S,  pyogenes 
(group  A beta-hemolytIc  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor,^ 
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News  About  Colleagues 

ABOUT 

vWy 

IOWA  PHYSICIANS 

Dr.  Clive  R.  Ayers,  longtime  Atlantic  physi- 
cian, recently  retired.  Dr.  Ayers  is  a past  presi- 
dent of  the  Iowa  Society  of  Osteopathic  Physi- 
cians and  Surgeons;  past  president  of  the 
American  Osteopathic  Academy  of  Sclerother- 
apy; former  chief  of  staff,  vice  chief  and  secre- 
tary of  the  medical  staff  at  Cass  County  Memo- 
rial Hospital.  Dr.  and  Mrs.  Ayers  plan  to  con- 
tinue living  in  Atlantic.  . . . Dr.  Clair  V.  Lind- 
holm,  Armstrong  physician  nearly  32  years, 
recently  was  named  "Businessman  of  the 
Year,"  by  the  local  ABC  Club.  Dr.  Lindholm 
was  cited  for  his  involvement  in  the  ABC  Club, 
Kiwanis  Club,  School  Board,  church  activities 
and  his  25  years  in  the  profession.  He  is  also  a 


recipient  of  the  Iowa  High  School  Athletic 
Association's  Team  Doctor  Award.  . . . Dr. 
Roger  A.  Ott,  Dubuque,  recently  was  elected 
president  of  the  Iowa  Chapter,  American  Col- 
lege of  Surgeons.  . . . Governor  Terry  Bran- 
stad  recently  appointed  Dr.  Ronald  L.  Zouten- 
dam,  Sheldon,  to  the  Physician's  Assistants 
Advisory  Committee  Board  of  Medical  Ex- 
aminers. . . . Dr.  Charles  D.  Bendixen,  Mar- 
shalltown, has  accepted  a position  in  industrial 
and  occupational  medicine  with  the  John 
Deere  Company  in  Waterloo.  Dr.  Bendixen  has 
practiced  in  Marshalltown  since  1970.  . . . Dr. 
Thomas  E.  Kane  recently  was  elected  presi- 
dent of  the  Boone  County  Medical  Society  and 


Electro-Nucleonics,  Inc. 


"After  the  sale  . . . 
it’s  the  SERVICE  that  counts.  ” 


AT  LAST...  GEMSTAR 

12  TEST  PROnLE  IN  16  MINUTES 
AT  ONE  THIRD  THE  COST 


After  20  years  of  experience  in  instrumentation  technology  and  successful  placement  of  over 
2,500  Chemistry  Analyzers  world-wide,  we  at  Electro-Nucleonics  have  extended  our  expertise  to 
design  an  Automated  Chemistry  Analyzer  for  the  special  needs  of  the  small  laboratory. 


HAWKEYE  MEDICAL  SUPPLY,  INC. 

rObCO-^ 


HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  lA  52244  (319)  337-3121 
BRANCH  OFFICE:  5737  UNIVERSITY  AVE.,  DES  MOINES,  lA  50311  (515)  274-4015 

IOWA  WATS:  1-800-272-6448 
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Anyone  Re«>onsible 
ForAHalf  Million 
Dollars  ShouMif t Have 
ToWorkTwoJobs. 


Making  money  is  a full  time  job. 
Unfortunately,  so  is  managing  it. 

And  most  people  and  companies  are 
far  better  at  getting  rich  than  they  are  at 
staying  that  way. 

Unless  they  hire  us.  Statesman 
Investment  Advisors. 

We  work  for  individuals,  corporations, 
endowment  funds,  pension  funds  and 
associations  with  manageable  assets  of  a 
half  million  dollars  or  more. 

And  we'U  manage  your  assets  on  a 
fee  basis,  designing  portfolios  that  are 
responsive  both  to  the  market  and  to  your 
gods  and  objectives. 

We  offer  no  products,  no  insurance 
and  receive  no  commissions. 

All  we  have  to  sell  is  a staff  with  35 
years  of  broad  investment  experience  and 
over  $150,000,000  under  management. 

Want  to  make  your  half  rmllion 
whole?  Put  Statesman  Investment 
Advisors  to  work  for  you. 

Call  515-284-7648. 

REGISTERED  INVESTMENT  ADVISORS 

fflThe  Statesman  Group,  Inc. 

Suite  804  Des  Moines  Building 
Des  Moines,  lA.  50309 
. (515)  284-7648 

Statesman  Investment  Advisors,  inc. 


Dr.  John  R.  Anderson  was  named  secretary. 
Both  are  Boone  physicians. 


Dr.  William  Catalona,  Muscatine,  was  guest 
speaker  at  a recent  meeting  of  the  Muscatine 
Kiwanis  Club.  Dr.  Catalona  spoke  on  his  trip  to 
China  last  year.  Ele  talked  about  some  of  the 
changes  which  had  taken  place  since  World 
War  II  when  he  spent  3 years  in  China  with  a 
U.  S.  Army  Field  Hospital  Unit.  . . . Dr.  Robert 
L.  Mandsager,  Marshalltown,  recently  was 
named  president  of  the  Iowa  Foundation  for 
Medical  Care.  Other  officers  are  Dr.  Charles 
Jons,  Ames,  first  vice  president;  Dr.  Charles 
Porter,  Davenport,  second  vice  president;  Dr. 
Maurice  Kraushaar,  Fort  Dodge,  secretary; 
and  Dr.  Kurt  Hahn,  Burlington,  treasurer.  Ex- 
ecutive committee  members  chosen  were  Dr. 
Richard  Satterfield,  Sioux  City,  at-large 
director;  Dr.  Milton  Dakovich,  Des  Moines, 
chairman  of  the  comprehensive  review  com- 
mittee; and  Dr.  Robert  Sedlacek,  Cedar 
Rapids,  chairman  of  the  long-term  care  com- 
mittee. . . .Dr.  Thomas  L.  Bennett,  Des 
Moines,  recently  was  appointed  medical  direc- 
tor of  the  Departments  of  Pathology  and 
Laboratory  Medicine  at  Charter  Community 
Hospital.  Dr.  Bennett  serves  additionally  as 
state  medical  examiner  and  is  a diplomate  of 
the  American  Board  of  Pathology  in  Anatomic 
and  Clinical  Pathology  and  Forensic  Patholo- 
gy. . . . Dr.  Asha  Madia  recently  joined  Drs. 
Donald  Flory  and  Stephen  Smith  in  Indianola. 
Prior  to  joining  Drs.  Flory  and  Smith,  Dr. 
Madia  practiced  pediatrics  in  Indianola. 


DEATHS 

Dr.  Cecil  W.  Seibert,  77,  longtime  Waterloo 
physician,  died  April  18  at  St.  Francis  Hospital 
in  Waterloo.  Dr.  Seibert  received  the  M.D.  de- 
gree and  served  his  obstetrics  and  gynecology 
residency  at  the  U.  of  I.  College  of  Medicine. 
He  began  medical  practice  in  Waterloo  in  1937. 
From  1942  to  1946  he  served  in  the  Army  Air 
Corps  and  was  discharged  as  a lieutenant  col- 
onel. Dr.  Seibert  was  the  first  board  certified 
OB-GYN  physician  to  practice  in  Waterloo  and 
in  Iowa.  At  the  time  of  his  death,  he  was  an 
instructor  at  the  Black  Hawk  Area  Family  Prac- 
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FOR 

PROFESSNMAL  PROTECTION 

EXCLUsniEur 


— YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION  — 

CONTACT  FIELD  REPRESENTATIVE 

Des  Moines  Office 
L.  ROGER  GARNER 

Suite  506,  Merle  Hoy  Tower,  3800  Merle  Hoy  Rood 
(515)  276-6202 

Mailing  Address:  P.O.  Box  3556,  Urbandale  Station,  Des  Moines,  Iowa  50322 
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tice  Center.  He  was  a past  president  of  the 
medical  staff  at  Allen  Memorial  and  St.  Francis 
Hospitals;  past  president  of  the  Black  Hawk 
County  Medical  Society  and  Iowa  Medical 
Society;  past  president  of  the  Iowa  Division  of 
the  American  Cancer  Society  and  a recipient  of 
the  Society's  highest  honor,  the  Bronze  Medal; 
a diplomate  of  the  American  Board  of  Obstet- 
rics and  Gynecology;  and  a fellow  of  the  Inter- 
national College  of  Surgeons.  Dr.  Seibert  was  a 
life  member  of  the  Iowa  Medical  Society. 

Dr.  Charles  N.  Hyatt,  76,  Forsyth,  Missouri, 
died  April  17  at  Iowa  Methodist  Medical  Cen- 
ter in  Des  Moines.  Dr.  Hyatt  received  the  M.D. 
degree  at  the  U.  of  I.  College  of  Medicine  and 
interned  at  Iowa  Methodist  Hospital  in  Des 
Moines.  He  began  medical  practice  in 
Humeston;  later  relocated  in  Corydon  and  fol- 
lowing retirement  moved  to  Forsyth,  Missouri. 
Dr.  Hyatt  was  a World  War  II  veteran;  life 
member  of  the  Iowa  Medical  Society;  and 
member  American  Academy  of  Family  Physi- 
cians. He  served  for  many  years  on  the  Board 
of  Directors  of  Blue  Shield. 


Dr.  Arthur  P.  Echternacht,  76,  Fort  Dodge, 
died  April  24  in  Dubuque.  Dr.  Echternacht  re- 
ceived the  M.D.  degree  at  Washington  Uni- 
versity School  of  Medicine  and  served  a radiol- 
ogy residency  at  Indiana  University.  Prior  to 
locating  in  Fort  Dodge  in  1949,  he  was  director 
of  the  Department  of  Radiology  at  Indiana  Uni- 
versity. He  retired  in  1978  to  Bella  Vista, 
Arkansas,  and  returned  to  Dubuque  in  1983. 
Dr.  Echternacht  was  a past  president  of  the 
Iowa  Radiological  Society;  fellow  of  the  Amer- 
ican College  of  Radiology  and  member  of  the 
Roentgen  Ray  Society,  the  Radiological  Socie- 
ty of  North  America.  Dr.  Echternacht  was  a 
recipient  of  the  Silver  Beaver,  the  highest 
award  for  volunteers  in  Boy  Scouting  and  a 
Paul  Harris  Fellow  in  the  International  Rotary, 
the  Rotary's  highest  award. 

Dr.  E.  H.  Carlson,  80,  Muscatine,  died  April  25 
at  Muscatine  General  Hospital.  Dr.  Carlson  re- 
ceived the  M.D.  degree  at  Loma  Linda  Uni- 
versity School  of  Medicine  in  Loma  Linda-Los 
Angeles,  California.  He  began  his  medical 
practice  in  Muscatine  in  1939,  retiring  in  1971. 
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Dx:  recurrent  herpes  labial  is 
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E.^ST  HIGH  ST 


Herpecin-L  Lip  Balm  is  the  treatment  of 
choice  for  peri-oral  herpes."  GP,  New  York 


In  the  management  of  herpes  labialis, 
Herpecin-L  is  a conservative  approach 
with  low  risk  / high  benefit.  Derm.,  Miami 

■‘Staff  and  patients  find  Herpecin-L 
remarkably  effective.”  Derm.,  New  Orleans 

OTC.  See  P.D.R.  for  information. 
For  trade  packages  to  make  your 
own  clinical  evaluation,  write; 
Campbell  Laboratories  Inc. 
P.O.  Box  812-M,  FDR,  NY,  NY  10150 


HeRPecin-i 


In  Iowa,  “Herpecin-L”  Cold  Sore  Lip  Balm  is  available  at  all  Keystone, 
Osco,  Peoples  and  Revco  Drug  Stores  and  other  select  pharmacies. 
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CLASSIFIED 

ADVERTISING 


POSITION  WANTED  — Anesthesiologist,  35,  BE,  Fellow  of  ACA,  6 
years  practice  in  all  types  of  anesthesia  including  regional  and  epidural 
blocks.  Interested  in  practice  opportunity  in  Iowa  preferably  fee  for 
service  solo  or  small  group  practice.  Available  on  short  notice.  Please 
reply  R.R.  #7,  Box  66,  Ottumwa,  Iowa  52501. 


VIRGINIA  HEART  INSTITUTE  — Provides  on-site  consultation  for 
administrators  interested  in  the  development  of  ambulatory  facilities 
including  outpatient  cardiac  catheterization.  If  interested,  write  Patricia 
Ferree,  Virginia  Heart  Institute,  205  N.  Hamilton  Street,  Richmond, 
Virginia  23221. 


FAMILY  PRACTICE  POSITION  — Join  group  of  6 M.D.'s  in  south 
central  Iowa  town  of  11,000.  Clinic  located  adjacent  to  77-bed  hospital. 
Excellent  working  hours  with  limited  call  schedule.  Good  salary  and 
fringe  benefits.  Call  collect  515/673-6762  or  write  Business  Manager,  1225 
C Avenue  East,  Oskaloosa,  Iowa  52577. 


GENERAL  SURGEON  POSITION  — Join  group  of  6 M.D.'s  in  south 
central  Iowa  town  of  11,000.  Clinic  located  adjacent  to  77-bed  hospital. 
Good  salary  and  fringe  benefits.  Call  collect  515/673-6762  or  write  Busi- 
ness Manager,  1225  C Avenue  East,  Oskaloosa,  Iowa  52577. 


GENERAL  SURGEON  — Board  Certified  or  eligible,  to  join  seven- 
doctor  family  practice  clinic  in  Cloquet,  Minnesota,  a community  of 
12,000  (30,000  service  area)  located  20  minutes  from  Duluth-Superior. 
Clinic  facility  is  located  one  block  from  modern,  well-equipped  77-bed 
hospital.  Cloquet  enjoys  a stable  economy  (forest  products).  Additional- 
ly, our  community  is  noted  for  its  excellent  school  system.  First  year 
salary  guarantee,  paid  malpractice,  health  and  disability  insurance, 
vacation  and  study  time.  Contact  John  Turonie,  Administrator,  Raiter 
Clinic,  Ltd.,  417  Skyline  Blvd.,  Cloquet,  Minnesota  55720.  Telephone 
218/879-1271. 


WANTED  — FAMILY  PRACTITIONER  — in  Forest  City,  Iowa;  home  of 
Winnebago  RV  industry;  college  community  of  5,000.  To  be  3rd  FP  in 
expanding  satellite  office  of  multispecialty  group  30  miles  away.  OB/ 
Peds  interests  preferred.  Newer  municipal  hospital.  Excellent  financial 
package.  Great  family  community  with  superb  education,  much  recrea- 
tion, close  to  large  lake  nearby.  Send  C.V.  and  photo  to  Administrator, 
Park  Clinic,  890  North  Eisenhower  Avenue,  Mason  City,  Iowa  50401. 
Info  by  return  mail. 


WANTED  — good,  used  medical  equipment/furniture  for  Family  Prac- 
tice office.  Send  list  and  prices  or  call  Robert  F.  McCool,  M.D.,  Clarion 
Clinic,  P.  O.  Box  271,  Clarion,  Iowa  50525.  Phone  515/532-2836. 


IOWA  PHYSICIAN  ASSISTANT  PROGRAM  — is  establishing  a free 
Placement  Service  for  its  graduates.  If  you  are  looking  for  an  excep- 
tionally well-trained,  highly  motivated  physician  assistant  from  one  of 
the  nation's  leading  teaching  programs,  contact  Denis  Oliver,  Ph.D., 
Director,  Physician  Assistant  Program,  University  of  Iowa  College  of 
Medicine,  Iowa  City,  Iowa  52242.  319/353-6935. 


FOR  SALE  — WA  Halogen  Light  set,  pocket  size,  with  oto  and  ophtho 
heads,  etc.  Transformer  #79111,  recharger  and  batteries,  plus  carrying 
case.  All  excellent  condition.  Complete  for  $200.  Also  B and  L binocular 
scope  (black)  with  mech.  stage,  triple  auto-focus  lenses  (10  x , 43  x , and 
97  X oil),  3 sets  of  interchangeable  objective  (5  x , 10  x ),  substage  lamp, 
wood  carrying  case,  cover,  etc.  Excellent  condition.  Complete,  $500  plus 
shipping.  Also  Ampex  portable  tape  deck,  reel  to  reel  with  sound  head 
only.  Amplifier  and  several  music  reels  included.  A good  setup  to  "do 
your  own"  background  music.  Best  offer  over  $100.  plus  transportation. 
Contact  Scott  Linge,  M.D.,  1511  Matterhorn  Drive,  N.E.,  Cedar  Rapids, 
Iowa  52402.  319/363-9767. 


FOR  SALE  — Clay  Adams  HA/5  cell  counter.  New  1979.  $1,500.  Phone 
515/597-2600. 


FAMILY  PRACTICE  — CEDAR  RAPIDS  — Excellent  working  hours 
with  limited  call  schedule.  Join  established  Primary  Care  Center.  Con- 
tact Jill  at  319/396-2000  or  write  Medicenter  West,  2215  Westdale  Drive, 
S.W.,  Cedar  Rapids,  Iowa  52404. 


BOARD  CERTIFIED  (OR  ELIGIBLE) 
FAMILY  PRACTITIONERS 

Two  or  three  compatible  physicians  (one  or  more  to  be 
female)  to  join  and,  as  desired,  in  the  next  one  to  three 
years  to  acquire  this  exceptionally  equipped,  very 
busy  family  practice.  Within  3 hours  driving  time  of  5 
major  medical  schools.  Mid  U.S.A.  with  an  urban- 
rural  practice  with  all  specialties  represented  in  the 
immediate  area,  and  hospitals  that  will  let  your  skills 
grow  with  your  training  — new  and  acquired.  Send 
C.V.'s  and  why  you  think  you  and  your  proposed 
associates  will  exist  together  compatibly.  Reply  to 
BOX  NO.  1554,  IOWA  MEDICINE,  1001  Grand  Ave- 
nue, West  Des  Moines,  Iowa  50265. 
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Referral  Guide 

PHYSICIANS' 

DIRECTORY 


ALLERGY 


GASTROENTEROLOGY  NEONATOLOGY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5677 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  0.0. 

JEFFREY  STAHL,  M.D. 

943  19TH 
DES  MOINES  50311 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


GYNECOLOGY 


LANE  A.  REEVES,  M.D.,  P.C. 

MEDICAL  ARTS  CENTER.  SUITE  355 
2055  KIMBALL  AVENUE 
WATERLOO  50702 

PRACTICE  LIMITED  TO  GYNECOLOGY 
REPRODUCTIVE  ENDOCRINOLOGY 
AND  INFERTILITY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D. 

NEWBORN  SPECIALIST,  P.C. 
421  LAUREL 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


ALFREDO  0.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES.  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


DERMATOLOGY 


HEMATOLOGY-ONCOLOGY 


NEUROSURGERY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES. 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-86766 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


JASJEET  SANGHA,  M.D. 

3118  BROCKWAY  ROAD 
WATERLOO  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
DANIEL  H.  GERVICH,  M.D. 

INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


PULMONARY  MEDICINE,  P.C. 

STEVEN  K.  ZORN,  M.D. 

GREGORY  HICKLIN,  M.D. 

4060  WESTOWN  PKWY. 

WEST  DES  MOINES  50265 
515/225-8452 

CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
ROGER  T.  LUI,  M.D. 

STEVEN  G.  BERRY,  M.D. 

PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES,  M.D., 
STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 

ROBERT  A.  HAYNE,  M.D. 

THOMAS  A.  CARLSTROM,  M.D. 

METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 
NEUROLOGICAL  SURGERY 

MICHEL  ANDRE,  M.D. 

1420  WOODLAND 
DES  MOINES  50309 
515/243-5014 

PRACTICE  LIMITED  TO  NEUROSURGERY 
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OPHTHALMOLOGY 


PATHOLOGY 


WOLFE  CLINIC.  P.C. 

OTIS  D.  WOLFE,  M.O.,  RUSSELL  H.  WAH,  M.O., 
JOHN  M.  GRAETHER,  M.O.,  RUSSELL  R.  WIONER.  M.O., 
GILBERT  W.  HARRIS,  M.O.,  JAMES  A.  OAVISON,  M.D. 
309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 

OPHTHALMIC  ASSOCIATES,  P.C. 

ARTHUR  C.  WISE,  M.D.,  ROBERT  0.  WHINERY, 

M.O.,  STEPHEN  H.  WOLKEN,  M.O. 

ROBERT  B.  GOFFSTEIN,  M.O. 

2409  TOWNCREST  OR. 

IOWA  CITY  52240 
319/338-3623 

NORTH  IOWA  EYE  CLINIC,  P.C. 

AOOISON  W.  BROWN,  JR.,  M.O., 

MICHAEL  L.  LONG,  M.O. 

U.  JOHN  BERZINS,  M.D. 

BRADLEY  L.  ISAAK.  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1481 
MASON  CITY  50401 
515/423-8861 


OTOLARYNGOLOGY 


DUBUQUE  OTOURYNGOLOGY  SERVICE.  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE,  M.O., 
GERALD  J.  COLLINS,  M.D.,  JAMES  E.  SPODEN,  M.D. 
310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 

ROBERT  T.  BROWN,  M.D., 

ROBERT  G.  SMITS,  M.D., 

EUGENE  PETERSON,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 

OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  0.0. 

939  OFFICE  PARK  RD..  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

EAR,  NOSE  AND  THROAT  SURGERY, 

HEAD  AND  NECK  SURGERY,  FACIAL 
PLASTIC  SURGERY 

PHILLIP  A.  LINGUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D.. 
GERALD  W.  HOWE.  M.D., 

JAMES  J.  PUHL,  M.D., 

EDWARD  A.  DYKSTRA,  M.O., 
MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY,  M.D., 

A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-2590 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D., 

HARRY  J.  KASSIS,  M.D., 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 

MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 

CLINICAL  LABORATORIES 

O.  W.  POWERS.  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P. O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PEDIATRICS 


PEDIATRIC  ALLERGISTS,  P.C. 

GEORGE  G.  CAUDILL,  M.D. 

VEUKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


PHYSICAL  MEDICINE  & 
REHABILITATIDN 


PHYSIATRY  ASSOCIATES 
WILLIAM  0.  DEGRAVELLES,  JR.,  M.D. 

CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

A.  SUZANNE  MORSTAD,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION  CENTER 
IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 

2416  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-7941 

CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1402  WOODLAND 
DES  MOINES  50309 
515/284-5555 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SER- 
VICES FOR  INDIVIDUAL  ADULTS,  ADOLES- 
CENTS, CHILDREN  AND  INFANTS 


SAHERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 
2928  HAMILTON  BLVO. 

SIOUX  CITY  51104 
712/277-2379 

PSYCHIATRIC  THERAPY  — ALL  AGES 


JEAN  ARNOLD,  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY  — ALL  AGES 
COUPLE  COUNSELING 


ASSOCIATES  FOR  PSYCHIATRY  P.C. 

WM.  J.  MOERSHEL,  M.O.; 

CHAS.  G.  WELLSO,  M.D.; 

EDICK  HARTUNIAN,  M.D.; 

S.  ORTEGA,  M.D.; 

FRANCIS  A.  VASQUEZ,  M.D. 

717  A AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/364-0116 

Telephone  answered  day  or  night 

ADULT  AND  CHILD  PSYCHIATRY 
MARRIAGE  AND  FAMILY  COUNSELING 
PSYCHOLOGICAL  TESTING 


SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 


PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


UROLOGY 


A.  W.  WOODWARD,  M.D. 

3116  BROCKWAY  RD. 

WATERLOO  50702 
319/236-3435 

PRACTICE  LIMITED  TO  UROLOGY 
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A Monthly  Commentary 

IN  THE 

vfPy 

PUBLIC  INTEREST 

Heavy  On  The  Data 


WITH  ITS  FIRST  anniversary  at  hand  (in  July), 
the  Iowa  Health  Data  Commission 
(IHDC)  is  proceeding  toward  an  objective  set 
by  the  Iowa  General  Assembly.  A 1983  law 
establishing  the  Commission  says  it  is  to  collect 
and  distribute  data  to  "improve  the  decision- 
making processes  regarding  the  purchase, 
price  and  use  of  appropriate  health  care  ser- 
vices." 

We  are  told  by  John  Naisbitt  (and  others) 
these  are  the  information  times.  So  logic  fol- 
lows, perhaps,  the  more  data  you  compile  the 
more  humanity  will  benefit.  Be  sure,  however, 
when  the  data  has  an  almost  singular  goal  of 
ultra,  super-efficiency,  it  does  not  impact  nega- 
tively on  the  quality  component  of  the  service. 
Such  an  admonition  becomes  particularly 
meaningful  when  you  or  a family  member  are 
on  the  receiving  end  of  the  service  — and  the 
service  is  of  a health  care  nature. 

In  a statement  issued  in  May  by  the  IHDC, 
an  opening  comment  reads:  "Rapidly  rising 
health  care  costs  and  the  attendant  increases  in 
health  insurance  premiums  have  led  to  a call 
for  action  in  (the)  management  of  Iowa's 
health  care  costs.  Purchasers,  providers  and 
the  general  public  agree  that  changes  must  be 
made  in  the  ways  that  health  care  is  delivered 
and  financed.  A key  ingredient  is  the  supply  of 
health  data  and  cost  information." 

This  thought  is  consistent  with  the  theme  of 
our  economic  times.  A variation  on  the  tune 
comes,  as  suggested  before,  when  the  pur- 
chaser, provider  or  general  citizen  becomes  the 
patient  and  wants/deserves  the  best  possible 
care.  Or  when,  in  the  drive  for  rock-bone  effi- 
ciency, the  individual  citizen  sees  his  commu- 
nity hospital  moving  toward  extinction. 

Obviously,  the  need  for  data  is  basic  to  our 
times.  And,  properly  directed,  the  Iowa  Health 
Data  Commission  is  an  appropriate  mechan- 
ism by  which  relevant  health  price  and  use 
data  can  be  gathered,  compiled  and  distrib- 


uted. The  IHDC  is  comprised  of  the  Iowa  Com- 
missioners of  Health,  Insurance  and  Human 
Services,  two  Iowa  legislators  and  the  chair- 
man of  the  Health  Policy  Corporation  of  Iowa. 

The  Commission  has  arranged  for  HPCI  to 
furnish  the  data  clearinghouse  needed.  The 
clearinghouse  is  to  receive  utilization  and  cost 
data  from  the  third-party  payors.  It  becomes 
the  property  of  the  Commission.  The  informa- 
tion going  into  the  clearinghouse  is  said  to  be 
under  collection  in  the  health  care  field 
already.  The  challenge  is  one  of  setting  into 
motion  a system  which  enables  the  informa- 
tion to  travel  from  hospital  or  third-party  to  the 
clearinghouse. 

The  importance  of  patient  confidentiality 
has  been  stressed  in  the  creation  and  early 
going  of  the  IHDC  (and  the  clearinghouse). 
Data  and  information  on  individual  patient 
records  and  claims  are  confidential  and  will 
remain  so. 

What  data  will  be  available? 

The  May  report  says:  "The  IHDC  will  make 
available  hospital  and  physician  pricing  in- 
formation to  the  public.  For  example,  local- 
level  organizations  may  obtain  price  data  for 
their  respective  communities.  The  data  may  be 
used  by  purchasers  to  identify  cost-effective 
physicians  and  hospitals.  Providers  may  use 
the  data  to  refine  practice  patterns." 

It  adds  that  "reports  such  as  these  can  be 
helpful  to  individual  hospitals  and  their  medi- 
cal staffs  in  identifying  those  types  of  cases 
where  opportunities  exist  for  shorter  lengths  of 
stay  and  better  use  of  ancillary  services." 

If  Megatrends  is  right  and  the  really  innova- 
tive stuff  comes  from  the  bottom  (or  local  level) 
up,  is  it  not  important  to  use  this  emerging 
data  to  foster  grassroots  ingenuity  — instead  of 
placing  full  dependence  on  a cookbook? 

June  1984 
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COMPLETE 
LABORATORY  ,, 
DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDIQABILITY 
CONFIRMED  BY  EXPERIENCE 

flurozepom  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset’ " 

• More  total  sleep  time'  " 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^' 

• Patients  usually  awake  rested  and  refreshed''^ 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy^  ’ 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy. 


DALMAHE^ 

flurozepom  HCI/Roche 
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flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurnng  insomnia  or  poor  sleeping  hab- 
its: in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropnate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pr^nancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  {e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommend^  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighf- 
headedness,  staggenng,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase:  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage;  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage:  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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Manati,  Puerto  Rico  00701 
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flurozepom 

STANDS 


15-MG/30-M 


See  preceding  page  for  references  and  summary  of  product  information. 
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SERVING 

IOWA  PHYSICIANS 
SINCE  1955 


WE  ARE  PROUD  to  have  been  insurance  administrators  and  counselors  for 
the  Iowa  Medical  Society  since  1955.  We  count  it  a privilege  to  furnish 
assistance  to  Iowa  physicians  on  insurance  and  other  financial  matters. 


PROTECTION,  SECURITY  AND  INCOME  GROWTH  are  mutual  goals  we 
desire  for  you  and  your  family.  Among  the  coverages  we  have  available  ex- 
clusively for  IMS  member  physicians  are  these: 

• ACCIDENT/SICKNESS  DISABILITY  (2  OPTIONS) 

• OFFICE  OVERHEAD  DISABILITY 

• LIFE  INSURANCE  (SEVERAL  OPTIONS) 

• MEDICAL  INSURANCE  PLAN 

• EXCESS  MAJOR  MEDICAL 

• ACCIDENTAL  DEATH/DISMEMBERMENT 

• SPECIAL  MODIFIED  PERMANENT  LIFE  PLAN 

• FULL  INSURANCE  AND  FINANCIAL  SERVICES 


WE  WELCOME  THE  OPPORTUNITY  to  serve  you  as  a member  of  the  Iowa 
Medical  Society.  Requests  for  information  by  telephone  or  mail  will  receive 
prompt  attention. 


JOHN  A.  RENO  • BERNIE  LOWE,  JR.,  C.L.U.,  R.H.U. 
RICHARD  J.  KAUTH  • HOWARD  HOGAN,  C.L.U. 
KENNETH  C.  KAUTH,  CONSULTANT 


INSURANCE  ADMINISTRATORS  AND  COUNSELORS 
2600  72nd  Street,  Suite  0 — Des  Moines,  Iowa  50322 
Telephone  515/278-5580  or  Toll  Free  1/800-532-1105 
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Journal  of  the  Iowa  Medical  Society 


li  This  month's  cover  of  IOWA  MEDICINE  focuses 
jh  attention  on  the  historic  action  taken  May  6 by 
it  the  1984  Iowa  Medical  Society  House  of  Dele- 
ft gates  in  approving  development  of  a new 
>t  medical  liability  insurance  option  for  Iowa 
j ^ physicians.  Hope  is  the  coverage  will  be  avail- 
II  able  this  fall.  For  a summary  of  this  new  pro- 
I r gram,  as  it  is  now  emerging,  please  turn  to 
! t'  page  283. 


IOWA  MEDICINE  IS  owned  and  published  monthly  by  the  IOWA  MEDICAL  SOCIETY.  It  contains  material  of  scientific 
and  socioeconomic  interest  mainly  to  Iowa  physicians.  The  IOWA  MEDICAL  SOCIETY  has  3,000  member  physi- 
cians in  92  county  medical  societies.  The  IMS  Headquarters  is  at  1001  Grand  Avenue,  West  Des  Moines,  Iowa 
50265. 
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WE  MEASURE 
OUR  PERFORMANCE 
BY  HOW  WELL 
YOU  MEET 
YOUR  OWN  GOALS. 

Defining  clear  goals  is  the  first  step  to  formulating 
effective  investment  strategy. 

That’s  why  financial  planning  is  the  initial  component  of 
our  Investment  Management  Service  to  individuals. 
Working  with  you  and  your  other  financial  advisors, 
we  inventory  your  assets  and  determine  just  what 
you  hope  to  accomplish  with  your  investments.  Then 
and  only  then  do  we  suggest  ways  our  service  can 
enhance  your  overall  return. 

Our  professional  investment  staff  continuously  monitors 
the  effectiveness  of  your  portfolio  and  suggests  ways 
to  strengthen  it.  Or  if  you  prefer,  we’ll  assume  full 
responsibility  for  managing  your  investments,  handling 
all  the  details  of  purchase  and  sale,  income  collection 

and  record-keeping. 

Call  on  us  at  any  time.  Whatever  your  goals,  you’ll  find 
we’re  equal  to  the  challenge.  For  an  appointment, 
call  245-2800.  Or  phone  toll-free  from  anywhere  in 

Iowa:  800-362-1688. 

Member  FDIC. 


Bankers 
Trust 


Come  Crow 
With  us 
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PRESIDENT'S 

PRIVILEGE 


CREDIBILITY 


The  Iowa  Legislature  has  just  adjourned. 

They  will  not  reconvene  until  January.  So 
why  this  article  on  legislative  action  now? 

Because  NOW  is  the  time  to  get  to  know 
your  legislators  — your  representative  and 
your  senator. 

These  people  carry  a heavy  responsibility 
and  must  respond  to  many  pressures  — we 
can  let  them  know  that  we  appreciate  their 
willingness  to  do  this  tough  task  on  our  behalf. 

They  receive  information  and  requests  from 
many  groups  — we  can  discuss  with  them  the 
questions  they  have  about  health  care.  It  will 
be  an  educational  process  for  them  and  us. 
Perhaps  we  can  answer  questions  or  volunteer 
to  get  information  for  them. 

It  is  as  we  get  to  know  each  other  better  that 
we  establish  CREDIBILITY  between  us  — a 
feeling  of  confidence  in  and  respect  for  each 
other. 

Our  small  county  group  of  nine  invited  our 
senator  and  representative  to  the  home  of  one 
of  our  members.  A local  store  catered  a simple 


meal  and  we  visited.  We  doctors  asked  how  we 
could  be  of  help  to  them. 

This  fall  there  will  be  legislative  conferences 
which  you  can  attend.  We  are  trying  to  enroll 
more  physicians  as  LEGISLATIVE  CONTACT 
PHYSICIANS  to  work  with  their  legislators  on 
a continuing  basis. 

Legislators  face  problems  of  costs,  care  for 
the  elderly,  care  for  the  poor  among  others. 

The  IMS,  through  its  Legislative  Committee, 
will  study  the  issues  so  the  IMS  can  have  an 
effective  voice  in  the  legislature;  but  legislators 
need  to  hear  from  their  doctors  before  the  ses- 
sion begins. 

NOW  is  the  time  to  establish  YOUR  CREDI- 
BILITY! 

oLvs  TTummjel  ^ M/t) 

John  E.  Tyrrell,  M.D. 

President 
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DES  MOINES  AREA  HOSPITAL  CONSORTIUM 

DIRECTORS  OF  MEDICAL  EDUCATION  COMMITTEE* 
Des  Moines,  Iowa 
Presents  for  1 984  A Seminar  on 


REI^ODUCTIVE 


yVIEDICINE 


FRIDAY  and  SATURDAY,  OCTOBER  26  and  OCTOBER  27 
8:30  A.M.-4:30  RM.  — 8:30  A.M.-12:15  RM. 


Guest  Faculty: 

• Daniel  H.  Belsky,  D.O. 

New  Jersey  School  of  Osteo.  Med. 
Camden,  New  Jersey 

• Mohamed  Y.  Dawood,  M.D. 

University  of  Illinois 
Chicago,  Illinois 

• David  L.  Hemsell,  M.D. 

University  of  Texas 
Dallas,  Texas 

• Andre  J.  Nahmias,  M.D. 

Emory  University 
Atlanta,  Georgia 

• Kenneth  L.  Noller,  M.D. 

Mayo  Clinic 

Rochester,  Minnesota 

• Roy  M.  Pitkin,  M.D. 

University  of  Iowa 
Iowa  City,  Iowa 

• Elvoy  Raines,  J.D. 

American  College  of  OB/GYN 
Washington  D.C. 

• Edward  Slotnick,  D.O. 

Philadelphia  College  of  Osteo.  Med. 
Philadelphia,  Pennsylvania 

• Ronald  C.  Strickler,  M.D. 

Washington  University 
St.  Louis,  Missouri 

• Roger  Williamson,  M.D. 

University  of  Iowa 
Iowa  City,  Iowa 


CME/CEU  Approved  for  AOA,  AMA, 
AAFP.  Nursing  Credits  Pending. 


Topics: 

• Obstetrical  Jurisprudence 

• Prenatal  Counseling 

• High  Risk  Pregnancies  Sc  Deliveries 

• Antenatal  Fetal  Diagnosis  Sc  Mgmt. 

• T.O.R.C.H.  Update 

• Pelvic  Inflammatory  Disease 

(Diagn.  Sc  Mgmt.) 

• Newer  Diagnostic  Sc  Therapeutic 

Modalities  in  Obstetrics 

• Hormones,  Minerals  Sc  Menopause 

• Pelvic  Abscesses 

• Ectopic  Pregnancy 

• Evaluation  of  the  Infertile  Couple 

Female  Component 

• Evaluation  of  the  Infertile  Couple 

Male  Component 

• Diabetes  and  Pregnancy 

• Premenstrual  Syndrome 

• Oral  Contraceptives 


REGISTRATION  FEE: 


□ Physician  $60.00 

□ Nurse-Other  Professional $30.00 

□ Residents* No  charge 

*(Lunch  optional  $5.00) 


Advance  Registration  Requested! 


The  Seminar  will  be  held  at  the  Airport  Hilton  Inn,  6111  Fleur  Drive,  Des  Moines,  Iowa. 


Contact:  DES  MOINES  AREA  HOSPITAL  CONSORTIUM 

617  Fleming  Building,  218-6th  Avenue 
Des  Moines,  Iowa  50309 
515-243-8077 


*Directors  of  Medical  Education  Committee 

Milton  Dakovich,  D.O.,  Des  Moines  General  Hospital  Donald  Lulu,  M.D.,  Mercy  Hospital  Medical  Center 

Carl  Gerber,  M.D.,  Veterans  Administration  Medical  Arnold  Nielsen,  M.D.,  Iowa  Lutheran  Hospital 

Center  John  Olds,  M.D.,  Iowa  Methodist  Medical  Center 

John  Hess,  M.D.,  Broadlawns  Medical  Center  Ronald  Shirk,  D.O.,  Charter  Community  Hospital 


New  Malpractice  Coverage 
For  Your  Consideration 


A new  malpractice  insurance  option  was 
approved  in  May  by  the  IMS  House  of 
Delegates.  Activity  necessary  to 
launching  the  program  is  now  in  process. 
This  questioni answer  discussion  will 
furnish  member  physicians  with 
important  preliminary  information.  This 
important  alternative  is  one  all  IMS 
member  physicians  will  want  to 
consider. 


Historic  action!  On  May  6,  1984,  the  Iowa 
Medical  Society  House  of  Delegates 
okayed  development  of  a new  medical  liability 
insurance  program  for  member  physicians. 

As  proposed  to  physician  delegates  serving 
in  the  1984  IMS  House,  the  program  calls  for 
the  Society  and  the  American  Medical  Assur- 
ance Company  (AMACO),  an  insurance  facil- 
ity wholly  owned  by  the  AMA,  to  become  part- 
ners. The  lead  resolution  approved  by  the 
House  said  specifically  this  IMS/AMACO  ven- 
ture should  be  twofold  in  objective: 

1.  To  create  an  IMS  Deductible  Trust  Fund 
that  allows  for  accumulation  of  the  needed 
capital  ($3  million)  over  an  approximate  three- 
year  period  to  form  an  IMS-owned  and  con- 
trolled liability  insurance  company. 

2.  To  supply  the  short-range  liability  insur- 
ance needs  of  Iowa  physicians. 

Added  emphasis  was  placed  by  the  1984 
House  of  Delegates  on  the  importance  of  the 
Trust  being  under  the  full  direction  of  the  IMS. 


The  idea  of  full  direction  was  similarly  under- 
scored for  the  Iowa  Physicians  Liability  Insur- 
ance Company,  which  is  expected  to  succeed 
the  Trust  Fund  when  the  capitalization  re- 
quirements are  met. 

This  impending  entry  by  the  Society  into  the 
insurance  field  has  been  noted  in  several  IMS 
communications.  It  is  reiterated  in  this  issue  of 
IOWA  MEDICINE  with  a view  toward  answering 
various  of  the  questions  which  have  been  re- 
ceived. In  this  vein,  the  1984  House  said  there 
should  be  "full  and  maximum  opportunity  for 
the  explanation  of  this  new  and  important 
program  to  member  physicians  all  across  the 
state." 

Here  then  is  pertinent  information  in  a ques- 
tion/answer format: 

Are  the  goals  for  this  new  liability  insur- 
ance program  fully  identified? 

Yes.  The  program  criteria  set  by  the  IMS 
Medico-Legal  Committee  are  (1)  financial  sta- 
bility, (2)  ultimate  cost  savings,  (3)  long-term 
market  stability,  (4)  control  by  the  Iowa  Medi- 
cal Society,  and  (5)  equitable  rate  treatment  of 
insured  physicians. 

Is  there  a timetable  for  start-up  of  the  new 
program? 

Because  certain  actions  must  be  taken  by 
various  parties,  no  beginning  date  can  be  pin- 
pointed exactly.  Hope  exists  that  the  new 
program  will  be  available  by  early  September. 
This  will  depend  on  our  meeting  several  re- 
quirements, including  obtaining  necessary 
approval  by  the  Iowa  Insurance  Department. 

(Please  turn  to  page  284) 
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If  my  existing  liability  insurance  policy  is 
subject  to  renew  soon  and  I am  interested  in 
the  IMS  program,  what  suggestions  do  you 
have? 

You  may  want  to  contact  Society  headquar- 
ters. It  is  possible  some  acceptable  coverage 
alternative  can  be  found  to  cover  the  short  in- 
terval before  the  IMS  program  becomes  avail- 
able. It  is  important  here  for  the  physician  with 
claims-made  coverage  to  report  any  possible 
malpractice  incidents  to  his  existing  carrier  if  a 
conversion  is  made  to  a different  insuring  com- 
pany. 

Speaking  of  forms  of  coverage,  what  is 
planned  for  the  IMS/AMACO  program? 

Coverage  is  expected  to  continue  as  it  is 
under  the  current  IMS/ Aetna  program  with 
both  occurrence  and  claims-made  forms  avail- 
able. An  economically  acceptable  conversion 
from  claims-made  coverage  to  claims-made 
coverage  under  the  IMS  program  will  be  pro- 
vided. 

How  will  member  physicians  be  informed 
about  the  new  IMS/AMACO  program? 

There  will  be  a statewide  information  pro- 
gram. It  will  be  designed  to  reach  every  mem- 
ber physician.  Presentations  will  be  made  at 
county  medical  society  meetings  and  before 
other  medical  groups.  Descriptive  printed 
material  will  be  distributed.  The  marketing 
program  will  be  carried  out  as  effectively  and 
economically  as  possible. 

What  about  the  underwriting  process? 

Applicants  for  coverage  will  need  to  be  IMS 
member  physicians  and  all  members  may  ap- 
ply. Underwriting  policies  will  exist,  meaning 
that  individuals  presenting  a claims  history 
will  require  evaluation.  An  insurability  hearing 
process  is  planned  before  any  final  denial  of 
coverage  occurs. 

Are  the  premiums  going  to  be  competitive? 

Obviously,  they  must  be  if  participation  is  to 


be  achieved.  Just  as  important  as  short-term 
competitive  rates  is  acceptance  of  the  premise 
that  long-term  premium  stability  can  occur 
with  intelligent  program  administration  and 
claims  handling,  that  can  best  be  provided  by 
your  own  company. 

How  will  loss  prevention  and  claims  ad- 
judication be  handled? 

Very  conscientiously.  And  out  of  a team  con- 
cept with  all  insureds  as  members  of  the  team. 
We  hope  to  retain  and  refine  those  procedures 
now  operative  under  the  IMS/ Aetna  program. 

Describe  briefly  how  the  partnership  with 
the  IMS  and  AMACO  will  work? 

The  Trust  will  be  established  for  all  partici- 
pating physicians  for  the  mutual  pooling  of  the 
first  $25,000  of  each  claim.  Approximately  one- 
third  of  the  current  total  premiums  will  be  de- 
posited in  the  Iowa  trust  account  to  cover  this 
liability.  It  will  serve  as  an  operating  account  to 
pay  claims  covered  under  the  deductible  and 
all  investment  income  and  direct  profit  will  be 
retained  in  this  trust  account. 

AMACO  will  issue  policies  to  Iowa  physi- 
cians in  excess  of  the  $25,000  Trust-funded  de- 
ductible. The  combination  of  the  Trust  fund 
and  the  AMACO  policy  will  provide  continuity 
of  coverage  equal  to  that  currently  available. 

Administratively,  including  premium  cal- 
culation and  payment,  this  will  be  a single 
function.  It  is  anticipated  the  Trust  will  de- 
velop the  $3  million  sum  needed  to  capitalize 
an  instate  doctor-owned  company  in  approx- 
imately three  years.  Again,  AMACO  has 
volunteered  to  enter  into  a relationship  with 
the  IMS  on  a limited-time  committed  basis  for 
the  sole  purpose  of  helping  Iowa  physicians 
establish  their  own  insurance  company. 

The  Iowa  Medical  Society  is  embarking  on  a 
bold  and  challenging  program.  Its  success  will 
depend  on  a high  level  of  interest  and  par- 
ticipation by  IMS  member  physicians.  It 
appears  to  be  the  best  way  to  put  into  motion 
the  popular  phrase:  co7itrol  your  own  destiny. 


284  / Iowa  Medicine 


TRUST  Can  you 

imagine  a world  without  it? 


Irust.  It’s  why  your  patients 
turn  to  you  when  they  need 
help.  It’s  why  both  physicians 
and  patients  turn  to  Peoples 
family  pharmacists  for  their 
prescription  needs. 

Over  75  years  of  caring  and 
quality  service  earned  Peoples 


generic  drugs  to  be  equal  in 
quality  to  brand  name  drugs  . 
saving  your  patients  up  to  50% 
on  their  prescription  bills. 

Of  course,  if  your  patient 
asks  us  to  substitute,  we  first 


obtain  your  permission  by 
phone.  And  we  keep  the  widest 
stock  of  both  brands  and  gener- 
ics in  every  Peoples  family 
pharmacy. 

You  know  what’s  best. 
That’s  why  your  patients  trust 
you  for  their  health  care.  At 
Peoples,  we’ll  try  to  keep  the 
trust  we’ve  earned. 


the  trust  we  work  hard  to  keep. 
And  you  can  trust  Peoples 


5 /— » I 

PEOPLES  DRUG 


your  family  pharmacy 
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Summary  of  1984  Actions 
By  IMS  House  of  Delegates 


The  1984  Annual  Meeting  of  the  Iowa 
Medical  Society  House  of  Delegates  was 
May  5-6  in  Des  Moines.  Sessions  of  the  House 
were  chaired  each  day  by  L.  Dean  Caraway, 
M.D.,  and  William  C.  Rosenfeld,  M.D.,  speak- 
er and  vice  speaker,  respectively.  Open  hear- 
ings were  conducted  by  3 reference  commit- 
tees on  May  5.  The  Delegates'  banquet  oc- 
curred May  5 and  was  chaired  by  President 
Erling  Larson,  M.D. 

The  1984  Iowa  Medical  Society  Merit  Award 
recipient  was  John  W.  Eckstein,  M.D.,  Dean  of 
the  University  of  Iowa  College  of  Medicine, 
Iowa  City.  A Distinguished  Service  Award  was 
presented  to  John  H.  Sunderbruch,  M.D., 
Davenport.  Dr.  Sunderbruch  is  only  the  third 
Iowa  physician  to  receive  this  highest  IMS 
award.  The  Iowa  Hospital  Association  re- 
ceived the  Washington  Freeman  Peck  Award. 


AAAY  5 SESSION 

Registered  for  the  May  5 session  of  the 
House  were  154  delegates  and  10  ex  officio 
members.  Minutes  of  the  May  1,  1983  session 
of  the  House  of  Delegates  were  approved  as 
summarized  in  the  July,  1983,  issue  of  the  jour- 
nal OF  THE  IOWA  MEDICAL  SOCIETY.  Reports  con- 
tained in  the  1984  handbook  for  the  house  of 
DELEGATES  were  approved  as  published  with 
the  exception  of  the  Committee  on  the  Deliv- 


ery of  Health  Services  on  page  18  of  the  hand- 
book. It  was  referred  to  the  Reference  Commit- 
tee on  Legislation  and  Miscellaneous  Business. 

SUPPLEMENTAL  REPORTS 

The  following  reports  were  made  to  the  1984 
House  of  Delegates: 

Board  of  Trustees,  chaired  by  Emmett  B. 
Mathiasen,  M.D.,  chairman.  Following  this  re- 
port, the  delegates  viewed  a slide  presentation 
on  the  membership  status  and  financial  condi- 
tion of  the  Iowa  Medical  Society. 

Necrology,  by  Daniel  M.  Youngblade,  M.D., 
chairman.  Judicial  Council. 

Nominating  Committee,  by  Lawrence  O. 
Goodman,  M.D.,  chairman.  A recommenda- 
tion in  the  Nominating  Committee  report 
asked  that  the  telephone  conference  format  be 
continued  on  a permanent  basis  with  assur- 
ances that  if  any  objection  is  raised  to  holding 
the  meeting  in  this  manner,  it  will  be  resched- 
uled as  a physically-present  session  at  IMS 
headquarters.  (Language  authorizing  this 
approach  was  transmitted  to  the  Standing 
Committee  on  Articles  of  Incorporation  and 
Bylaws  for  consideration  by  the  1984  House  of 
Delegates).  The  Committee  also  recommended 
that  at  the  meeting  of  the  IMS  Executive  Coun- 
cil which  occurs  just  prior  to  the  annual  sched- 
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THIRD  WINNER  EVER  — The  Distinguished  Service  Award  was  given  to  an  Iowa  physician  for  only  the  third  time  in  Iowa  Medical  Society 
history.  John  H.  Sunderbruch,  M.D.,  Davenport,  is  shown  accepting  the  coveted  recognition.  Dr.  Sunderbruch  has  been  a state  medical  leader 
tor  more  than  two  decades  and  was  IMS  president  in  1971 . 


ule  of  district  caucuses,  the  incumbent  officers 
eligible  for  re-election  be  requested  and  re- 
quired to  signify  their  intention  to  run  again. 

Committee  on  Articles  of  Incorporation  and 
Bylaws,  by  Kenneth  J.  Judiesch,  M.D.,  chair- 
man. 

Legislative  Committee,  by  Clarence  H.  Den- 
ser, Jr.,  M.D.,  chairman. 


Medico-Legal  Committee,  by  Warren  V. 
Wulfekuler,  M.D.,  chairman.  Following  this 
report,  Dennis  W.  Olsen,  vice  president,  Vic- 
tor O.  Schinnerer  Company,  Inc.,  and  Robert 
L.  Dion,  vice  president/general  manager, 
American  Medical  Assurance  Company 
(AMACO),  presented  background  informa- 
tion on  the  proposed  Iowa  Medical  Society 
professional  liability  insurance  company. 


Iowa  Medical  Political  Action  Committee 
(IMPAC)  by  Jackson  D.  VerSteeg,  M.D.,  chair- 
man. Joseph  Hatch,  M.D.,  Salt  Lake  City, 
Utah,  member  of  the  AMP  AC  Board  of  Direc- 
tors, addressed  the  House  briefly. 


Iowa  Medical  Foundation,  by  Emmett  B. 
Mathiasen,  M.D.,  president.  Foundation 
Board  of  Directors. 

(Please  turn  to  page  288) 


OTHER  1 984  RECOGNITION  — John  W.  Eckstein,  M.  D. , dean.  University  of  Iowa  College  of  Medicine,  was  presented  this  year's  Merit  Award 
by  the  IMS.  Dr.  Eckstein,  on  the  left  in  the  left  photo,  accepts  the  award  from  Emmett  B.  Mathiasen,  M.D.,  Council  Bluffs,  the  IMS  Board 
chairman.  In  the  right  photo,  Hormoz  Rassekh,  M.D.,  left.  Council  Bluffs,  as  immediate  past-president,  is  cited  for  his  Society  service.  He  is 
congratulated  by  IMS  President  Erling  Larson,  M.D.,  Davenport. 


July  1984  / 287 


PECK  AWARD  TO  IHA  — The  1 984  recipient  of  the  IMS  Washington  Freeman  Peck  Award  is  the  Iowa  Hospital  Association.  Shown  accepting 
the  award  from  IMS  President  Erling  Larson,  M.D.,  are  Ed  Lynn,  center,  immediate  past  chairman,  IHA  Board  of  Directors,  and  Don  Dunn,  IHA 


president. 

Blue  Shield,  by  Enfred  E.  Linder,  M.D.,  chair- 
man, Blue  Shield  Board  of  Directors. 

Iowa  Foundation  for  Medical  Care,  by  Robert 

L.  Mandsager,  M.D.,  IFMC  president. 

A check  for  $11,904.14  was  presented  by 
Emmett  B.  Mathiasen,  M.D.,  chairman,  IMS 
Board  of  Trustees,  to  the  University  of  Iowa 
College  of  Medicine.  The  grant  represents  con- 
tributions to  the  AMA/ERF  which  have  been 
designated  for  the  U.  of  I.  John  W.  Eckstein, 

M. D.,  Dean,  U.  of  1.  College  of  Medicine, 
accepted  the  check.  On  behalf  of  the  Board  of 
Trustees,  an  additional  check  for  $2,610  was 


presented  to  Dr.  Eckstein  for  the  student 
medical  assistance  program  at  the  U.  of  1. 

Gary  Keim,  Sandoz  pharmaceutical  repre- 
sentative, presented  a special  award  to  Marion 
E.  Alberts,  M.D.,  scientific  editor  of  iowa  medi- 
cine, in  recognition  of  the  magazine's  excel- 
lence as  a medical  publication.  Sandoz  Phar- 
maceuticals annually  sponsors  a Medical  Jour- 
nalism Competition,  and  this  is  the  fourth 
award  presented  to  the  Iowa  Medical  Society. 

Supplemental  reports  for  the  Ad  Hoc  Com- 
mittee to  Recommend  Redistricting  Plan;  Com- 
mittee on  Emergency  Medical  Services;  Com- 
mittee on  Alternate  Delivery  Systems;  Com- 


THREE  HOUSE  SPEAKERS  — Shown  above  are  three  Iowa  physicians  who  made  presentations  to  the  1984  IMS  House  of  Delegates.  Left  is 
Daniel  M.  Youngblade,  M.D.,  Sioux  City,  then  chairman,  IMS  Judicial  Council;  center,  Robert  L.  Mandsager,  M.D.,  Marshalltown,  president, 
Iowa  Foundation  for  Medical  Care;  and  Warren  V.  Wulfekuhler,  M.D.,  Mason  City,  chairman,  IMS  Medico-Legal  Committee. 
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mittee  on  Medical  Services;  Committee  on  De- 
livery of  Health  Services;  and  the  Executive 
Council  were  contained  in  the  delegates'  pack- 
ets. They  were  not  read. 

In  his  comments  to  the  House,  Society  Presi- 
dent Erling  Larson  called  on  Iowa  physicians 
to  continue  to  be  the  dominant  voice  for  quality 
medical  care.  This  message  Dr.  Larson  told  the 
delegates  is  one  Iowa  physicians  must  deliver 
loud  and  clear  to  all  of  those  parties  active  in 
the  health  care  marketplace.  "To  do  less,"  said 
Dr.  Larson,  "would  be  to  shirk  our  ethical  re- 
sponsibilities." Dr.  Larson's  remarks  were 
published  in  the  June,  1984,  issue  of  iowa  medi- 
cine. 


Delaware:  Holger  M.  Andersen,  M.D.,  Naples,  Florida 
Hancock-Winnebago:  Lancelot  W.  Eller,  M.D.,  Kanawha 
Jefferson:  John  W.  Castell,  M.D.,  Berryville,  Arkansas 
Johnson:  Placidus  J.  Leinfelder,  M.D.,  Iowa  City 
Lee:  Arthur  C.  Richmond,  M.D.,  Fort  Madison 
Linn:  James  A.  Smrha,  M.D.,  Cedar  Rapids 
Lucas:  Robert  E.  Anderson,  M.D.,  Chariton 
Muscatine:  Samuel  Bluhm,  M.D.,  Muscatine 
Polk:  Ralph  A.  Dorner,  M.D.,  Des  Moines 

Scott:  Walter  J.  Balzer,  M.D.,  Davenport,  and  John  H.  Sunderbruch, 
M.D.,  Davenport 

Sioux:  Edward  B.  Grossmann,  Sr.,  M.D.,  Orange  City 
Wapello:  David  O.  Holman,  M.D.,  Chariton,  and  Justus  B.  Roberts, 
M.D.,  Ottumwa 

Woodbury:  Loren  E.  Collins,  M.D.,  Sioux  City 

Wright:  Byron  L.  Basinger,  M.D.,  Goldfield,  and  Samuel  P.  Leinbach, 
M.D.,  Belmond 


NEW  LIFE  MEMBERS  — Of  the  27  new  IMS  Life  Members  in  1 984,  six  were  able  to  attend  the  May  5 Delegates  Banquet.  Pictured,  seated  are 
Walter  J.  Balzer,  M.D.,  Davenport;  John  H.  Sunderbruch,  M.D.,  Davenport,  and  Ralph  W.  Edwards,  M.D.,  Centerville.  Standing  from  left 
are:  Edward  B.  Grossmann,  Sr.,  M.D.,  Orange  City;  John  W.  Castell,  M.D.,  Berryville,  Arkansas;  and  Lancelot  W.  Eller,  M.D.,  Kanawha. 


Twenty-four  resolutions  were  formally  in- 
troduced and  referred  to  reference  commit- 
tees. Action  taken  on  these  resolutions  is  re- 
ported subsequently  in  this  summary. 

LIFE  MEMBERS 

The  following  physicians  were  elected  to 
Life  Membership  in  the  Iowa  Medical  Society: 

Appanoose:  Ralph  R.  Edwards,  M.D.,  Centerville  and  Granville  L. 
Richey,  M.D.,  Ruidoso,  New  Mexico 

Benton:  Dean  A.  Dutton,  M.D.,  Van  Horne 

Black  Hawk:  Donald  W.  Bickley,  M.D.,  Waterloo  and  Marshall  D. 
Huston,  M.D.,  Cedar  Falls 

Boone:  Donald  L.  Cross,  M.D.,  Boone 
Butler:  Bruce  V.  Andersen,  M.D.,  Greene 
Cass:  Millard  T.  Petersen,  M.D.,  Atlantic 
Chickasaw:  Arlo  L.  Murphey,  M.D.,  Tucson,  Arizona 
Clinton:  Joseph  E.  O'Donnell,  M.D.,  Clinton 


The  following  physicians  were  elected  to 
Associate  Membership  in  the  Iowa  Medical 
Society: 

Appanoose:  Eugene  F.  Ritter,  M.D.,  Centerville 
Black  Hawk:  Dwight  E.  Conklin,  M.D.,  Sanibel,  Florida 
Carroll:  Paul  D.  Anneberg,  M.D.,  Carroll,  and  James  M.  Tierney,  M.D., 
Carroll 

Calhoun:  David  C.  Carver,  M.D.,  Rockwell  City 
Cerro  Gordo:  Van  W.  Hunt,  M.D.,  Mason  City,  Lawrence  C.  Orton, 
M.  D.,  Mason  City,  George  I.  Tice,  M.D.,  Mason  City,  and  George  H.  West, 
Jr.,  M.D.,  Mason  City 

Clayton:  Eugene  M.  Downey,  M.D.,  Guttenberg,  and  Adrian  R.  Powell, 
M.D.,  Elkader 

Clinton:  Harry  F.  Kaack,  Jr.,  M.D.,  Clinton 
Davis:  John  R.  Scheibe,  M.D.,  Bloomfield 

Des  Moines-Louisa:  Walter  C.  Friday,  M.D.,  Burlington,  and  Donal  D. 
Petersen,  M.D.,  Boca  Raton,  Florida 

Dickinson:  Russell  L.  Cox,  M.D.,  Spirit  Lake,  and  Carol  L.  Plott,  M.D., 
New  Braunfels,  Texas 

(Please  turn  to  page  290) 
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PRESIDENTS  AND  THEIR  LADIES  — Shown  above  are  IMS  President  and  Mrs.  Erling  Larson,  left,  with  President-elect  and  Mrs.  John  E.  Tyrrell, 
Manchester.  Dr.  Tyrrell  succeeded  Dr.  Larson  as  Society  president  on  May  6. 


Dubuque;  John  P.  Graves,  M.D.,  Dubuque,  and  Joseph  J.  Straub,  M.D., 
Dubuque 

Fayette:  C.  Scott  Linge,  M.D.,  Cedar  Rapids 
Jasper:  John  W.  Ferguson,  M.D.,  Newton 

Johnson;  James  G.  Baumann,  M.D.,  Iowa  City,  and  Arthur  C.  Wise, 
M.D.,  Iowa  City 

Lee:  Harold  L.  Schrier,  M.D.,  Fort  Madison 
Lyon:  John  G.  Lavender,  M.D.,  George 
Mahaska:  Ellis  Duncan,  M.D.,  Fremont 

Marshall:  Charles  R.  Sokol,  M.D.,  State  Center,  and  Daniel  J.  Sullivan, 
M.D.,  Marshalltown 

Mitchell;  William  L.  Owen,  M.D.,  St.  Ansgar 
Monroe:  Harold  J.  Richter,  M.D.,  Albia 


Polk:  Charles  L.  Burr,  M.D.,  Des  Moines,  Daniel  A.  Glomset,  M.D.,  Des 
Moines,  Felix  T.  Hach,  M.D.,  Des  Moines,  James  W.  Hepplewhite,  M.D., 
Des  Moines,  Mary  M.  Hostetter,  M.D.,  Des  Moines,  Parker  K.  Hughes, 
M.D.,  Des  Moines,  Milton  S.  Mark,  M.D.,  Des  Moines,  Cornelius  J.  McGar- 
vey,  M.D.,  Des  Moines,  Jose  M.  Romero,  M.D.,  Des  Moines,  and  John  G. 
Thomsen,  M.D.,  Des  Moines 

Scott:  Edward  E.  Anderson,  M.D.,  Sun  City  West,  Arizona,  and  Glenn  D. 
Cunningham,  M.D.,  Davenport 

Story:  Fortunato  J.  Neglia,  M.D.,  Maxwell 
Union-Taylor:  Roger  W.  Boulden,  M.D.,  Lenox 

Wapello:  Kenneth  R.  Kingsbury,  M.D.,  Ottumwa,  Robert  P.  Meyers, 
M.D.,  Ottumwa,  and  Herbert  L.  Wormhoudt,  M.D.,  Ottumwa 
Webster:  Paul  L.  Stitt,  M.D.,  Fort  Dodge 


FOUNDATION  LOAN  RECIPIENTS  — The  Scanlon  Student  Loan  Fund  of  the  Iowa  Medical  Foundation  exceeded  $1  million  in  loans  in  the 
1983-84  academic  year.  Gregg  Polzin,  Ankeny,  left,  U.  of  I.  medical  school  senior,  is  shown  with  earlier  loan  recipients  Harold  W.  Miller, 
M.D.,  Davenport,  and  James  E.  McCabe,  M.D.,  Storm  Lake. 
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Woodbury:  Albert  D.  Blendermon,  M.D.,  Spirit  Lake,  and  Charles  M. 
Marriott,  M.D.,  Sioux  City 

The  speaker  presented  information  on  the 
reference  committee  hearings,  the  balloting 
procedures  and  the  concluding  session  of  the 
House. 


MAY  6 SESSION 

Registered  for  the  May  6 session  of  the 
House  were  138  delegates  and  8 ex  officio 
members.  The  minutes  of  the  May  5 session  of 
the  House  were  read  and  approved. 

Mrs.  John  R.  Anderson,  immediate  past 
president,  Iowa  Medical  Society  Auxiliary, 
commented  on  her  year  in  office. 

The  following  physicians  were  announced 
as  having  been  elected  or  reelected  to  the  posi- 
tions noted: 


President-elect: 

Vice  President: 
Speaker  of  the  House: 
Vice  Speaker: 

Trustee: 

(3-year  term) 

Trustee: 

(1-year  term) 

AAAA  Delegate: 
(2-year  term) 


Emmett  B.  Mathiasen,  M.D.,  Council  Bluffs 
Don  C.  Green,  M.D.,  Des  Moines 
Lynn  D.  Caraway,  M.D.,  Amana 
William  C.  Rosenfeld,  M.D.,  Mason  City 

Daniel  M.  Youngblade,  M.D.,  Sioux  City 

Enfred  E.  Linder,  M.D.,  Ogden 

Clarence  H.  Denser,  Jr.,  M.D.,  Des  Moines,  and 
John  M.  Rhodes,  Sr.,  M.D.,  Pocahontas 


AMA  Alternate 
Delegate: 

(2-year  term)  Lawrence  O.  Goodman,  M.D.,  Marshalltown,  and 

Clarkson  L.  Kelly,  Jr.,  M.D.,  Charles  City 
Councilors:  Kenneth  D.  Dolan,  M.D.,  Iowa  City  (2) 

Russell  W.  Conkling,  M.D.,  Cedar  Rapids  (3) 
Robert  T.  Melgaard,  M.D.,  Dubuque  (4) 

Lester  Beachy,  M.D.,  Des  Moines  (8) 

John  H.  Gay,  M.D.,  Des  Moines  (9) 

Donald  F.  Rodawig,  M.D.,  Spirit  Lake  (13) 


The  speaker  complimented  the  reference 
committees  and  urged  the  delegates  to  report 
the  highlights  of  the  meeting  to  their  constit- 
uent physicians.  Following  adjournment  of 
the  House  of  Delegates,  Dr.  John  E.  Tyrrell  was 
installed  as  president  of  the  IMS  for  the  coming 
year  and  addressed  the  House  briefly.  His  in- 
augural remarks  were  published  in  the  June 
issue  of  IOWA  MEDICINE.  Organizational  meet- 
ings of  the  Board  of  Trustees  and  the  Judicial 
Council  occurred  immediately  following  the 
installation. 

The  1985  meeting  of  the  House  of  Delegates 
will  occur  in  Des  Moines  on  April  20-21  at  the 
Hotel  Savery.  The  IMS  Scientific  Session  will 
be  held  in  conjunction  with  the  meeting. 

(Please  turn  to  page  292) 


GOVERNOR  BRANSTAD  — The  Honorable  Terry  Branstod,  Gov- 
ernor of  the  State  of  Iowa,  was  a special  guest  at  the  May  5 
Delegates  Banquet.  Governor  Branstod  commented  on  the  progress 
in  Iowa  health  care  delivery. 


House  of  Delegates  on  her  year  as  president  of  the  Iowa  Medical 
Society  Auxiliary.  Mrs.  Anderson  is  the  wife  of  John  R.  Anderson, 
M.D.,  Boone. 
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REFERENCE  COAAMITTEE  CHAIRAAAN  — Three  physicians  performed  ably  as  chairmen  of  House  of  Delegates'  Reference  Committees.  Shown 
above,  from  left,  are  Dorothy  Gildea,  M.D.,  Davenport;  Louis  W.  Banitt,  M.D.,  Ames;  and  John  H.  Gay,  M.D.,  Des  Moines. 


Highlights  and  actions  of  the  Reference 
Committee  reports  are  summarized  as  follows: 


Reference  Committee  on  Reports  of  Officers 
and  Professional  Liability  — John  H.  Gay, 
M.D.,  R.  Paul  Ferguson,  M.D.,  Donald  L. 
Kahle,  M.D.,  Harold  Miller,  M.D.,  and 
Adrian  J.  Wolbrink,  M.D. 


House  Action:  Instructed  the  IMS  to  main- 
tain its  open  and  positive  liaison  with  the 
Health  Policy  Corporation  of  Iowa,  and  in  so 
doing,  take  the  opportunity  to  share  its  con- 
cerns and  constructive  criticisms  of  actions  and 
communications  emanating  from  HPCL 

House  Action:  Directed  the  IMS,  through  its 
Committee  on  Alcoholism  and  Drug  Abuse,  to 
continue  to  pursue,  together  with  other  in- 
terested agencies,  implementation  in  Iowa  of 
the  AMA  Prescription  Abuse  Data  Synthesis 
Program  (PADS)  with  the  goal  of  identifying 
inappropriate  prescribing  patterns  and  sources 
of  diversion  of  prescription  drugs. 

House  Action:  Applauded  the  IMS  Board  of 
Trustees  for  the  effective  direction  it  is  giving 
the  medical  profession  in  Iowa,  and  endorsed 


a $25  dues  increase,  making  the  1985  dues  level 
$300. 

House  Action:  Commended  the  Iowa 
Medical  Foundation  and  the  contributing 
physician  members  for  their  generous  support 
of  the  Scanlon  Student  Loan  Fund.  This  Fund 
exceeded  $1  million  in  loans  to  deserving 
lowans  attending  medical  school  during  the 
1983-84  academic  year. 

House  Action:  Approved  the  development 
of  a medical  liability  insurance  program  where- 
by the  American  Medical  Assurance  Company 
(AMACO)  will  enter  into  a partnership  with 
the  Iowa  Medical  Society  to  (a)  supply  the 
short-range  liability  needs  of  Iowa  physicians, 
and  (b)  related  to  this,  AMACO  will  cooperate 
with  the  Society  in  the  creation  of  an  IMS  De- 
ductible Trust  Fund  to  permit  the  accumula- 
tion of  necessary  capital  ($3  million)  over  an 
approximate  3-year  period  to  form  an  IMS- 
owned  and  controlled  liability  insurance  com- 
pany. The  organization  of  the  Iowa  Deductible 
Trust  Fund  will  be  under  the  direction  of  the 
IMS,  as  well  as  the  Physicians  Liability  Insur- 
ance Company  which  is  expected  to  succeed 
the  Trust  Fund  upon  realization  of  the  capi- 
talization requirements. 

House  Action:  The  preceding  Trust  Fund  is 
to  be  kept  separate  and  not  intermingled  with 
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other  funds  of  the  IMS  and  is  to  be  used  exclu- 
sively for  the  purpose  for  which  it  was  accumu- 
lated. 

House  Action:  Members  of  the  1984  House 
of  Delegates  are  to  encourage  full  and  max- 
imum opportunity  for  the  explanation  of  this 
new  and  important  liability  insurance  program 
to  member  physicians  all  across  the  state. 

House  Action:  Requested  the  IMS  Medico- 
Legal  and  Legislative  Committees  to  evaluate 
the  tort  system  as  to  further  reform  and  to 
report  findings  to  1985  House  of  Delegates.  In 
making  this  request,  referral  was  made  to  the 
two  committees  of  resolutions  having  to  do 
with  (1)  ceilings  on  awards;  (2)  elimination  of 
payment  for  pain  and  suffering;  (3)  establish- 
ment of  a Workers'  Compensation  type  pro- 
gram; (4)  removal  of  the  contingent  fee  concept 
in  favor  of  another  alternate  approach;  (5)  con- 
sideration of  a loser-pays-all  philosophy  in 
malpractice  actions,  and  (6)  creation  of  a 
prospective  payment  award  system  of  max- 
imum compensation  that  can  be  awarded  in  a 
"category  related  malpractice  claim." 

House  Action:  Instructed  the  IMS  to  con- 
tinue its  active  representation  within  the 
Health  Policy  Corporation  of  Iowa  as  it  studies 
proposals  in  the  medical  liability  area  which 
may  impact  favorably  on  the  cost  of  health 
care. 


House  Action:  Asked  the  IMS,  and  the  new 
mechanism  for  liability  coverage  it  expects  to 
create,  to  undertake  those  professional  and 
public  education  programs  and  activities  that 
will  reduce  the  incidence  of  malpractice  and 
best  serve  the  interests  of  patients  and  physi- 
cians. 


Reference  Committee  on  Articles  of  Incor- 
poration and  Bylaws  and  Medical  Service  — 
Dorothy  Gildea,  M.D.,  Roger  I.  Ceilley, 
M.D.,  John  V.  Fernandez,  M.D.,  William  E. 
Franey,  M.D.,  and  Donald  J.  Soil,  M.D. 


House  Action:  Directed  the  informal  liaison 
between  the  Iowa  Medical  Society  and  Blue 
Shield  be  continued;  acknowledged  that  com- 
munication between  the  organizations  is  of  the 
utmost  importance  and  members  of  IMS  are 
best  served  by  maintaining  liaison  with  Blue 
Shield;  instructed  the  IMS  to  closely  monitor 
developments  of  the  Blue  Shield  Board  over 
the  next  2 or  3 years;  re-emphasized  it  is  still 
the  choice  of  each  individual  physician  to  par- 
ticipate in  Blue  Shield;  and  directed  the  IMS  to 
continue  to  work  with  all  third  party  payors  to 
ensure  that  organized  medicine's  voice  is 
heard. 

(Please  turn  to  page  294) 


IOWA  MEDICINE  HONORED  — The  Society's  monthly  publication,  IOWA  MEDICINE,  received  its  fourth  award  in  the  Sandoz  Medical 
Journalism  Competition  in  1984.  Receiving  the  plaque  from  Sandoz  representative  Gary  Keim  is  Marion  E.  Alberts,  M.D.,  Des  Moines,  right, 
scientific  editor. 
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House  Action:  Encouraged  Iowa  physicians 
to  freeze  their  fees  for  one  year. 

House  Action:  Supported  the  concept  of 
third  party  reimbursement  for  physicians'  out- 
patient management  and/or  education  of  pa- 
tients when  medically  appropriate. 

House  Action:  Referred  to  the  Committee  on 
Medical  Service  for  further  study  of  a resolu- 
tion asking  the  IMS  to  strive  for  greater  recog- 
nition of  cognitive  services  and  work  toward 
reducing  the  disparity  in  remuneration  for 
cognitive  as  compared  to  procedural  services. 

House  Action:  Reaffirmed  the  right  of  a pa- 
tient or  a physician  to  seek  a second  opinion 
freely  from  any  physician  of  his  choice; 
opposed  the  concept  of  mandatory  second 
opinions  or  the  imposition  of  financial  penal- 
ties by  a third  party  payor  for  not  obtaining  a 
second  opinion;  and  supported  the  concept 
that  when  a second  opinion  is  required  by  a 
third  party,  the  second  opinion  should  be  at  no 
cost  to  the  patient. 

House  Action:  Acknowledged  Opinions 
9.06  and  6.10  in  "Current  Opinions  of  the  Judi- 
cial Council"  of  the  American  Medical  Associa- 
tion as  follows; 


9.06  — FREE  CHOICE.  Free  choice  of  physicians 
is  the  right  of  every  individual.  One  may  select  and 
change  at  will  one's  physicians,  or  one  may  choose  a 
medical  care  plan  such  as  that  provided  by  a closed 
panel  or  group  practice  or  health  maintenance  or 
service  organization.  The  individual's  freedom  to 
select  a preferred  system  of  health  care  and  free  com- 
petition among  physicians  and  alternative  systems 
of  care  are  prerequisites  of  ethical  practice  and  opti- 
mal patient  care. 

In  choosing  to  subscribe  to  a health  maintenance 
or  service  organization  or  in  choosing  or  accepting 
treatment  in  a particular  hospital,  the  patient  is 
thereby  accepting  limitations  upon  free  choice  of 
medical  services. 

The  need  of  an  individual  for  emergency  treat- 
ment in  cases  of  accident  or  sudden  illness  may,  as  a 
practical  manner,  preclude  free  choice  of  physician, 
particularly  where  there  is  loss  of  consciousness. 
Although  the  concept  of  free  choice  assures  that  an 
individual  can  generally  choose  a physician,  likeivise 
a physicia72  may  decline  to  accept  that  individual  as  a 
patient.  In  selecting  the  physician  of  choice,  the 
patient  may  sometimes  be  obliged  to  pay  for  medical 
services  which  might  otherwise  be  paid  by  a third 
party. 


NEW  COUNCILORS  — Eight  Iowa  physicians  become  IMS  district  councilors  this  year.  Six  of  them  are  shown  here:  seated  from  left,  Bruce 
Trimble,  M.D.,  Mason  City,  and  Harold  W.  Miller,  M.D.,  Davenport.  Standing  from  left  Donald  Soil,  M.D.,  Denison;  John  H.  Gay,  M.D.,  Des 
Moines,  and  Russell  Conkling,  M.D.,  Cedar  Rapids. 
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ILLUSTRIOUS  TELLERS  — IMS  past-presidents  traditionally  serve  as  tellers  for  the  House  elections.  Shown  above,  from  left,  are  John 
Sunderbruch,  M.D.,  Davenport;  Paul  Seebohm,  M.D.,  Iowa  City;  Hormoz  Rassekh,  M.D.,  Council  Bluffs,  and  William  Bliss,  M.D.,  Ames. 


6.10  — COMPETITION . Competition  between 
and  among  physicmis  and  other  health  care  practi- 
tioners on  the  basis  of  competitive  factors  such  as 
quality  of  services,  skill,  experience,  miscellaneous 
conveniences  offered  to  patients,  credit  terms,  fees 
charged,  etc.,  is  not  only  ethical  but  is  encouraged. 
Ethical  medical  practice  thrives  best  under  free  mar- 
ket conditions  when  prospective  patients  have  ade- 
quate information  and  opportunity  to  choose  freely 
between  and  among  competing  physicians  and  alter- 
nate systems  of  medical  care. 

House  Action:  Accepted  the  new  Councilor 
District  plan  contained  in  the  Report  of  the  Ad 
hoc  Committee  to  Recommend  Redistricting 
Plan  with  the  exception  that  Boone  County  be 
moved  from  Councilor  District  XIV  to  Counci- 
lor District  XL  New  Councilor  District  numbers 
and  counties  are  as  follows: 

New  Disfricf  County  and/or 

Number  Counties 

1 Des  Moines,  Henry,  Jefferson,  Keokuk,  Lee,  Louisa,  Van 
Buren,  Washington 

2 Johnson 

3 Clinton,  Muscatine,  Scott 

4 Cedar,  Jones,  Linn 

5 Allamakee,  Clayton,  Delaware,  Dubuque,  Jackson 

6 Black  Hawk,  Bremer,  Buchanan,  Chickasaw,  Fayette, 
Howard,  Winneshiek 

7 Appanoose,  Clarke,  Davis,  Decatur,  Lucas,  Mahaska, 
Marion,  Monroe,  Ringgold,  Wapello,  Wayne 


8/9  Polk,  Warren,  Madison 

10  Benton,  Iowa,  Jasper,  Marshall,  Poweshiek,  Tama 

1 1 Boone,  Grundy,  Hamilton,  Hardin,  Story 

12  Butler,  Cerro  Gordo,  Floyd,  Franklin,  Hancock,  Mitch- 
ell, Winnebago,  Worth,  Wright 

13  Adair,  Adams,  Audubon,  Cass,  Fremont,  Harrison, 
Mills,  Montgomery,  Page,  Pottawattamie,  Shelby, 
Taylor,  Union 

14  Calhoun,  Carroll,  Cravrford,  Dallas,  Greene,  Guthrie, 
Ida,  Sac,  Webster 

15  Bueno  Vista,  Cherokee,  Clay,  Dickinson,  Emmet,  Hum- 
boldt, Kossuth,  Lyon,  O'Brien,  Osceola,  Palo  Alto, 
Pocahontas,  Sioux 

16  Monona,  Plymouth,  Woodbury 

House  Action:  Approved  amending  Chap- 
ter VI,  Section  2 of  the  Bylaws  of  the  Iowa 
Medical  Society  by  inserting  the  following 
sentence.  Notwithstanding  the  foregoing,  mem- 
bers of  the  Nominating  Committee  may  participate 
in  a meeting  of  the  Committee  by  conference  tele- 
phone or  similar  communications  equipment  by 
means  of  which  all  persons  participating  in  the  meet- 
ing can  hear  each  other,  and  participation  in  a meet- 
ing pursuant  to  this  provision  shall  constitute  pres- 
ence in  person  at  such  meeting;  provided,  however, 
that  upon  request  by  any  Councilor  District  the 
telephone  conference  will  be  replaced  by  an  actual 
physical  meeting  at  Iowa  Medical  Society  headquar- 
ters. 

(Please  turn  to  page  296) 
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PRESIDENTIAL  MEDALLION  — New  IMS  President  John  E.  Tyrrell, 
M.D.,  Manchester,  has  the  Society's  presidential  medallion  put  in 
place  by  retiring  President  Larson. 


House  Action:  Encouraged  future  IMS  presi- 
dents to  involve  younger  physicians  whenever 
possible  when  appointing  committee  chairper- 
sons and  members. 

House  Action:  Encouraged  individual 
physicians  to  educate  their  patients  as  to  what 
services  can  be  provided  by  competent  and 
qualified  medical  personnel. 

House  Action:  Reaffirmed  support  of  IMS 
policy  that  peer  review  should  be  done  by  local 
physicians. 


Reference  Committee  on  Legislation  and  Mis- 
cellaneous Business  — Louis  Bannitt,  M.D., 
John  E.  McGee,  M.D.,  Gene  E.  Michel,  M.D., 
Marvin  Moles,  M.D.,  and  Robert  A. 
Weyhrauch,  M.D. 


House  Action:  Requested  the  IMS  to  evalu- 
ate the  need  for  legislation  to  give  privileged 
status  to  information  compiled  by  hospitals  for 
purposes  of  Medicare  Prospective  Payment 
Program. 

House  Action:  Instructed  the  IMS  to  support 


legislative  activity  to  assure  safety  with  regard 
to  the  transportation  and  disposal  of  hazard- 
ous chemicals,  and  to  assure  the  identification 
of  any  hazardous  chemicals  an  individual 
might  contact  in  his  employment  or  elsewhere. 

House  Action:  Reaffirmed  existing  IMS  poli- 
cy in  favor  of  an  annual  physical  examination 
of  secondary  school  athletes. 

House  Action:  Requested  a committee  of  the 
IMS,  in  cooperation  with  appropriate  private 
and  public  agencies,  to  evaluate  the  feasibility 
and  need  for  implementing  voluntary  and 
mandatory  educational  programs  for  children 
and  young  adults  on  the  use  and  misuse  of 
alcohol.  Results  of  evaluations  are  to  be  re- 
ported to  Executive  Council  or  the  House  of 
Delegates  with  recommendations. 

House  Action:  Asked  that  a committee  of  the 
IMS  evaluate  the  feasibility  of  and  need  for 
developing  educational  programs  for  physi- 
cians to  assist  them  in  counseling  patients  on 
alcohol  abuse  and  misuse.  Results  of  evalua- 
tions are  to  be  reported  to  Executive  Council  or 
the  House  of  Delegates  with  recommenda- 
tions. 

House  Action:  Instructed  the  IMS  to  assign  a 
committee  to  be  responsible  for  evaluating  cur- 
rent laws  and  their  enforcement  as  they  relate 
to  drinking  and  driving.  Pursuant  to  this  eval- 
uation, recommendations  are  to  be  submitted 
to  the  House  of  Delegates  or  the  Executive 
Council  regarding  desirable  changes  in  those 
Iowa  statutes  (or  the  enforcement  thereof) 
which  pertain  to  the  consumption  of  alcohol  by 
operators  of  motor  vehicles. 


THANKS  TO  MEDICAL  ASSISTANTS  — Gwendalyn  Jansen,  CMA- 
A,  Siaux  City,  (left),  president  of  AAMA,  Iowa  Chapter,  and  Ethel 
Kunkle,  CMA,  Stuart,  (right)  provided  apples  to  the  delegates  on 
behalf  of  the  American  Association  of  Medical  Assistants,  State  of 
Iowa,  Inc. 
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House  Action:  Authorized  the  IMS  to  give 
continuing  study  to  the  appropriate  class  size 
at  the  U.  of  I.  College  of  Medicine  and  to  con- 
tinue to  monitor  health  manpower  trends  and 
needs  in  Iowa  and  the  nation. 

House  Action:  Encouraged  the  State  Board 
of  Medical  Examiners  to  acknowledge  the 
orthopedic  physician  assistant  as  an  extender 
of  the  physician  under  the  Iowa  Medical  Prac- 
tice Act  and  urged  the  Board  to  note  that  state 
certification  of  the  orthopedic  physician  assis- 
tant is  not  necessary. 

House  Action:  Acknowledged  the  IMS  is 
concerned  with  the  addictive  nature  of  cough 
mixtures  and  with  sleeping  medications  that 
produce  a narcotic  effect. 

House  Action:  Asked  the  subject  of  addic- 
tive drug  effects  in  cough  mixtures  and  sleep- 
ing medications  be  referred  to  the  appropriate 
committee  and  findings  be  made  available  to 
physicians  through  various  IMS  publications. 


House  Action:  Directed  the  IMS  to  request 
the  Iowa  Foundation  for  Medical  Care  conduct 
a medical  care  evaluation  study  of  addicting 
drug  administration  practices  in  hospital 
emergency  departments. 

House  Action:  Authorized  the  IMS,  if  neces- 
sary, to  develop  in  cooperation  with  appropri- 
ate state  agencies  voluntary  guidelines  setting 
forth  appropriate  uses  for  narcotics  in  the  treat- 
ment of  pain  conditions  frequently  seen  in  hos- 
pital emergency  departments. 

House  Action:  Encouraged  members  of  hos- 
pital medical  staffs  to  seek  appropriate  review 
and  accreditation  of  substance  abuse  units 
associated  with  their  hospitals. 

House  Action:  Acknowledged  IMS  support 
for  the  concept  of  a mutually  verifiable  freeze 
on  the  testing,  production  and  deployment  of 
nuclear  weapons  and  asked  this  position  be 
conveyed  to  the  American  Medical  Association 
for  its  information. 


*FINANCIAL  SEMINARS  FOR 
MEDICAL  PROFESSIONALS 


1984-85  SERIES  BY  WORLDWIDE  FINANCIAL  SEMINARS.  INC. 


**Seminars  held  in  Orlando,  Florida 
at  the  new,  luxurious  Hilton  at  the 
Walt  Disney  World  Village  Hotel 
Plaza  (special  Seminar  room  rate). 

Two  full  Thursday  and  Friday  morn- 
ing sessions  throughout  the  year.  Pick 
your  own  dates. 

FOR  SEMINAR  INFORMATION, 
WRITE  OR  CALL  COLLECT; 

The  Benn  Group, 

1118  Knights  Place, 

Lakeland,  FL  33803,  (813)  646-3892 

*The  financial  Seminar  program  is 
designed  to  comply  with  Federal  ta.x 
law  regarding  ta.x  deductibility. 


Staff  comprised  of  highly  qualified 
investment,  financial  planning, 
managed  account  specialists/authors 
from  leading  international  invest- 
ment firm. 


**Year-round  Area  Attractions  — Wall  Disney  World  • Sea  World  • Cape 
Canaveral  • Beaches  • Golf*  Tennis  • Swimming  • Deep  Sea  Fishing 
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Marion  E.  Alberts,  M.D. 

COMMENTING 

EDITORIALLY 


DOG  DAYS 


The  sultry  time  of  the  year  from  July  to  early 
September  is  dubbed  "dog  days."  There  is 
an  old  adage  that  proclaims  it  is  difficult  to 
teach  an  old  dog  new  tricks.  Often,  in  disgust, 
we  complain  things  are  "going  to  the  dogs" 
especially  on  a bad  day  when  we  may  feel  dog 
tired.  Then,  perhaps  someone  will  coax  us  to 
see  the  better  side  of  life,  and  we  may  be 
dogged  into  a new  attitude.  You  may  be 
asking,  "What  is  the  dog-gone  point  of  this?" 

It  is  unfortunate  that  dogs  are  referred  to  in 
such  derogatory  ways.  The  dog  is  considered 
man's  best  friend,  and  truly  so.  Your  editor 
often  uses  devious  ways  to  get  to  a point; 
sometimes  we  do  not  stray  but  get  right  to  it.  I 
personally  am  finding  it  difficult  to  accept  a lot 
of  changes  that  are  coming  about.  In  other 
words,  this  old  dog  is  having  a difficult  time 
learning  some  new  tricks. 

First,  I find  it  difficult  to  accept  the  new  role 
of  the  hospital.  I still  live  in  the  days  when  the 
mission  of  the  hospital  was  to  provide  a haven 
for  the  very  sick  person  who  needed  medical  or 
surgical  care  not  available  in  the  home  or 
office.  The  hospital  provided  laboratory,  x-ray 
and  surgical  facilities  to  complete  the  diagnosis 
and  permit  proper  treatment.  Now  hospital 
corporations  provide  not  only  many  diagnostic 
and  treatment  modalities,  but,  in  addition, 
outreach  programs  covering  all  forms  of  social 
concern.  In  years'  past,  there  were  no  such 
services  as  "support  groups,"  "encounter 
groups,"  "hotlines,"  "hospital based  teaching 
faculties"  (other  than  "teaching  hospitals"), 
and  the  like.  Hospital  corporations  now  pro- 
vide office  complexes,  motel  facilities,  free 
standing  clinics,  surgicenters,  and  numerous 


other  ancillary  modalities.  Do  not  misunder- 
stand me;  I am  not  totally  against  all  this.  I am 
just  old  enough  that  it  is  difficult  to  embrace 
the  entire  package. 

Next,  this  business  of  medical  fees  and  the 
payment  thereof  is  a new  problem.  It  will 
change  even  more.  The  younger  physicians 
have  not  experienced  the  days  of  true  doctor- 
patient  relationships.  The  physician  provided 
the  services  and  hoped  and  expected  that  the 
patient  could  and  would  pay  the  bill.  It  was  a 
person-to-person  arrangement.  For  the  most 
part  it  was  a good  relationship. 

Now,  the  "third  party  payor"  is  in  the  lead 
role,  and  if  the  payment  from  that  source  is  not 
forthcoming,  the  physician  is  placed  in  the  role 
of  the  villain.  I do  not  like  playing  that  role.  It 
doesn't  fit  my  character.  Third  party  payors 
have  promised  the  best  of  everything  to  the 
patients,  and  when  the  load  became  heavy  the 
doctor  received  the  lashing  of  the  verbal  and 
economic  whips. 

That  brings  me  to  my  third  area  of  difficulty. 
I refer  to  the  cost  of  medical  care:  the  fees  of 
physicians  and  the  cost  of  hospital  care.  The 
concern  is  expressed  constantly.  This  year  the 
AMA  and  many  state  medical  societies  have 
asked  for  a voluntary  freeze  on  physicians' 
fees.  The  hospital  associations  are  confronting 
a whole  new  set  of  reimbursement  circum- 
stances. One  wonders  if  other  areas  of  our 
economy  are  being  impacted  so  significantly; 
perhaps  so  when  we  follow  developments  in 
agriculture,  for  example. 

The  days  of  the  $6  house  call  and  the  $4  office 
charge  are  over.  Gone  they  are,  and  one  won- 
ders if  some  of  the  present  charges  are  truly 
justified.  For  example,  I always  considered 
writing  a hospital  history  and  physical,  and  the 
discharge  summary  part  of  my  service  to  the 
patient  and  myself  — without  any  added 
(Please  turn  to  page  302) 
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EVEN  THE  BEST 
HEALTH  CARE  COVERAGE 
IS  NO  SUBSTITUTE 
FOR  GOOD  HEALTH. 


Blue  Cross  and  Blue  Shield  of  Iowa  offer 
quality  health  care  coverage  recognized  and 
accepted  by  health  care  providers  nationwide 
Coverage  preferred  by  more  than  1 ,000,000 
lowans. 

But  even  the  best  health  care  coverage  is 
no  substitute  for  good  health. 

We  appreciate  the  fact  that  you  and  other 
providers  of  health  care  in  Iowa  are  doing  all 
you  can  to  see  that  lowans  get  healthy... and 
stay  healthy. 

Your  efforts  are  helping  curb  unnecessary 


utilization  of  health  care  services  and  costs. 

In  fact.  Blue  Cross  and  Blue  Shield  sub- 
scribers’ hospital  inpatient  use  has  declined 
1 6%  during  the  past  three  years  — enabling  us 
to  credit  or  reduce  our  rates  by  $24,000,000! 
That  clearly  demonstrates  that  together  we  all 
can  have  an  impact  on  the  cost  of  care. 

It’s  proof  that  Iowa’s  health  care  providers  are 
working  successfully  to  provide  the  people  we 
jointly  serve  with  affordable,  quality  health  care. 

Proof  that  there  really  is  no  substitute  for 
good  health. 

Blue  Cross 
Blue  Shield 

of  Iowa 
Des  Moines 
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Doug  Lind 

QUESTIONS 

AND  ANSWERS 

MEDICAL  STUDENT 
PERSPECTIVE 


Doug  Lind  will  he  a sophomore  in  the  Uni- 
versity of  Iowa  College  of  Medicine  this 
fall.  He  is  a native  of  Mason  City  and  a 
graduate  of  Iowa  State  University.  Follow- 
ing are  his  viewpoints  on  physician  man- 
power questions  and  other  important  mat- 
ters. 


What's  the  general  sentiment  among  medical 
students  about  the  future?  Is  physician  man- 
power the  main  topic? 

Our  concerns  on  physician  oversupply  tend 
to  focus  on  residency  availability.  The  idea  of  at 
least  one  residency  position  for  every  U.S. 
medical  graduate  is  the  favored  feeling.  First- 
year  postgraduate  positions  may  fall  below  this 
mark  if  present  trends  continue.  Federal  fund- 
ing for  medical  education  is  undergoing  exten- 
sive evaluation  and  may  even  be  withdrawn  in 
the  future.  The  problem  is  compounded  by  the 
number  of  foreign  medical  graduates  compet- 
ing for  U.S.  residency  positions. 

If  these  trends  continue,  residents  may  one 
day  be  asked  to  serve  without  salary  or  even 
pay  tuition.  A shortage  of  residency  positions 
may  also  erode  the  standards  for  education 
and  licensure,  plus  it  will  frustrate  efforts  of 
USFMGs  to  return  home.  The  whole  fabric  of 
medical  practice  could  be  altered  if  we  find 
ourselves  with  a pool  of  medical  school  gradu- 
ates who  cannot  find  a suitable  residency  pro- 
gram. They  may  be  forced  to  begin  practice 
earlier  than  expected;  this  could  manifest  more 
development  of  alternate  delivery  systems. 


Does  this  square  pretty  much  with  your  per- 
sonal views? 

Yes,  I think  so.  We  have  much  to  contem- 
plate in  the  manpower  realm.  Do  excessive 
services  emerge  where  there  is  physician  over- 
supply? And,  if  so,  does  this  impact  on  both 
the  quality  and  cost  of  care?  It  seems  our  prob- 
lem is  one  more  of  distribution  than  oversup- 
ply; there  are  still  many  underserved  areas. 
And  there  appear  to  be  imbalances  in  specialty 
distribution  as  well. 

Much  clear  and  innovative  thinking  needs  to 
be  concentrated  in  this  area  — with  emphasis 
on  creating  incentives  for  young  physicians  to 
practice  in  underserved  areas  and  specialties. 

Does  today's  medical  student  have  much 
understanding  of  the  changing  health  care  de- 
livery system? 

Unfortunately,  there  is  little  time  in  the 
academic  schedule  for  these  matters.  Journals 
are  available  to  help  increase  student  aware- 
ness. The  College  of  Medicine  is  supportive  of 
our  efforts  to  better  understand  changes  in  to- 
day's health  care  delivery  systems.  Opportuni- 
ties are  provided  for  students  to  become  famil- 
iar with  the  ethical  and  political  issues.  Erling 
Larson,  M.D.,  immediate  past-president  of  the 
Iowa  Medical  Society,  created  good  student 
interest  with  a recent  talk  about  the  increased 
presence  of  competition  in  medicine. 

In  addition,  U.  of  I.  students  are  participat- 
ing in  local  and  national  task  forces  covering 
various  issues,  e.g.,  women  in  medicine, 
health  legislation,  international  health,  etc. 
There  are  opportunities  for  students  who  take 
the  initiative.  We  need  to  take  this  initiative  if 
we  are  going  to  be  the  future  leaders  in  medi- 
cine. 

(Please  turn  to  page  302) 
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EDITORIAL 

(Continued  from  page  299) 

charges.  Yet,  third-party  payors,  the  govern- 
ment, and  the  terminology  code  books  provide 
some  incentive  to  charge  for  this.  And  so  it  is; 
the  cost  goes  up. 

True,  new  diagnostic  skills  and  machines  are 
costly.  Yes,  automobiles  and  television  sets 
and  house  payments  are  costly,  too.  The  spiral 
goes  on  and  on  . . . but  the  articles  we  read  in 
MEDICAL  ECONOMICS  indicate  more  and  more 


QUESTIONS  AND  ANSWERS 

(Continued  from  page  301) 


We've  seen  good  growth  of  membership 
among  students  in  organized  medicine.  Why 
is  this? 

This  is  due  partly  to  increased  media  cover- 
age of  medical  issues.  The  AMA  has  directed 
significant  attention  to  student  concerns. 
Seven  of  the  8 AMA  councils  have  student 
members.  There  is  a representative  of  the 
AMA  Medical  Student  Section  in  the  AMA 
House  of  Delegates  and  on  the  Board  of  Trus- 
tees. In  addition,  MSS  resolutions  have  effec- 
tively addressed  such  issues  as  cigarette  smok- 
ing, financial  aid.  Medicare  funding  for  medi- 
cal education  and  nuclear  war.  We  have 
appreciated  the  opportunity  given  to  medical 


CAROTID  BODY 
RESECTIONAL  SURGERY 

The  following  statement  is  offered  for  the 
information  of  Iowa  physicians  by  the  Iowa 
Thoracic  Society: 

Carotid  body  resectional  surgery  has  been  advo- 
cated by  a small  group  of  physicians  for  many 
years  for  symptomatic  relief  from  symptoms  of 
dyspnea  associated  with  asthma  and  emphysema. 
To  date,  there  are  no  studies  to  substantiate  the 


physicians  have  become  millionaires.  For  some 
reason  the  millionaire  businessman  is 
accepted;  he  is  a smart  operator.  Physicians 
who  are  successful  are  often  resented.  Why? 
Because  patients  have  to  buy  something  they 
did  not  necessarily  want.  If  the  third-party 
payor  does  not  pay  the  entire  cost,  it  is  re- 
sented. That  is  how  our  society  reacts,  a reac- 
tion that  someday  may  swing  back  to  a degree 
of  self-reliance  again. 

So  ends  my  barking  for  this  editorial.  No 
bones,  please;  just  a kindly  pat  on  the  head  and 
a “good  boy."  — M.E.A. 


students  to  be  part  of  the  debate  on  medical 
care  directions.  It  is  up  to  us  to  take  advantage 
of  this  opportunity. 

You  have  participated  in  the  IMS  House  of 
Delegates  and  the  Medical  Student  Section  of 
the  AMA.  Have  these  experiences  been  use- 
ful? 

They  certainly  have.  Both  have  increased  my 
awareness  of  health  policy  issues  and  have 
provided  a stimulating  diversion  from 
academic  work.  I see  that  the  profession  I 
chose  may  differ  from  the  one  I will  enter.  I 
hope  this  exposure  to  the  political,  economic 
and  ethical  concerns  of  the  day  will  make  me 
more  productive  as  a leader  in  the  medical 
community.  My  interest  stems  from  a fun- 
damental belief  in  the  physician/patient  rela- 
tionship and  a compelling  desire  to  preserve  it 
throughout  my  career. 


claim  that  this  therapy  is  beneficial  and,  in  fact, 
the  resection  of  the  carotid  body  may  blunt  the 
hypoxic  respiratory  drive  and  may  have  a delete- 
rious effect  on  the  patient  who  is  approaching 
respiratory  failure. 

Therefore,  the  Iowa  Thoracic  Society,  medical 
section  of  the  American  Lung  Association  of  Iowa, 
recommends  against  its  consideration  or  use  in 
patients  with  lung  disease. 

Additional  information  on  this  subject  is 
available  on  requests  from  IMS  headquarters. 
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DRUG  THERAPY 

REVIEW 

Robert  J.  Roberts,  M.D.,  Editor 

LANOXICAPS®:  A NEW  DIGOXIN 
FORMULATION  WITH  IMPROVED 
BIOAVAILABILITY 


Bioavailability,  defined  as  the  amount  of 
drug  contained  in  an  administered  drug 
formulation  which  actually  reaches  the 
systemic  circulation  in  an  unchanged  form,  is 
an  important  determinant  of  the  clinical  effica- 
cy of  a drug.  Major  factors  affecting  bioavaila- 
bility include  the  drug's  basic  physical- 
chemical  properties,  its  formulation,  its  in- 
teractions with  other  medications,  and  the 
characteristics  of  the  patient  taking  the  drug, 
such  as  the  presence  of  various  disease  states. 

For  digoxin  tablets  of  high  quality,  the  abso- 
lute bioavailability  varies  from  60  to  80%,  and 
this  incomplete  absorption  is  associated  with 
significant  variation  in  absorption  between  in- 
dividuals and  between  dosage  periods  in  the 
same  individual.  Multiple  drug  interactions 
also  influence  digoxin  tablet  bioavailability. ^ 
Physical  interaction  with  the  tablet  and/or  its 
contents  by  such  medications  as  chole- 
styramine,^ kaolin-pectin,^  and  liquid  ant- 
acids^ can  produce  profound  decreases  in 
absorption.  Antimicrobials,  such  as  sulfa- 
salazine,"^ para-aminosalicylic  acid,^  and 
neomycin,^  which  alter  gut  flora  and  function, 
can  depress  digoxin  absorption.  This  is  a sepa- 
rate issue  from  the  conversion  of  digoxin  by 

This  information  for  Iowa  physicians  is  furnished  and  sponsored  by  the 
University  of  Iowa  Hospitals  and  Clinics. 


gut  flora  to  an  inactive  metabolite  and  the  role 
of  antimicrobials  in  reversing  this  effect.^  Di- 
goxin tablet  absorption  is  also  affected  by 
medications  which  alter  gut  motility.  Drugs 
which  decrease  motility  (e.g.,  propantheline^ 
and  diphenoxylate  with  atropine  [Lomotil®])® 
enhance  absorption,  while  those  which  in- 
crease motility  (e.g.,  metoclopramide^)  reduce 
absorption. 

Because  digoxin  has  such  a narrow  differ- 
ence between  therapeutic  and  toxic  levels  and 
because  large  numbers  of  patients  on  digoxin 
routinely  subtract  and  add  many  other  medica- 
tions (both  prescription  and  nonprescription), 
a new  formulation  of  digoxin,  Lanoxicaps®, 
was  developed  in  hopes  of  alleviating  many  of 
these  bioavailability  problems.  Lanoxicaps®  is 
formulated  by  incorporation  of  digoxin  solu- 
tion in  soft  gelatin  capsules.  This  encapsulated 
digoxin  solution  is  about  95%  absorbed,  and 
thus  its  bioavailability  approximates  that  of 
digoxin  administered  intravenously.^  In  nor- 
mal volunteers,  there  is  decreased  inter- 
subject variation  in  absorption  compared  to 
tablets.^  For  patients,  capsules  produce  less 
variation  in  absorption  from  one  dose  to  the 
next  (within-subject  variation)  than  do  tablets. 

In  addition,  digoxin  capsules  appear  to  de- 
crease problems  with  digoxin  bioavailability 
due  to  concurrently  administered  medications. 
The  decreased  absorption  of  digoxin  tablets  in 
the  presence  of  liquid  antacids  and  kaolin- 
pectin  is  not  seen  with  the  capsules. Based  on 
our  own  studies,  the  decreased  absorption 
seen  with  cholestyramine  and  the  increased 
absorption  associated  with  propantheline  is 
substantially  reduced  by  capsules.  The  capsu- 
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lar  formulation  also  reduces  the  inactivation  of 
digoxin  to  cardioinactive  metabolites  by  gut 
flora  and  thereby  improves  bioavailability  in 
this  manner. 

TOXICITY 

There  have  been  no  reports  of  toxicity  pecu- 
liar to  the  capsular  formulation  as  compared  to 
tablets.  Capsular  formulation  does  lead  to  sig- 
nificantly higher  peak  serum  concentrations. 
Because  of  digoxin's  relatively  long  half-life  of 
distribution,  these  levels  do  not  reflect  steady- 
state  circumstances,  true  tissue  concentra- 
tions, or  true  evidence  of  toxicity.  Rarely,  tran- 
sient anorexia  and  nausea  may  accompany 
these  peak  levels  occurring  about  one  hour 
after  oral  administration  of  the  drug.  This 
should  not  be  considered  evidence  of  true  digi- 
talis toxicity.  If  necessary,  this  can  be  avoided 
by  administration  of  the  capsules  at  the  time  of 
a meal.  This  will  decrease  peak  serum  levels 
without  decreasing  total  absorption. 

DOSAGE 

Lanoxicaps®  is  available  in  0.05  mg,  0. 10  mg, 
and  0.20  mg  dosages,  approximately  equiva- 
lent to  0.0625  mg,  0.125  mg,  and  0.25  mg  of 
digoxin  tablets.  Another  way  to  approach  dos- 
age is  to  assume  essentially  100%  bioavailabil- 
ity of  the  capsules.  Thus  the  total  loading  dose 
for  a patient  could  be  calculated  on  the  basis  of 
0.01  mg  of  capsule  formulation  per  kilogram  of 
patient  weight. 

The  0.05  mg  capsular  formulation  offers 
some  advantage  over  tablets  in  terms  of  titra- 
tion of  dose,  since  a comparable  tablet  dose  is 
only  available  by  breaking  the  0.125  mg  tablets 
in  half.  A 0.15  mg  capsular  size  has  recently 
been  submitted  to  the  FDA  for  approval. 

COST 

At  University  Hospitals  the  current  cost  to 
an  outpatient  for  100  Lanoxicaps®  capsules  is 
$4.79  for  0.05  mg,  $4.79  for  0.10  mg,  and  $5.11 
for  0.20  mg.  The  cost  per  100  tablets  is  $3.55  for 
0.125  mg  and  $3.22  for  0.25  mg.  Based  on  a 
limited  survey  of  community  based  pharma- 
cies, it  is  estimated  that  the  incremental  cost  of 


capsules  over  tablets  should  be  no  more  than 
about  $0.10/day.  Thus,  while  capsules  are 
more  expensive  than  tablets,  both  formula- 
tions are  remarkably  inexpensive,  and  the  dai- 
ly increment  in  cost  for  capsules  is  miniscule 
compared  to  costs  for  almost  all  other  car- 
diovascular medications. 

CONCLUSION 

Based  on  the  improved  consistency  of 
absorption  and  diminished  variability  in 
bioavailability  secondary  to  both  concurrent 
medications  and  to  inactivation  to  cardioinac- 
tive metabolites,  digoxin  administration  in  its 
new  capsular  form  offers  the  physician  and 
patient  real  clinical  advantages  over  tablets  in 
achieving  predictable,  stable  digoxin  serum 
concentrations.  For  patients  currently  taking 
tablets  who  are  having  difficulty  with  in- 
appropriately low  or  inconsistent  digoxin 
serum  levels,  conversion  to  capsular  formula- 
tion is  clearly  indicated.  For  patients  taking 
tablets  without  problems  such  conversion  is 
probably  not  indicated.  It  is  the  author's  per- 
sonal opinion,  and  also  that  of  the  research 
workers  in  the  field  of  digoxin  bioavailability, 
that  capsules  should  be  the  formulation  of 
choice  for  all  new  patients  who  are  initially  to 
be  begun  on  digoxin.  However,  there  is  not  a 
unanimity  of  opinion  with  regard  to  this 
among  the  general  population  of  internists, 
cardiologists,  and  clinical  pharmacologists.  — 
Donald  Brown,  M.D.,  Division  of  Cardiology, 
Department  of  Internal  Medicine. 
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Information  of  Interest 

STATE  DEPT,  OF 
PUBLIC  HEALTH 


ADVANCED  PRE-HOSPITAL  CARE 
IN  IOWA 


ON  May  5,  1978,  Chapter  147A  became 
Iowa  law.  The  administrative  rules  (132) 
went  into  effect  July  5,  1979.  This  law  and  the 
rules  established  minimums  for  the  various 
levels  of  advanced  care  ambulance  service 
programs.  These  minimums  must  be  attained 
before  a program  can  be  authorized  to  function 
in  that  capacity. 

As  of  May  17,  1984,  Iowa  had  104  authorized 
ambulance  service  programs;  Mary  Greeley 
Medical  Center  Mobile  Intensive  Care  Services 
in  Ames  was  the  first  authorization  at  the  EMT- 
P level  on  November  30,  1979. 

While  the  State  Department  of  Health, 
Emergency  Medical  Services  Section,  with  the 
approval  of  the  Advanced  Emergency  Medical 
Care  Council,  gives  authorization  to  the  ser- 
vice programs,  the  State  Board  of  Medical  Ex- 
aminers is  responsible  for  individual  certifica- 
tion and  approval  of  the  advanced  care  train- 
ing institutions.  As  you  will  see  in  the  sum- 
mary outline,  the  number  of  hours  and  the 
costs  vary  with  each  training  program. 

EMT-I  LEVEL 


Program 

Didactic 

Clinical 

Field 

Cost 

Creighton 

85 

60 

200 

$800,00 

EICC 

58 

40 

40-50 

1 .30/hour 

Howkeye  Tech 

65 

35 

50 

200.00 

Mary  Greeley 

NA 

NA 

NA 

NA 

Mercy  DSM 

75 

72 

80 

223.45 

Mercy  DBQ 

51 

72 

72 

200.00 

Mercy  St  Lukes 

70 

120 

40 

175.00 

NIACC 

71 

56 

48 

SECC 

96 

70 

40 

198.70 

U of  Iowa 

42 

30 

50 

100.00 

WITCC 

61 

64 

24 

308.65 

Ottumwa 

66 

47 

67 

300.00 

This  information  on  public  matters  is  furnished  and  sponsored  by  the 
Iowa  State  Department  of  Health. 


EMT-P  LEVEL 


Creighton 

340 

160 

400 

$2200.00 

EICC 

273 

200 

20  runs 

1 .30/hour 

Howkeye  Tech 

238 

208 

160 

750.00 

Mary  Greeley 

296 

160 

160 

800.00 

Mercy  DSM 

284 

224 

200 

857.30 

Mercy  DBQ 

375 

184 

160 

500.00 

Mercy  St  Lukes 

322 

292 

200 

600.00 

NIACC 

216 

184 

160 

SECC 

246 

158 

115 

324.65 

U of  Iowa 

226 

200 

160 

700.00 

WITCC 

229 

160 

80 

348.00 

Ottumwa 

248 

175 

268 

750.00 

LEVELS  OF  SKILL 

There  are  35  EMT-D  service  programs  in 
Iowa.  The  EMT-D  has  received  120  hours  of 
training  in  the  basic  skills  and  is  certified  as  an 
EMT-A,  with  an  additional  16  hours  in  recog- 
nizing ventricular  fibrillation  and  defibrillation 
techniques. 

The  EMT-ID  level  of  certification  has  24  au- 
thorized service  programs.  The  EMT-ID  has 
the  same  training  as  the  EMT-D  plus  148  to  345 
additional  hours  of  training  to  perform  the  fol- 
lowing skills: 

Defibrillation  Techniques 
Peripheral  intravenous  (IV)  insertion 
Esophageal  obturator  airway  (EOA) 
Esophageal  gastric  tube  airway  (EGTA) 
Rotating  tourniquets 
Gastric  tube  insertion 

There  are  16  authorized  EMT-I  service  pro- 
grams. The  EMT-I  is  certified  at  the  basic  EMT- 
A level  and  receives  148  to  345  hours  of  addi- 
tional training  to  perform  the  following  skills: 

Peripheral  intravenous  (IV)  insertion 
Esophageal  obturator  airway  (EOA) 
Esophageal  gastric  tube  airway  (EGTA) 
Rotating  tourniquets 
Gastric  tube  insertion 

At  the  EMT-II  level,  there  are  8 authorized 
service  programs.  The  EMT-II  receives  basic 
EMT-A  training  and  an  additional  300  to  400 
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hours  of  training  to  perform  the  following 
skills: 

All  standard  skills  listed  for  EMT-1 
Drug  administration 
Direct  laryngoscopy 
Endotracheal  intubation  and  suction 
Arrhythmia  recognition 
Defibrillation  techniques 
Cardioversion 

External  jugular  IV  insertion 

Nasogastric  tube  insertion 

Urinary  catherterization  (optional  skill) 

NOTE:  EMT-II  training  is  no  longer  being 
offered. 

The  highest  level  of  certification  is  the  EMT- 
Paramedic,  and  there  are  21  authorized  service 
programs.  The  EMT-Paramedic  is  certified  at 
the  basic  EMT-A  level  and  then  receives  600  to 
900  hours  of  additional  training  to  perform  the 
following  skills: 


All  standard  skills  listed  for  EMT-I 
Drug  administration 
Direct  laryngoscopy 
Endotracheal  intubation  and  suction 
Arrhythmia  recognition 
Defibrillation  techniques 
Cardioversion 

External  jugular  IV  insertion 

Nasogastric  tube  insertion 

Urinary  catherterization  (optional  skill) 

In  conclusion,  the  many  skills  listed  at  the 
various  levels  are  carried  out  with  medical  con- 
trol and  with  ACLS  certified  physicians  and 
registered  nurses  giving  orders  via  radio  to  the 
EMT  and  Paramedic  in  the  field.  Iowa  has 
come  a long  way  since  1978  and  will  continue 
to  achieve  a more  sound  EMS  system  in  the 
years  to  come.  This  effort  by  the  medical  pro- 
fession and  others  to  work  together  to  improve 
patient  care  is  noteworthy.  — Larry  E.  Hazel- 
wood, EMT-P. 


O EMT-D 
□ EMT-I 


•emt-id 

■ EMT-II 


Aemt-p 
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Anyone  HenMmsible 
KrAHalf  Million 
Dollars  ShouMif t Have 
ToWorkTwoJobs. 


Making  money  is  a full  time  job. 
Unfortunately,  so  is  managing  it. 

And  most  people  and  companies  are 
far  better  at  getting  rich  than  they  are  at 
staying  that  way. 

Unless  they  hire  us.  Statesman 
Investment  Advisors. 

We  work  for  individuals,  corporations, 
endowment  funds,  pension  funds  and 
associations  with  manageable  assets  of  a 
half  million  dollars  or  more. 

And  we'll  manage  your  assets  on  a 
fee  basis,  designing  portfolios  that  are 
responsive  both  to  the  market  and  to  your 
goals  and  objectives. 

We  offer  no  products,  no  insurance 
and  receive  no  commissions. 

All  we  have  to  seU  is  a staff  with  35 
years  of  broad  investment  experience  and 
over  $150,000,000  under  management. 

Want  to  make  your  half  million 
whole?  Put  Statesman  Investment 
Advisors  to  work  for  you. 

CaU  515-284-7648. 

REGISTERED  INVESTMENT  ADVISORS 

a The  Statesman  Group,  Inc. 

Suite  804  Des  Moines  Building 
Des  Moines,  lA.  50309 
. (515)  284-7648 

Statesman  Investment  Advisors,  inc. 


May  1984  Morbidity  Report 


Disease 

May 

1984 

Total 

1984 

to 

Date 

1983 

to 

Date 

Most  May  Cases 
Reported  From 
These  Counties 

Amebiasis 

12 

26 

22 

Scattered 

Brucellosis 

0 

1 

0 

Chickenpox 

1434 

5928 

5115 

Scattered 

Campylobacter 

13 

59 

73 

Scattered 

Cytomegalovirus 

0 

6 

7 

Eaton's  Agent 
infection 

2 

16 

98 

Johnson 

Encephalitis,  viral 

0 

4 

18 

Erythema 

infectiosum 

36 

36 

25 

Scattered 

Gastroenteritis 

(GIV) 

1032 

8400 

8068 

Scattered 

Giardiasis 

11 

71 

69 

Scattered 

Hepatitis,  A 

4 

14 

17 

Marshall,  Polk,  Sioux 

Hepatitis,  B 

4 

42 

35 

Dallas,  Polk,  Scott 

Hepatitis,  Non  A-B 

1 

10 

21 

Allamakee 

Hepatitis 

type  unspecified 

1 

6 

6 

Dubuque 

Herpes  Simplex 

67 

351 

423 

Scattered 

Herpes  Zoster 

0 

2 

6 

Histoplasmosis 

1 

12 

10 

Woodbury 

Infectious 

mononucleosis 

17 

93 

102 

Scattered 

Influenza, 

lab  confirmed 

12 

146 

100 

Scattered 

Influenza-like 
illness  (URI) 

3098 

30191 

27376 

Scattered 

Legionellosis 

0 

0 

0 

Malaria 

0 

1 

2 

Meningitis 

aseptic 

0 

12 

26 

bacterial 

5 

45 

73 

Benton,  Emmet,  Kossuth, 

meningococcal 

3 

16 

11 

Polk,  Scott 
Cass,  Osceola,  Polk 

Mumps 

2 

16 

35 

Black  Hawk,  Story 

Pertussis 

0 

3 

4 

Rabies  in  animals 

14 

64 

103 

Scattered 

Reye  Syndrome 

0 

1 

0 

Rheumatic  Fever 

0 

0 

0 

Rubella 

(German  measles) 

0 

0 

0 

Measles 

0 

0 

0 

Salmonellosis 

14 

88 

81 

Scattered 

Shigellosis 

1 

19 

12 

Scott 

Tetanus 

0 

1 

0 

Toxic  Shock 
Syndrome 

0 

9 

9 

Tuberculosis 
total  ill 

2 

30 

32 

Polk,  Wapello 

bact.  pos. 

2 

24 

26 

Polk,  Wapello 

Typhoid  Fever 

0 

0 

0 

Venereal  diseases: 
Gonorrhea 

321 

1772 

1838 

Scattered 

Syphilis 

0 

10 

4 

Other  Non-Reporioble  Diseases:  Adenovirus  — 2,  Linn,  Muscatine;  Blas- 
tomycosis— 1,  Johnson;  Chlamydia,  1,  Polk;  Yersinia,  1,  Jackson;  Urea- 
plasm  urealyticum  — 2,  Johnson,  Polk. 
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Medical  Developments 

NEWS/PROPUCTS. 
PROGRAMS,  ETC. 


NEW  PRODUCT  FOR  SKIN  DISORDERS  — 

Diprolene®  (betamethasone  diproprionate) 
ointment  has  been  placed  on  the  market  by 
Schering  Corporation  recently.  Clinical  trials 
have  demonstrated  rapid  relief  of  inflamma- 
tion, crusting,  scaling  and  itching  associated 
with  psoriasis  and  other  dermatoses.  The  oint- 
ment is  not  recommended  for  children. 

RECENTLY  APPROVED  PRODUCT  — G.  D.  Searle 
& Co.  has  introduced  Theo-24™  (theophylline 
anhydrous),  the  first  once-a-day  oral  theophyl- 
line in  the  United  States.  The  controlled- 
release  capsules  will  be  available  in  100  mg,  200 
mg  and  300  mg  dosage  strengths.  Appropriate 
doses  every  24  hours  are  said  to  provide  a 
consistent  therapeutic  plasma  level. 

CHILD  CAR  SAFETY  — Questor  Juvenile  Furni- 
ture Company  has  available  a variety  of  educa- 
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very  interesting  and  valuable  listing  of  ideas  to 
improve  one's  medical  practice.  These  ideas 
are  concerned  largely  with  ethics,  patient  rela- 
tionship, as  well  as  professional  contacts 
which  may  improve  the  practice  productivity. 
Every  young  physician  should  read  this  publi- 
cation; every  older  physician  should  have  read 
it,  or  at  least  learned  the  principles  presented 
through  years  of  practice.) 


tional  materials  for  use  in  developing  pro- 
grams of  safe  transportation  of  infants  and 
children.  A 17  minute  slide/tape  program  is 
available  for  loan  or  purchase.  Numerous 
guides  and  facts  are  available  for  the  asking. 
You  may  contact  them  at  1801  Commerce 
Drive,  Piqua,  Ohio  45356  (Attn;  Safe  Passage), 
Telephone  513/773-3971. 

DESK-TOP  BLOOD  ANALYZER  — The  East- 
man Kodak  Company  has  produced  a table- 
top  dry  chemistry  instrument  that  permits  in 
office  tests  for  glucose,  cholesterol,  tri- 
glycerides, blood  urea  nitrogen,  and  uric  acid. 
Tests  for  bilirubin  and  hemoglobin  will  be 
added  in  the  future.  An  optional  attachment 
permits  measurement  for  sodium  and  potas- 
sium. Ektachem  DT-60,  a computerized  desk- 
top analyzer,  will  be  priced  at  less  than  $6,000. 

Sahu,  Saheb,  1983,  Coping  With  Grief  Following 
Abortion,  Stillbirth,  and  Infant  Death,  Mercy 
Press,  Mercy  Hospital  Medical  Center,  Des 
Moines,  Iowa  50314.  (Doctor  Sahu  first  dis- 
cusses grief  and  how  to  cope  with  it.  He  pro- 
vides reference  material.  Following  his  discus- 
sion are  separate  discussions  written  by  par- 
ents, each  revealing  how  they  were  able  to 
cope  with  abortion,  stillbirth,  and  the  death  of 
an  infant.) 

Franklin,  Jon,  and  Doelp,  Alan,  1983,  Not  Quite 
a Miracle,  Doubleday  & Co.,  Inc.,  Garden  City, 
New  York,  $16.95.  (Reporters  for  the  Baltimore 
EVENING  SUN,  authors  of  SHOCK- 
TRAUMA,  present  a series  of  neurosurgical 
case  histories.  Considerable  research  was  in- 
volved.) 

Stites,  Daniel  P.,  Stobo,  John  D.,  Fudenberg, 
H.  Hugh,  and  Wells,  J.  Vivian,  1983,  Basic  and 
Clinical  Immunology,  4th  edition,  Lange  Medi- 
cal Publications,  Los  Altos,  California,  $22.00. 

(Please  turn  to  page  310) 
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Wentworth,  Josie  A.,  1983,  The  Migraine  Pre- 
vention Cookbook,  Doubleday  and  Co.,  Inc., 
New  York,  New  York,  $13.95.  (A  self- 
diagnosis,  self-help  cookbook  for  victims  of 
migraine.) 

Polansky,  Norman  A.,  et  al.,  1983,  Damaged 
Parents:  An  Anatomy  of  Child  Neglect,  University 
of  Chicago  Press,  Chicago,  Illinois,  $7.95, 
paperback.  (A  study  of  neglectful  parents  and 
the  effects  upon  their  children.) 

Pare,  Ambroise  (translated  by  Janis  L.  Pallis- 
ter),  1983,  On  Monsters  and  Marvels,  University 
of  Chicago  Press,  Chicago,  Illinois,  $8.95, 
paperback.  (This  1573  classic  work  of  Pare, 
translated  from  the  original  French  into  En- 
glish, is  interesting  reading  for  any  physician 
who  sees  patients  with  congenital  anomalies.) 

Classman,  Judith,  1983,  The  Cancer  Survivors, 
arid  Hozv  They  Did  It,  Doubleday  and  Co.,  Inc., 
New  York,  New  York,  $17.95.  (An  investiga- 
tion of  dozens  of  cancer  victims,  considered 
"hopeless,"  who  triumphed  with  a will  to  sur- 
vive. Written  for  the  cancer  patient,  traditional 
methods  of  treatment,  as  well  as  controversial 
alternative  methods,  are  discussed.) 

Weiss,  Louise,  1983,  Access  to  the  World  — A 
Travel  Guide  for  the  Handicapped,  Facts  On  File, 
Inc.,  460  Park  Avenue  South,  New  York,  New 
York  10016,  $14.95.  (This  is  an  excellent  refer- 
ence book  for  the  handicapped  traveler,  or  for 
anyone  who  must  provide  advice  to  the  hand- 
icapped. Must  a handicapped  passenger  on 
Queen  Elizabeth  II  have  a companion?  "Only  if 
blind."  May  a passenger  on  Japan  Air  Lines 
have  a seeing  eye  dog  aboard?  "Yes,  harnessed 
and  muzzled."  How  about  Varig  Airlines? 
"Only  in  the  baggage  compartment."  Hun- 
dreds of  suggestions  are  given  about  ways  of 
obtaining  specific  information.  I know  of  no 
other  book  containing  so  much  data  for  the 
traveling  handicapped.) 

Day,  Robert  A.,  1983,  How  to  Write  and  Publish  a 
Scientific  Paper,  2nd  edition,  ISI  Press,  Phil- 
adelphia, Pennsylvania,  $11.95,  paperback, 
$17.95,  clothbound.  (This  is  a "cookbook"  for 
the  writer  of  scientific  papers.  Beautifully  writ- 
ten, this  book  has  "all  you'll  ever  need  to 
know"  about  writing  for  publication,  except 
about  what  to  write.) 
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BRIEF  SUMMARY 

PROCARDIA  ■ (nitedipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I Vasospastic  Angina:  PROCARDIA  (mledipine)  is  indicated  lor  the 
management  ol  vasospastic  angina  confirmed  by  any  ol  the  lollowing  criteria  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine  or  3|  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography  the  presence  ol  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  conlirmed  e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  ol  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Etfort-Associated  Angina):  PROCARDIA  is  indicated  for 
the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  ot  vasospasm 
n patients  who  remain  symptomatic  despite  adequate  doses  ot  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  ot  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance 
but  confirmation  ot  sustained  effectiveness  and  evaluation  ol  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  ol  patients  suggest  concomitant  use  ol  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  inlor- 
mation  is  not  sufficient  to  predict  with  confidence  the  effects  ol  concurrent  treatment  especially  in 
patients  with  compromised  left  ventricular  (unction  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  ol  the  drugs  (See  Warnings ) 
CDNTRAINDICATIDNS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  ol 
PROCARDIA  IS  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  ol 
subsequent  upward  dosage  adiustment  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  be 
due  to  the  combination  ot  PROCARDIA  and  a beta  blocker  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  ol  lentanyl,  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
tentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  ol  these  potential  problems  and 
it  the  patient  s condition  permits.  suMicient  time  (at  least  36  hours)  should  be  allowed  for 
PROCARDIA  to  be  washed  out  ot  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency  du- 
ration or  seventy  ol  angina  on  starting  PROCARDIA  or  at  the  time  ol  dosage  increases  The  mech- 
anism ot  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  of  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  it  possible  rather  than  slopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely  patients  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  ot  blood  pressure  during  the  initial  administration  and  titration 
of  PROCARDIA  IS  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  ol  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  I Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure  severe  hypotension  or  exacerbation  ol  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  of  this  combination 

Digitalis  Administration  ol  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ol  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  ot  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating  adiusl- 
ing  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis  mutagenesis,  impairment  ol  fertility  When  given  to  rats  prior  to  mating  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats  embryoloxicily  in  rats,  mice  and  rabbits  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness 
peripheral  edema  nausea  weakness,  headache  and  flushing  each  occurring  in  about  10%  ot  pa- 
tients. transient  hypotension  in  about  5%.  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  ol  PROCARDIA  or  concomitant  antian- 
ginal  medication  Additionally  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation,  loint  stiffness,  shaki- 
ness  sleep  disturbances  blurred  vision  difficulties  in  balance  dermatitis,  pruritus,  urticaria,  fe- 
ver sweating  chills  and  sexual  difficulties  Very  rarely,  introduction  of  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain  possibly  due  to  associated  hypotension 

In  addition  more  serious  adverse  events  were  observed . not  readily  distinguishable  from  the  nat- 
ural history  of  the  disease  in  these  patients  It  remains  possible  however,  that  some  or  many  ol 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  ol  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2°ci  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5°»  ol  patients 

Laboratory  Tests:  Rare  mild  to  moderate  transient  elevations  ol  enzymes  such  as  alkaline  phos- 
phatase CPK  LDH  SGOT  and  SGPT  have  been  noted  and  a single  incident  of  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  of  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NDC  0069-2600-66),  300  (NOC  0069- 
2600-72),  and  unit  dose  (10x10)  (NDC  0069-2600-41)  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77  F(15  to  25  C)  in  the  man- 
ufacturer s original  container 

More  detailed  professional  information  available  on  request  t 1982,  Pfizer  Inc 

LABORATORIES  DIVISION 

PFIZER  INC 


"I  can  do  things  that  I \ 
ccmldntdofor3yrs  including. 


joining  the  human  race  again” 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

' My  doctor  switched  me  to 
PROCARDIA^*]  as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work. .and  feel  needed  and  useful 
once  again." 

PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks.'  taking 
fewer  nitroglycerin  tablets,^  doing  more,  and  being  more 
productive  once  again. 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0.5%). 


* Procardia  is  indicated  for  the  management  of: 

1 ) Confirmed  vasospastic  angina 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents.  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete 


rrocARDiA 


(NIFEDIPINE)""™"" 


Please  see  PROCARDIA  brief  summary  on  adjoining  page 


FOR 

PROFESSHNIAL  PROTECTION 
EXGLUSIVEiy 


— YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION  — 

CONTACT  FIELD  REPRESENTATIVE 

Des  Moines  Office 
L.  ROGER  GARNER 

Suite  506,  Merle  Hoy  Tower,  3800  Merle  Hoy  Rood 
(515)  276-6202 

Mailing  Address:  P.O.  Box  3556,  Urbandale  Station,  Des  Moines,  Iowa  50322 
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News  About  Colleagues 

ABOUT 

vWy 

IOWA  PHYSICIANS 

Dr.  Ralph  Smiley,  former  Mason  City  physi- 
cian, was  honored  at  the  second  annual  Inter- 
national Symposium  on  Man  and  His  Environ- 
ment in  Health  and  Disease.  He  was  cited  for 
his  contribution  to  the  study  of  chemical  effects 
on  the  lives  of  humans.  Dr.  Smiley  was  associ- 
ated with  the  Park  Clinic  in  Mason  City  for  41 
years.  In  1977,  he  joined  the  staff  at  the  En- 
vironmental Health  Center  in  Dallas,  Texas. 
. . . Dr.  Dennis  A.  Weis,  Grundy  Center,  re- 
cently received  the  “James  E.  Kelsey,  M.D. 
Award"  for  outstanding  contributions  in  the 
field  of  alcoholism-chemical  dependency.  The 
award  recognized  Dr.  Weis'  service  to  Eldora- 
Fountain  Lake  Treatment  Center  and  for  his 


public  education  activity.  . . . Dr.  Tom  D. 
Throckmorton,  Des  Moines,  coordinator,  sur- 
gical residency  program,  Iowa  Methodist 
Medical  Center,  recently  was  elected  Emeritus 
Trustee  of  the  Mayo  Clinic.  Dr.  Throckmorton 
is  only  the  second  physician  to  be  so  honored. 
. . . Dr.  Saheb  Sahu,  Des  Moines,  director. 
Special  Care  Nursery,  Mercy  Hospital  Medical 
Center,  has  authored  a book  entitled, 
“Neonatal  Medicine  for  Family  Physicians  and 
Neonatal  Nurses."  . . . Bluff  Medical  Center  in 
Clinton  recently  announced  the  professional 
advancement  of  two  of  its  associates.  Dr. 
Robert  G.  Clark  has  been  admitted  to  the 
American  College  of  Surgeons  and  Dr.  Doug- 


AT  LAST...  GEMSTAR 

12  TEST  PROnLE  IN  16  MINUTES 
AT  ONE  THIRD  THE  COST 


Electro-Nucleonics,  Inc. 


"After  the  sale  . . . 
it’s  the  SERVICE  that  counts.” 


__ 

CZ3  5 

■■  2 

After  20  years  of  experience  in  instrumentation  technology  and  successful  placement  of  over 
2,500  Chemistry  Analyzers  world- wide,  we  at  Electro-Nucleonics  have  extended  our  expertise  to 
design  an  Automated  Chemistry  Analyzer  for  the  special  needs  of  the  small  laboratory. 


HAWKEYE  MEDICAL  SUPPLY,  INC. 

robco-) 


HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  lA  52244  (319)  337-3121 
BRANCH  OFFICE:  7212  UNIVERSITY  AVE.,  DES  MOINES,  lA  50311  (515)  274-4015 

IOWA  WATS:  1-800-272-6448 
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las  Jergenson  has  been  certified  by  the  Amer- 
ican Board  of  Internal  Medicine. 


Dr.  James  J.  Shehan,  Red  Oak,  recently  re- 
ceived the  Red  Oak  Outstanding  Citizen 
Award  for  1984.  . . . Dr.  David  Schweizer  will 
join  Drs.  Edward  Schmiedel  and  Paul  Royer  in 
Charles  City  in  August.  Dr.  Schweizer  re- 
ceived the  M.D.  degree  at  the  U.  of  I.  College 
of  Medicine  and  is  currently  completing  his 
family  practice  residency  at  North  Memorial 
Medical  Center  in  Minneapolis,  Minnesota. 
. . . Dr.  T.  J.  Carroll,  longtime  Sibley  physi- 
cian, recently  retired.  Dr.  Carroll  received  the 
M.D.  degree  at  the  U.  of  I.  College  of  Medicine 
and  began  medical  practice  in  Sibley  in  1947. 
. . . Dr.  Stanley  M.  Haugland,  medical  direc- 
tor, Powell  III  Programs,  Iowa  Methodist 
Medical  Center,  Des  Moines,  was  guest  speak- 
er at  the  tenth  anniversary  and  rededication 
ceremony  of  the  Fountain  Lake  Treatment 
Center  in  Albert  Lea,  Minnesota.  Dr.  Haugh- 
land  was  one  of  those  instrumental  in  starting 
the  chemical  dependency  treatment  unit  in 
Albert  Lea. 


Dr.  Brian  F.  McCabe,  chairman  of  the  U.  of  I. 
Department  of  Otolaryngology,  recently  was 
named  president  of  the  American  Board  of 
Otolaryngology.  . . . Dr.  James  L.  Clemens 
recently  joined  Dr.  S.  R.  Helmers  and  Dr. 
W.  E.  Hicks  at  the  Family  Medicine  Clinic  in 
Sibley.  Dr.  Clemens  received  the  M.D.  degree 
at  the  U.  of  I.  College  of  Medicine  and  com- 
pleted his  family  practice  residency  at  Broad- 
lawns  Medical  Center  in  Des  Moines. 


DEATHS 

Dr.  John  M.  Schutter,  68,  longtime  Algona 
physician,  died  May  2 at  Kossuth  County  Hos- 
pital. Dr.  Schutter  received  the  M.D.  degree  at 
the  U.  of  I.  College  of  Medicine  and  interned  at 
St.  Joseph's  Hospital  in  Phoenix,  Arizona.  He 
began  his  medical  practice  in  Algona  in  1947, 
retiring  in  1983.  Dr.  Schutter  was  a diploma te 
of  the  American  Board  of  Family  Practice  and  a 
charter  fellow  of  the  American  Academy  of 
Family  Physicians. 


Dr.  Louis  A.  George,  64,  Remsen,  died  May  2 
at  Floyd  Valley  Hospital  in  LeMars,  Iowa.  Dr. 
George  received  the  M.D.  degree  at  the  U.  of  I. 
College  of  Medicine  and  interned  at  Hurley 
Hospital  in  Flint,  Michigan.  He  began  medical 
practice  in  Remsen  in  1947.  Dr.  George  was  a 
member  of  the  American  Society  of  Physicians 
and  Surgeons;  fellow  of  the  American 
Academy  of  Family  Physicians;  and  a past 
president  of  the  Floyd  Valley  Hospital  medical 
staff.  In  1972,  he  was  named  Remsen  Citizen  of 
the  Year. 

Dr.  Robert  M.  Chapman,  77,  Cedar  Rapids, 
died  May  10  at  St.  Luke's  Hospital.  Dr.  Chap- 
man received  the  M.D.  degree  at  the  U.  of  I. 
College  of  Medicine,  and  interned  at  Anker 
Hospital  in  St.  Paul,  Minnesota.  He  began 
medical  practice  in  Cedar  Rapids  in  1932,  retir- 
ing in  1974.  Dr.  Chapman  was  a life  member  of 
the  Iowa  Medical  Society,  past  president  of  the 
medical  staff  at  St.  Luke's  Hospital;  past  presi- 
dent of  the  Linn  County  Medical  Society;  and 
served  as  vice  president  of  the  Iowa  Medical 
Society  in  1973. 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 


July  1984  / 313 


k 


MILLARD  K.  MILLS 
AND  COMPANY 

Specializing  In 

COMPLETE  PRACTICE  SURVEYS 

Personnel  Management 

Public  Relations 

Group  Management 
★ ★★★★★ 

Millard  K.  Mills,  Pres. 
Certified  Professional  Bus.  Consultant 
Member:  Society  of  Professional 
Consultants 
****** 

Serving  Iowa  Medicine  since  1949 

226  Alta  Vista  Ave. 
Waterloo,  Iowa  50703 
319-232-1197 
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HEALTH  PROFESSIONALS! 

The  Army  Medical  Department  represents  the  largest  comprehensive  system  of  health  care  in  the  United  States  and 
offers  unique  advantages  to  the  student,  resident,  and  practitioner  in  the  following  professions: 

• Physician  • Environmental  Scientist 

• Dentist  • Civil  Engineer 

• Veterinarian  •Podiatrist 

• Dptometrist  • Audiologist 

• Psychologist  • Pharmacist 

• Nuclear  Scientist  • Laboratory  Scientist 

As  an  Army  Dfficer,  you  will  receive  substantial  compensation,  an  annual  paid 
vacation,  and  participate  in  a remarkable  non-contributory  retirement  plan. 

For  more  information  just  fill  out  the  attached  form  and  mail.  Or  call:  (913) 

684-4898/4860.  (Collect  calls  accepted.) 

PLEASE  SEND  MORE  INFORMATION  ABOUT  OPPORTUNITIES 
IN  THE  ARMY  MEDICAL  DEPARTMENT 
Mail  or  Call:  U.S.  Army  Medical  Department,  Bldg.  268  (Dodge  Hall), 

Ft.  Leavenworth,  KS  66027  (913)  684-4860'4898 


NAME 


AGE 


ADDRESS 
ZIP 


PHONE  (AC) 


SCHOOL  AHENDED/AnENDING 
GRADUATION  DATE 


DEGREE 


SPECIALTY  AREA  OF  INTEREST 
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CLASSIFIED 

ADVERTISING 


URGENT  CARE  CENTER  — Position  available  for  physician  trained/ 
experienced  in  primary  care  (family  practice,  internal  medicine, 
emergency  medicine)  in  center  in  eastern  Iowa  (approx.  400,000  pop.). 
Emphasis  on  quality  of  care  with  opportunity  for  personal  and  financial 
growth.  Contact  J.  Koehler,  M.D.,  East  Kimberly  Urgent  Care  Center, 
2120  East  Kimberly  Road,  Davenport,  Iowa  52807.  319/359-1301. 


MEDICAL  EQUIPMENT  FOR  SALE  — Two  green  examining  tables, 
mid-mark  medical  number  104  (standard  examining  table);  two  green 
stools  on  wheels;  one  Mayo  stand;  one  IV  fluid  stand;  two  rectangular 
lobby  tables;  one  round  lobby  table;  three  lobby  chairs  that  are  attached; 
two  four-drawer  file  cabinets;  one  three-drawer  file  cabinet;  one  seven 
foot  book  shelf;  two  bedside  cabinets;  and  one  Mayo  stand-type  table. 
For  further  information,  phone  712/262-6214. 


FAMILY  PRACTITIONER  POSITION  — available  in  rural  setting.  20 
minutes  from  Des  Moines.  Busy  clinic  with  young  Board  Certified 
Family  Practitioners.  Write  Box  238,  Indianola,  Iowa  50125. 


POSITION  WANTED  — Anesthesiologist,  35,  BE,  Fellow  of  ACA,  6 
years  practice  in  all  types  of  anesthesia  including  regional  and  epidural 
blocks.  Interested  in  practice  opportunity  in  Iowa  preferably  fee  for 
service  solo  or  small  group  practice.  Available  on  short  notice.  Please 
reply  R.R.  #7,  Box  66,  Ottumwa,  Iowa  52501. 


MEDICAL  DIRECTOR  — Opportunity  for  physician  with  experience  in 
medical  group  practice  administration  to  join  established  HMO  in  Madi- 
son, Wisconsin.  Group  Health  serves  29,000  patients  with  its  staff  of  20 
physicians  and  total  staff  of  180.  Excellent  salary  and  benefit  program. 
This  represents  a rewarding  opportunity  to  develop  or  progress  your 
career  in  medical  administration.  Contact  John  Mueller,  Group  Health 
Cooperative,  1 South  Park  Street,  Madison,  Wisconsin  53715.  Phone 
608/251-4156. 


FAMILY  PRACTICE  — Rapidly  expanding  staff  model  HMO  in  Madi- 
son, Wisconsin,  has  opportunities  for  additional  family  practice  physi- 
cians. Competitive  salary  with  excellent  benefits  and  attractive  practice 
setting.  GHC  is  an  established,  rapidly  growing  HMO  serving  29,000 
patients.  Current  staff  totals  180  employees,  including  20  physicians. 
Contact  John  Mueller,  Group  Health  Cooperative,  1 South  Park  Street, 
Madison,  Wisconsin  53715.  Phone  608/251-4156. 


OB/GYN  — Group  Health  Cooperative  has  1984  opening  for  Board 
Certified/Eligible  obstetrician  and  gynecologist.  GHC  is  an  established, 
rapidly  expanding  HMO.  Staff  enjoy  a stable  salary  plus  excellent  ben- 
efit program  including  5-6  weeks  of  time  off  plus  $3,000  CME  funding. 
Madison  is  a city  of  200,000  population;  University  of  Wisconsin;  and  4 
lakes.  Contact  John  Mueller,  Group  Health  Cooperative,  1 South  Park 
Street,  Madison,  Wisconsin  53715.  Phone  608/251-4156. 


FAMILY  PRACTICE  — CEDAR  RAPIDS  — Excellent  working  hours 
with  limited  call  schedule.  Join  established  Primary  Care  Center.  Con- 
tact Jill  at  319/396-2000  or  write  Medicenter  West,  2215  Westdale  Drive, 
S.W.,  Cedar  Rapids,  Iowa  52404. 


PHYSICIAN  FOR  STUDENT  HEALTH  CENTER—  Excellent  university 
with  25,000  enrollment,  beautiful  campus  and  performing  arts  center; 
generous  fringe  benefits;  salary  negotiable.  Contact  Lila  Z.  Furman, 
M.D.,  Director,  Student  Health  Center,  Ames,  Iowa  50011.  Phone  515/ 
294-5801. 


FAMILY  PRACTICE  POSITION  — Join  group  of  6 M.D.'s  in  south 
central  Iowa  town  of  11,000.  Clinic  located  adjacent  to  77-bed  hospital. 
Excellent  working  hours  with  limited  call  schedule.  Good  salary  and 
fringe  benefits.  Call  collect  515/673-6762  or  write  Business  Manager,  1225 
C Avenue  East,  Oskaloosa,  Iowa  52577. 


GENERAL  SURGEON  POSITION  — Join  group  of  6 M.D.'s  in  south 
central  Iowa  town  of  11,000.  Clinic  located  adjacent  to  77-bed  hospital. 
Good  salary  and  fringe  benefits.  Call  collect  515/673-6762  or  write  Busi- 
ness Manager,  1225  C Avenue  East,  Oskaloosa,  Iowa  52577. 


GENERAL  SURGEON  — Board  Certified  or  eligible,  to  join  seven- 
doctor  family  practice  clinic  in  Cloquet,  Minnesota,  a community  of 
12,000  (30,000  service  area)  located  20  minutes  from  Duluth-Superior. 
Clinic  facility  is  located  one  block  from  modern,  well-equipped  77-bed 
hospital.  Cloquet  enjoys  a stable  economy  (forest  products).  Additional- 
ly, our  community  is  noted  for  its  excellent  school  system.  First  year 
salary  guarantee,  paid  malpractice,  health  and  disability  insurance, 
vacation  and  study  time.  Contact  John  Turonie,  Administrator,  Raiter 
Clinic,  Ltd.,  417  Skyline  Blvd.,  Cloquet,  Minnesota  55720.  Telephone 
218/879-1271. 


WANTED  — FAMILY  PRACTITIONER  — in  Forest  City,  Iowa;  home  of 
Winnebago  RV  industry;  college  community  of  5,000.  To  be  3rd  FP  in 
expanding  satellite  office  of  multispecialfy  group  30  miles  away.  OB/ 
Peds  interests  preferred.  Newer  municipal  hospital.  Excellent  financial 
package.  Great  family  community  with  superb  education,  much  recrea- 
tion, close  to  large  lake  nearby.  Send  C.V.  and  photo  to  Administrator, 
Park  Clinic,  890  North  Eisenhower  Avenue,  Mason  City,  Iowa  50401. 
Info  by  return  mail. 


WANTED  — good,  used  medical  equipment/furniture  for  Family  Prac- 
tice office.  Send  list  and  prices  or  call  Robert  F.  McCool,  M.D.,  Clarion 
Clinic,  P.  O.  Box  271,  Clarion,  Iowa  50525.  Phone  515/532-2836. 


IOWA  PHYSICIAN  ASSISTANT  PROGRAM  — is  establishing  a free 
Placement  Service  for  its  graduates.  If  you  are  looking  for  an  excep- 
tionally well-trained,  highly  motivated  physician  assistant  from  one  of 
the  nation's  leading  teaching  programs,  contact  Denis  Oliver,  Ph.D., 
Director,  Physician  Assistant  Program,  University  of  Iowa  College  of 
Medicine,  Iowa  City,  Iowa  52242.  319/353-6935. 


FOR  SALE  — WA  Halogen  Light  set,  pocket  size,  with  oto  and  ophtho 
heads,  etc.  Transformer  #79111,  recharger  and  batteries,  plus  carrying 
case.  All  excellent  condition.  Complete  for  $200.  Also  B and  L binocular 
scope  (black)  with  mech.  stage,  triple  auto-focus  lenses  (10  x , 43  x , and 
97  X oil),  3 sets  of  interchangeable  objective  (5  x , 10  x ),  substage  lamp, 
wood  carrying  case,  cover,  etc.  Excellent  condition.  Complete,  $500  plus 
shipping.  Also  Ampex  portable  tape  deck,  reel  to  reel  with  sound  head 
only.  Amplifier  and  several  music  reels  included.  A good  setup  to  "do 
your  own"  background  music.  Best  offer  over  $100.  plus  transportation. 
Contact  Scott  Linge,  M.D.,  1511  Matterhorn  Drive,  N.E.,  Cedar  Rapids, 
Iowa  52402.  319/363-9767. 


FOR  SALE  — Clay  Adams  HA/5  cell  counter.  New  1979.  $1,500.  Phone 
515/597-2600. 
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ALLERGY 


RICHARD  L.  COOLEY,  M.D. 

PARK  CLINIC 
MASON  CITY 
515/421-5677 
PEDIATRIC  ALLERGISTS,  P.C. 

GEORGE  G.  CAUDILL,  M.D. 

VELJKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
OES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.O.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
OES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  ~ ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-86766 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

Q4‘)  iqTH 
DES  MOINES  50311 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


GYNECOLOGY 


LANE  A.  REEVES,  M.D.,  P.C. 

MEDICAL  ARTS  CENTER.  SUITE  355 
2055  KIMBALL  AVENUE 
WATERLOO  50702 
319/235-6785 

PRACTICE  LIMITED  TO  GYNECOLOGY 
REPRODUCTIVE  ENDOCRINOLOGY 
AND  INFERTILITY 


HEMATOLOGY-ONCOLOGY 


JASJEET  SANGHA,  M.D. 

3118  BRDCKWAY  ROAD 
WATERLOO  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
DANIEL  H.  GERVICH,  M.D. 

INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


PULMONARY  MEDICINE,  P.C. 
STEVEN  K.  ZORN,  M.D. 
GREGORY  HICKLIN,  M.D. 
4060  WESTOWN  PKWY. 
WEST  DES  MOINES  50265 
515/225-8452 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
ROGER  T.  LUI,  M.D. 

STEVEN  G.  BERRY,  M.D. 

DONALD  L.  BURROWS,  M.D. 

PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D. 

NEWBORN  SPECIALIST,  P.C. 
421  LAUREL 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL.  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE.  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES,  M.D., 
STUART  R.  WINSTON.  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG.  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 
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ROBERT  A.  HAYNE,  M.D. 

THOMAS  A.  CARLSTROM,  M.O. 

METHOOIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 

MICHEL  ANDRE,  M.D. 

1420  WOODLAND 
DES  MOINES  50309 
515/243-5014 

PRACTICE  LIMITED  TO  NEUROSURGERY 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  8.  GELMAN,  M.D., 
GERALD  W.  HOWE,  M.D., 

JAMES  J.  PUHL,  M.D., 

EDWARD  A.  DYKSTRA,  M.D., 
MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


SAHERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 
2928  HAMILTON  BLVO. 

SIOUX  CITY  51104 
712/277-2379 

PSYCHIATRIC  THERAPY  — ALL  AGES 


JEAN  ARNOLD,  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY  — ALL  AGES 
COUPLE  COUNSELING 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D.,  RUSSELL  H.  WAH,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R.  WIDNER,  M.D., 
GILBERT  W.  HARRIS,  M.D.,  JAMES  A.  DAVISON,  M.D. 
309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 

OPHTHALMIC  ASSOCIATES,  P.C. 

ARTHUR  C.  WISE,  M.D.,  ROBERT  0.  WHINERY, 

M.D.,  STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 

NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D., 

MICHAEL  L.  LONG,  M.D. 

U.  JOHN  BERZINS,  M.D. 

BRADLEY  L.  ISAAK.  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1481 
MASON  CITY  50401 
515/423-8861 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE,  M.D., 
GERALD  J.  COLLINS.  M.D.,  JAMES  E.  SPODEN,  M.D. 
310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES.  P.C. 

ROBERT  T.  BROWN,  M.D., 

EUGENE  PETERSON.  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
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A Monthly  Commentary 

IN  THE 

PUBLIC  INTEREST 

All  About  PPS 


Last  October  the  first  Iowa  hospitals  got 
their  baptismal  to  the  Prospective  Pay- 
ment System  (PPS).  This  new  arrangement  for 
governmental  payment  of  Medicare  inpatient 
services  was  underway.  All  designated  hospi- 
tals must  be  under  PPS  by  September  30. 

Most  Iowa  physicians  know,  to  a greater  or 
lesser  degree,  that  the  government's  PPS  is 
reshaping  the  way  hospitals  are  reimbursed  for 
Medicare  services.  The  previous  payment  of 
"reasonable  cost"  for  each  hospital  service  is 
by  the  board.  Now  PPS  hospitals  receive  a 
fixed  payment  for  each  of  467  diagnosis  related 
groups  (DRGs),  regardless  of  the  services  pro- 
vided each  patient. 

As  this  is  written,  29  Iowa  hospitals  are  in 
the  Medicare  PPS  fold.  When  July  1 comes 
another  99  will  have  begun  having  their  reim- 
bursement determined  via  the  DRG  mechan- 
ism. 

How  extensive  is  the  impact  of  the  Medicare 
PPS?  Very!  A 1983  survey  of  68  Iowa  hospitals 
showed  44%  of  the  inpatient  days  were  used 
by  Medicare  beneficiaries.  The  number  of 
Medicare  admissions  was  approximately  35%, 
demonstrating  the  propensity  to  longer 
lengths  of  stay.  Rural  hospitals  have  pro- 
portionately higher  Medicare  volume  with 
more  older  people  apt  to  reside  in  their  catch- 
ment areas. 

So,  as  we  know,  DRG  will  be  an  expansive 
proposition.  The  challenge  is  to  understand  it, 
and  help  others  understand  it.  To  this  end,  the 
American  Medical  Association  has  prepared  a 
booklet,  "What  Your  Patients  Should  Know 
About  DRGs  and  the  Prospective  Payment 
System."  This  small  volume  will  assist  physi- 
cians in  answering  patient  inquiries. 

Section  III  of  the  booklet  (in  a Q/A  format)  is 
well  suited  to  helping  patients  (citizens)  under- 


stand the  Prospective  Payment  System.  It 
states,  for  example,  "Under  the  PPS  hospitals 
are  now  paid  a flat  rate  according  to  one  of  467 
diagnoses  that  will  categorize  the  patient's 
reason  for  admission  and  the  services  he  or  she 
received.  Formerly  hospitals  were  reimbursed 
based  on  the  reasonable  cost  for  each  service 
they  delivered.  ..." 

What  are  DRGs? 

The  AMA  booklet  says,  "'DRG'  stands  for 
diagnosis  related  group  and  is  simply  a 
method  of  classifying  patients  on  the  basis  of 
the  condition  which  was  responsible  for  their 
admission  into  a hospital.  DRGs  serve  as  the 
basis  for  payment  under  the  PPS.  A DRG  is 
determined  by  a patient's  principal  diagnosis, 
the  principal  procedures  performed,  second- 
ary conditions  or  complications,  age,  sex,  and 
discharge  status.  As  an  example,  if  you  en- 
tered the  hospital  and  your  diagnosis,  as  deter- 
mined by  your  physician,  was  hypertension, 
then  you  would  be  classified  into  'DRG  134,' 
and  your  hospital  would  be  reimbursed  under 
that  particular  classification." 

Explaining  that  DRGs  are  a new  way  to  pay 
hospitals,  the  booklet  points  out  Medicare  will 
supply  the  same  type  of  benefits  as  under  the 
former  cost-based  method  of  payment.  DRGs 
and  PPS  are  not  intended  to  affect  Medicare 
eligibility,  days  allowed  for  inpatient  hospital 
services,  deductibles  and  copayments  benefi- 
ciaries must  assume,  etc. 

This  24-page  AMA  booklet  is  still  another 
public  information  effort  on  the  part  of  the 
medical  profession.  And  another  good  one. 
Help  in  getting  a copy  or  copies  of  the  booklet 
is  available  from  the  Iowa  Medical  Society. 
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28  consecutive  nights^ ' 
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insomnia  after  discontinuation  of  therapy'  ’ ‘°  *' 
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product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
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Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommend^  tor  use  in  persons  under  15  years  of 
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apprehension,  irritability,  weakness,  palpitations,  chest 
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doxical reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity 
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some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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Of  course,  if  your  patient 
asks  us  to  substitute,  we  first 


obtain  your  permission  by 
phone.  And  we  keep  the  widest 
stock  of  both  brands  and  gener- 
ics in  every  Peoples  family 
pharmacy. 

You  know  what’s  best. 
That’s  why  your  patients  trust 
you  for  their  health  care.  At 
Peoples,  we’ll  try  to  keep  the 
trust  we’ve  earned. 


the  trust  we  work  hard  to  keep. 
And  you  can  trust  Peoples 


5 /— > ■) 

PEOPLES  DRUG 


your  family  phamacy 
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PRESIDENT'S 

PRIVILEGE 


QUALITY  OF  CARE 

ow  DO  we  define  it? 

In  this  day  when  there  is  increasing 
concern  about  costs,  when  physicians  are 
asked  to  use  the  most  cost-effective  location  to 
give  care  and  to  be  prudent  in  the  use  of  tests 
and  procedures,  who  decides  when  this  cost 
effectiveness  and  prudence  starts  to  decrease 
the  quality  of  care? 

The  physician  is  trained  to  care  for  his  pa- 
tient in  the  best  way  possible,  assuring  accu- 
rate diagnosis  and  effective  treatment,  helping 
the  patient  to  understand  his  problem,  and 
dealing  with  the  patient  in  a compassionate 
and  considerate  manner. 

The  patient  has  high  expectations  — of  quick 
and  accurate  diagnosis  through  computerized 
batteries  of  blood  tests  and  an  impressive 
armamentarium  of  procedures  and  machines. 
The  patient  expects  this  quick  and  accurate 
diagnosis  to  be  promptly  followed  by  a safe 
and  effective  reduction  in  his  symptoms  and/or 
cure  of  his  illness. 

More  use  of  cost-effective  locations,  more 
prudent  use  of  tests  and  procedures,  and 
shorter  hospital  stays  will  put  a strain  on  the 
physician's  “best  possible  care"  and  the  pa- 
tient's expectations.  All  of  these  cost-saving 
measures  can  lead  to  an  increase  in  the  com- 


plications of  illness  and  procedures  plus  a de- 
creased accuracy  and  speed  in  making  diagno- 
sis. 

So,  if  we  define  quality  of  care  as  described 
by  physician  training  and  patient  expectation 
and  yet  practice  in  this  era  of  cost  concern,  how 
do  we  proceed? 

1 . By  caring  for  the  patient,  reassuring  him  of 
our  concern  and  desire  to  be  of  help. 

2.  By  helping  the  patient  understand  how 
we  can  make  best  use  of  his  medical  care  dol- 
lars. 

3.  By  working  with  the  patient  to  help  him 
understand  the  high  priority  that  good  health 
and  medical  care  should  have. 

4.  By  working  with  the  patient  to  help  him 
stretch  his  available  resources  to  get  the  care 
needed. 

5.  At  all  times  be  our  patient's  advocate, 
helping  in  the  most  suitable  way  to  get  the  care 
the  patient  needs  using  the  resources  avail- 
able. 

It  will  not  be  easy,  but  it  is  the  challenge  of 
this  time.  As  physicians,  we  must  meet  it. 

TTummJISL  ^ kM) 

John  E.  Tyrrell,  M.D. 

President 
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MERCY  HOSPITAL  MEDICAL  CENTER 

DES  MOINES,  IOWA 
PRESENTS 


“UPDATE  ON 
GERIATRIC  MEDICINE 

WEDNESDAY,  SEPTEMBER  19,  1984 


55 


GUEST  FACULTY: 

BOB  G.  LANIER.  M.D. 

CLINICAL  INSTRUCTOR  OF  MEDICINE 
DEPARTMENT  OF  MEDICINE 
EMORY  SCHOOL  OF  MEDICINE 
ATLANTA,  GEORGIA 


8:00  A.M.  TO  4:00  P.M. 

TOPICS: 

“GERIATRIC  DEPRESSION” 

“SLEEP  DISORDERS  IN  THE 
ELDERLY” 


ERWIN  B.  MONTGOMERY.  JR.,  M.D. 

ASSISTANT  PROFESSOR 
DEPARTMENT  OF  NEUROLOGY 
WASHINGTON  UNIVERSITY  SCHOOL  OF  MEDICINE 
ST.  LOUIS,  MISSOURI 


“PARKINSON’S  DISEASE” 

“PHARMOKINETIC  DOSING  IN  THE 
GERIATRIC  PATIENT” 


EKKHARD  OTHMER,  M.D.,  PH.D.  “AGING  AND  OSTEOPOROSIS” 

PROFESSOR  OF  PSYCHIATRY 
UNIVERSITY  OF  KANSAS 
KANSAS  CITY,  MISSOURI 


WILLIAM  A.  PECK,  M.D. 

SIMON  PROFESSOR  OF  MEDICINE 

WASHINGTON  UNIVERSITY  SCHOOL  OF  MEDICINE 

PHYSICIAN-IN-CHIEF 

THE  JEWISH  HOSPITAL  OF  ST.  LOUIS 

ST.  LOUIS,  MISSOURI 


JERRY  SCHENTAG,  PH.D. 

ASSOCIATE  PROFESSOR  OF  PHARMACEUTICS 
AND  PHARMACY 

STATE  UNIVERSITY  OF  NEW  YORK  AT  BUFFALO 
BUFFALO,  NEW  YORK 

JOSEPH  H.  TALLEY.  M.D. 

CLINICAL  ASSISTANT  PROFESSOR 
OF  FAMILY  MEDICINE 
UNIVERSITY  OF  NORTH  CAROLINA 
CHAPEL  HILL,  NORTH  CAROLINA 


RHEUMATIC  DISEASES” 


Physicians  Fee $50.00 

Physicians’  Assistants  Fee  $20.00 

Nursing  Fee  $20.00 

Paramedical  Fee  $20.00 

Complimentary Residents, 


Interns  & Medical  Students 
ADVANCED  REGISTRATION  REQUESTED! 


A.M. A.  Approved  for  6 hours  Category  1 of 
the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 

Approved  A.A.F.P.  6 hours  Prescribed  Credit. 
A.O.A.  6 hours  Category  2-D  Credit. 

CEU’s:  0.6  (6  contact  hours) 


THE  SEMINAR  WILL  BE  HELD  IN  BEH  AUDITORIUM  SOUTH-1 
Medical  Education  Department 
contact:  Mercy  Hospital  Medical  Center 

Sixth  and  University 
Des  Moines,  Iowa  50314 
Ph.  # (515)  247-3042 
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Iowa  Medicine 
Enters  the  PRO  Era 


ROBERT  L.  MANDSAGER,  M.D. 
Marshalltown,  Iowa 


The  Iowa  Foundation  for  Medical  Care 
was  among  the  first  in  the  nation  to  he 
designated  a PRO.  This  early 
authorization  supports  a belief  that  in 
Iowa  we  can  get  things  together.  This 
summary  discussion  by  the  IFMC 
president  is  presented  in  a further  effort 
to  help  Iowa  physicians  understand  this 
new  requirement  of  the  federal 
government. 


It's  official.  The  Iowa  Foundation  for 
Medical  Care  has  become  one  of  the  na- 
tion's first  peer  review  organizations.  The  Iowa 
peer  review  organization  (PRO)  program  be- 
gan July  1.  This  point  was  reached  after 
months  of  debate,  changed  schedules,  short- 
ened deadlines,  and  revised  instructions. 

Representing  its  physician  constituency,  the 
IFMC  put  in  innumerable  hours  planning,  pre- 
paring, and  submitting  this  PRO  contract 
proposal.  The  effort  was  successful.  The 
Foundation  PRO  proposal  went  from  contract 
submission  to  negotiations  to  contract  signing 
with  no  significant  stops  along  the  way.  The 
Flealth  Care  Financing  Administration  (HCFA) 
found  our  proposal  acceptable  with  only  minor 

Dr.  Mandsager  is  president  of  the  Iowa  Foundation  for  Medical  Care. 
He  is  in  the  private  practice  of  general  surgery  in  Marshalltown. 


adjustment.  Other  prospective  PROs  around 
the  country  have  been  less  fortunate. 

In  the  extended  application  process,  the 
Foundation  persuaded  HCFA  to  modify  some 
PRO  requirements  that  differ  from  the  way  in 
which  IFMC  review  is  either  done  or  planned. 
One  such  important  provision  embodied  in  the 
Iowa  PRO  program  will  be  the  continued  use 
of  local  physicians  for  peer  review  when  they 
are  willing  to  do  critical  peer  review.  This  pro- 
vision was  sought  and  achieved  in  the  de- 
liberations with  HCFA  officials. 

Another  major  change  in  the  federal  require- 
ments was  attained  to  allow  a PRO  board  of 
directors  to  include  representatives  of  hospi- 
tals and  health  maintenance  organizations. 
Both  of  the  rulings  noted  here  are  important  to 
the  IFMC. 

What  does  all  this  mean  to  Iowa  physicians?  What 
changes  will  it  bring? 

The  answer  to  the  first  question  is  most  im- 
portant because  of  its  great  significance  to  Iowa 
medicine.  The  fact  that  the  Iowa  Foundation 
for  Medical  Care  is  the  Iowa  peer  review  orga- 
nization means  our  state  has  more  than  medi- 
cal review,  it  has  medical  peer  review.  It  means 
quality  of  care  and  utilization  of  service  will 
continue  to  be  reviewed  by  a large  number  of 
practicing  physicians.  Moreover,  a consider- 
able part  of  this  review  will  continue  to  be  done 
by  local  physicians  in  their  own  hospitals. 

It  should  be  remembered  the  Iowa  peer  re- 
view system  was  a model  for  the  federal  PRO 
legislation.  This  means  the  changes  PRO  will 
bring  nationwide  will  be  less  dramatic  here  in 
Iowa.  Most  of  the  changes  have  nothing  to  do 
with  the  way  review  is  done;  they  are  simply 
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modifications  to  the  old  professional  standards 
review  organization  (PSRO)  program. 

One  of  the  most  significant  alterations  is  in 
funding.  Unlike  PSROs,  which  were  funded 
by  grants  that  ran  sometimes  as  long  as  15 
months,  PROs  are  funded  through  negotiated 
contracts  for  set  periods  of  time.  The  Founda- 
tion PRO  contract  with  HCFA  began  July  1 and 
is  for  two  years. 

Organizations  of  physicians  were  given 
preference  in  the  first  PRO  contracting  cycle. 
After  the  initial  2-year  agreements,  the  PRO 
contracts  will  be  let  on  a competitive-bid  basis. 
Evaluations  will  be  made  as  to  how  the  PRO 
performs  in  meeting  its  objectives  and  how  it 
fulfills  the  HCFA  requirements.  There  is  heavy 
emphasis  on  private  review,  preadmission  cer- 
tification, quality,  and  outpatient  care. 

Another  difference  between  PRO  and  PSRO 
is  that  both  nonprofit  and  for-profit  organiza- 
tions can  qualify  to  be  peer  review  organiza- 
tions. The  membership  requirements  for  PRO 
are  changed  as  well.  PROs  can  either  be  orga- 


could be  used  to  buy  real  estate! 


It's  true!  Current  tax  law  makes  it  possible  for  you  to  own  resort 
real  estate  from  what  you've  been  paying  in  withholding  taxes. 
For  all  the  details  on  how  you  can  stay  FREE  for  three  days 
and  two  nights,  vacation  in  a Bermuda-like  atmosphere,  play 
golf  in  Scotland,  all  within  30  minutes  of  Sarasota. ..and  maybe 
come  away  with  a piece  of  real  estate  that'll  turn  your  1040  into 
a blessing... write  today!  Or,  for  faster  action,  call  collect 
1-813-493-2500. 


TbcPlaptaliop 

(JoH‘  & Count IT  Club 

500  Rockley  Blvd.,  Venice,  FL  33593 


nizations  comprising  a substantial  number  of 
area  physicians  or  they  can  be  organizations 
that  have  physician  services  available  for  re- 
view. Insurance  companies,  health  care  facili- 
ties and  associations  of  such  facilities  are  ex- 
cluded from  entering  into  PRO  contracts  for 
the  first  12  months  of  the  program. 

As  the  Iowa  PRO,  the  IFMC  is  obliged  to 
accept  responsibility  for  administering  medical 
review  under  the  prospective  payment  system 
(PPS)  now  required  by  the  federal  government 
for  Medicare  hospital  inpatient  services.  This 
means,  in  summary,  the  Iowa  PRO  will  be 
required  to  review: 

• the  diagnostic  information  provided  by  hospi- 
tals for  purposes  of  payment  (DRG  verification); 

• the  completeness,  adequacy,  and  quality  of  care; 

• the  appropriateness  of  admissions;  and 

• the  appropriateness  of  care  provided  to  "out- 
lier" cases. 

Each  PRO  is  required  to  deal  with  waiver 
days  in  a different  manner.  The  waiver  of 
liability  can  be  removed  when  patterns  of  in- 
appropriate utilization  persist;  the  PRO  may 
determine  that  physicians  or  hospitals  should 
have  been  aware  that  the  services  were  not 
eligible  for  payment  under  Medicare. 

Sanctions  are  also  handled  differently  under 
the  PRO  program.  Previously,  PSRO  sanction 
recommendations  were  left  to  the  discretion  of 
the  Secretary  of  the  Department  of  Health  and 
Human  Services  (HHS)  with  decisions  some- 
times taking  years.  Now,  sanctions  are  effec- 
tive in  120  days  after  the  PRO  recommenda- 
tion, unless  HHS  acts  before  then. 

Medical  peer  review  has  been  accepted  as  a 
physician  responsibility  in  Iowa  for  many 
years.  It  almost  certainly  qualifies  as  a tradi- 
tion. Hundreds  of  Iowa  physicians  have  par- 
ticipated in  peer  review  and  these  numbers  are 
growing.  With  the  help  of  individual  physi- 
cians and  hospital  medical  staffs,  the  Iowa 
Foundation  for  Medical  Care  is  prepared  to 
prove  that  medical  peer  review  can  continue  to 
work  well  in  Iowa.  As  an  instrument  of  the 
medical  profession,  we  view  it  as  our  profes- 
sional responsibility  to  manage  health  care  re- 
sources prudently  without  compromising  the 
high  quality  of  patient  care. 
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ECG  STAT... 
wherever  you  are. 


If  you  can  use  a calculator,  you  can  now  expand 
the ‘heart’  of  your  practice  for  less  than  ever 
before  possible. 

With  the  new  MICRO-TRACER™  ECG,  you  can 
provide  your  patients  with  the  benefits  of  a highly  sophis- 
ticated, yet  moderately  priced,  cardiac  diagnostic  center, 
wherever  you  are.  A product  of  space-age  miniaturization 
(only  1.3  lbs),  the  pocket-sized  MICRO-TRACER™  offers 
features  that  make  other  portable  ECGs  outdated  and 
overweight!  □ Permanent  ECG  recordings  □ Up  to  12- 
vector  capability  □ Heart-rate  histogram  □ Continuous 
monitoring  with  its  own  alarm  system  □ Differential 
electronic  stethoscope.  Sold  with  handsome  binocu- 
lar-styled  carrying  case. 

MICRO-TRACER™  I It’s  the  hospital-quality  ECG 
you  can  hold  in  your  hand! 


For  complete  information,  write; 
INTECH  Systems  Corp 
415  Rabro  Drive  East 
Hauppauge,  NY  11788 
(516)  582-8388 


INTECH 

Systems  Corp. 


New 


Use  it  for  your  nursing  home 
rounds.  For  house-calls.  In 
your  office.  Anywhere  you  go! 


micro-tracers 

tNTECH  Systems  Corp. 


MICRO-TRACER 


ECG 


The  first  truly  |:»rtable,  hospital-reliable 
and  affordable  ECG  available  today! 


DES  MOINES  AREA  HOSPITAL  CONSORTIUM 

DIRECTORS  OF  MEDICAL  EDUCATION  COMMITTEE* 


Des  Moines,  Iowa 

Presents  for  1 984  A Seminar  on 


REI^ODUCTIVE 


'/MEDICINE 


FRIDAY  and  SATURDAY.  OCTOBER  26  and  OCTOBER  27 
8:30  A.M.-4:30  RM.  — 8:30  A.M.-12:15  RM. 


Guest  Faculty: 

• Daniel  H.  Belsky,  D.O. 

New  Jersey  School  of  Osteo.  Med. 
Camden,  New  Jersey 

• Mohamed  Y.  Dawood,  M.D. 

University  of  Illinois 
Chicago,  Illinois 

• David  L.  Hemsell,  M.D. 

University  of  Texas 
Dallas,  Texas 

• Andre  J.  Nahmias,  M.D. 

Emory  University 
Atlanta,  Georgia 

• Kenneth  L.  Noller,  M.D. 

Mayo  Clinic 

Rochester,  Minnesota 

• Roy  M.  Ritkin,  M.D. 

University  of  Iowa 
Iowa  City,  Iowa 

• Elvoy  Raines,  J.D. 

American  College  of  OB/GYN 
Washington  D.C. 

• Edward  Slotnick,  D.O. 

Philadelphia  College  of  Osteo.  Med. 
Philadelphia,  Pennsylvania 

• Ronald  C.  Strickler,  M.D. 

Washington  University 
St.  Louis,  Missouri 

• Roger  Williamson,  M.D. 

University  of  Iowa 
Iowa  City,  Iowa 


CME/CEU  Approved  for  AOA,  AMA, 
AAFP.  Nursing  Credits  Pending. 


Topics: 

• Obstetrical  Jurisprudence 

• Prenatal  Counseling 

• High  Risk  Pregnancies  & Deliveries 

• Antenatal  Fetal  Diagnosis  & Mgmt. 

• T.O.R.C.H.  Update 

• Pelvic  Inflammatory  Disease 

(Diagn.  & Mgmt.) 

• Newer  Diagnostic  & Therapeutic 

Modalities  in  Obstetrics 

• Hormones,  Minerals  Sr  Menopause 

• Pelvic  Abscesses 

• Ectopic  Pregnancy 

• Evaluation  of  the  Infertile  Couple 

Female  Component 

• Evaluation  of  the  Infertile  Couple 

Male  Component 

• Diabetes  and  Pregnancy 

• Premenstrual  Syndrome 

• Oral  Contraceptives 


REGISTRATION  FEE: 


□ Physician  $60.00 

D Nurse-Other  Professional $30.00 

□ Residents* No  charge 

*( Lunch  optional  $5.00) 


Advance  Registration  Requested! 


The  Seminar  will  be  held  at  the  Airport  Hilton  Inn,  6111  Fleur  Drive,  Des  Moines,  Iowa. 

Contact:  DES  MOINES  AREA  HOSPITAL  CONSORTIUM 

617  Fleming  Building,  218-6th  Avenue 
Des  Moines,  Iowa  50309 
515-243-8077 


‘Directors  of  Medical  Education  Committee 

Milton  Dakovich,  D.O.,  Des  Moines  General  Hospital  Donald  Lulu,  M.D.,  Mercy  Hospital  Medical  Center 

Carl  Gerber,  M.D.,  Veterans  Administration  Medical  Arnold  Nielsen,  M.D.,  Iowa  Lutheran  Hospital 

Center  John  Olds,  M.D.,  Iowa  Methodist  Medical  Center 

John  Hess,  M.D.,  Broadlawns  Medical  Center  Ronald  Shirk,  D.O.,  Charter  Community  Hospital 


Harley  G.  Feldick,  M.D. 

* 

QUESTIONS 

AND  ANSWERS 

1 ,, 

ANABOLIC  STEROIDS/ATHLETICS 


Dr.  Feldick  has  been  associated  with 
intercollegiate  athletics  at  the  University 
of  Iowa  for  a number  of  years  as  team 
physician.  He  is  a member  of  the  Iowa 
Medical  Society  Committee  on  Sports 
Medicine. 


What  are  “steroids"? 

The  steroid  referred  to  in  athletics  is  the  ana- 
bolic steroid  which  is  a synthetic  male  hor- 
mone. 

Why  are  anabolic  steroids  used  by  athletes? 

Many  athletes  will  do  anything  either  to  win 
or  to  gain  a "slight  edge."  Other  athletes  then 
feel  that  it  becomes  necessary  to  remain  com- 
petitive. 

Does  the  use  of  androgenic  anabolic  steroids 
enhance  muscle  mass  and  strength? 

There  is  no  effect  on  muscle  size  or  strength 
in  normal  healthy  men  taking  the  steroid  with- 
out training.  Studies  with  volunteers  have 
failed  to  show  significant  increases  in  volun- 
tary strength  over  controls.  However,  one 
must  recognize  that  anabolic  steroids  in  high 
doses,  combined  with  heavy  resistance  train- 
ing, will  result  in  an  increase  in  body  weight 
and  muscle  mass.  This  increase  in  body  weight 
is  the  result  of  increased  water  retention  and 
lean  body  mass.  The  therapeutic  dose  for  ana- 
bolic steroids  may  vary  from  8 to  30  mgms  per 
day  depending  on  the  steroid  used.  It  is  re- 


ported that  athletes  may  use  200  mgms  or  more 
per  day.  A placebo  effect  may  also  be  present 
in  the  development  of  muscle  size  and 
strength  because  of  the  increased  intensity  of 
the  training  program  while  taking  the  steroids. 
It  would  be  well  if  this  controversy  could  be 
settled  by  well-controlled  double  blind  studies . 
However,  because  of  the  high  doses  taken  and 
the  possible  adverse  effects,  no  such  studies 
have  been  reported. 

What  are  the  adverse  effects  with  the  use  of 
anabolic  steroids? 

The  use  of  anabolic  steroids  in  young  boys  who 
are  still  growing  may  prematurely  close  the 
epiphysis  preventing  growth  to  their  potential 
height.  Precocious  puberty  could  also  be  a re- 
sult of  steroid  use  and  increased  acne  may 
occur  during  use  of  the  drug.  Testicular  atro- 
phy and  sperm  reduction  may  occur  along 
with  reduced  circulating  testosterone.  Abnor- 
mal liver  function  and  primary  cancer  of  the 
liver  has  allegedly  occurred  as  the  result  of  the 
steroid  use.  Some  question  has  recently  oc- 
curred that  long-term  use  may  predispose  to 
coronary  heart  disease.  Body  builders  taking 
high  doses  of  steroids  often  develop  enlarged 
nipples.  This  is  referred  to  as  "bitch  tits"  and 
frequently  requires  cosmetic  surgery.  Use  of 
the  steroid  by  women  causes  masculinization 
with  increased  facial  hair,  voice  change,  altera- 
tion or  cessation  of  the  menstrual  cycle,  and 
hypertrophy  of  the  clitoris. 

Is  the  anabolic  steroid  a legal  drug? 

The  drug  is  approved  by  the  Federal  Drug 
Administration  for  therapeutic  use  where  indi- 
cated. It  has  not  been  approved  for  use  in  en- 
largement of  muscle  size  and  strength.  The 
American  College  of  Sports  Medicine  has 
(Please  turn  to  page  344) 
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WE  MEASURE 
OUR  PERFORMANCE 
BY  HOW  WELL 
YOU  MEET 
YOUR  OWN  GOALS. 

Defining  clear  goals  is  the  first  step  to  formulating 
effective  investment  strategy. 

That's  why  financial  planning  is  the  initial  component  of 
our  Investment  Management  Service  to  individuals. 
Working  with  you  and  your  other  financial  advisors, 
we  inventory  your  assets  and  determine  just  what 
you  hope  to  accomplish  with  your  investments.  Then 
and  only  then  do  we  suggest  ways  our  service  can 
enhance  your  overall  return. 


Our  professional  investment  staff  continuously  monitors 
the  effectiveness  of  your  portfolio  and  suggests  ways 
to  strengthen  it.  Or  if  you  prefer,  we’ll  assume  full 
responsibility  for  managing  your  investments,  handling 
all  the  details  of  purchase  and  sale,  income  collection 

and  record-keeping. ' 

Call  on  us  at  any  time.  Whatever  your  goals,  you’ll  find 
we’re  equal  to  the  challenge.  For  an  appointment, 
call  245-2800.  Or  phone  toll-free  from  anywhere  in 

Iowa:  800-362-1688. 

Member  FDIC. 


Bankers 

. ComeCrowt  n NOT  . . . . 
With  us  1 1 UwL 


332  / Iowa  Medicine 


Congenital  Heart  Disease 
In  the  Adolescent: 

An  Iowa  Perspective 


DAVID  J.  SKORTON,  M.D., 

LARRY  T.  AAAHONEY,  M.D. 

PAMELA  M.  STEWART,  R.N.,  CPNP,  and 
SUSIE  C.  TRUESDELL,  PA-C 
Iowa  City,  Iowa 


As  progress  continues  in  cardiovascular  diagnostic  and 
therapeutic  procedures,  the  population  of  patients  will 
increase.  As  a consequence,  the  authors  emphasize  the 
need  for  expanded  follow-up  care  will  be  present.  They 
stress  the  importance  of  the  primary  care  physician  in 
this  process. 


CONGENITAL  CARDIOVASCULAR  DISEASES  have 

traditionally  been  the  province  of  the 
pediatrician  and  pediatric  cardiologist.  The  last 
three  decades,  however,  have  witnessed  sub- 
stantial changes  in  the  diagnostic  and  ther- 
apeutic approach  to  patients  with  congenital 
heart  diseases.  A wider  variety  of  physicians 
and  other  health  care  providers  are  now  in- 
volved in  the  care  of  these  patients.  Further, 
two  factors  have  resulted  in  a larger  proportion 


The  authors  are  associated  with  the  Departments  of  Internal  Medidne 
and  Pediatrics,  University  of  Iowa  Hospitals  and  Clinics,  Iowa  City,  Iowa. 


of  patients  with  congenital  heart  diseases  sur- 
viving into  healthful,  active  adolescence  and 
adulthood.  First,  the  natural  historv  of  several 
of  the  congenital  lesions  is  that  of  expected 
survival  into  adulthood  — a tendency  probably 
enhanced  by  modern  medical  management.^ 
Second,  a growing  number  of  congenital  dis- 
orders of  the  heart  and  circulation,  simple  or 
complex,  are  amenable  to  definitive  surgical 
repair  or  sophisticated  palliation  at  an  early 

2 3 

age.  ' 

Increased  longevity  necessitates  considera- 
tion of  several  problems  unique  to  the  con- 
genital cardiac  patient  who  reaches  adoles- 
cence and  adulthood,  including:  (a)  the  effect 
of  superimposed  acquired  cardiovascular  dis- 
orders, such  as  hypertension,  coronary  artery 
disease,  and  infective  endocarditis;  (b)  entry 
into  the  reproductive  age  group,  with  its  atten- 
dant considerations  of  contraception  and  fami- 
ly planning;"^  (c)  education  and  career  plan- 
ning; (d)  insurability;'’  and  (e)  the  psychosocial 
effects  of  the  underlying  cardiac  lesion  and/or 
postoperative  sequelae.^ 

For  optimal  management  of  this  spectrum  of 
problems,  and  the  underlying  cardiac  lesion, 
the  combined  expertise  of  a variety  of  health 
professionals  needs  to  be  used.  One  example 
of  the  application  of  such  combined  expertise 
is  the  cooperative  care  of  the  adolescent  cardiac 
patient  by  pediatricians  and  internists  working 
together.  There  is  well-described  precedent  for 
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this  combined  approach  to  the  adolescent  car- 
diac patient.^'  ^ 

For  approximately  the  last  two  years,  we 
have  been  developing  a cooperative  approach 
to  the  adolescent  with  congenital  heart  disease 
at  the  University  of  Iowa  Hospitals  and  Clinics. 
The  focus  of  our  efforts  is  an  Adolescent  Car- 
diology Clinic,  in  which  patients  with  con- 
genital cardiovascular  disorders  are  cared  for 
by  a team  which  includes  pediatric  cardiolo- 
gists, internist  cardiologists,  physician's  assis- 
tants, nurse  practitioners,  and  pediatrics  and 
internal  medicine  housestaff  physicians.  Input 
from  others,  including  cardiovascular  sur- 
geons, geneticists,  obstetricians,  psychiatrists, 
and  vocational  rehabilitation  counselors,  has 
brought  the  broad  expertise  we  believe  is 
necessary  for  proper  attention  to  the  range  of 
problems  our  patients  present. 

The  advent  of  surgery  for  complex  heart  dis- 
ease (e.g.,  modified  Fontan  procedure  for  tri- 
cuspid atresia  or  single  ventricle.  Mustard  and 
Senning  procedures  for  transposition  of  the 
great  arteries)  has  not  only  improved  longevity 
but  also  is  uncovering  many  unforseen  prob- 
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lems.  Late  post-operative  complications,  such 
as  arrhythmias,  following  even  less  compli- 
cated "corrective"  procedures  stresses  the  im- 
portance of  following  the  asymptomatic  child 
into  adulthood.®  Therefore,  we  must  system- 
atically observe  the  long-term  clinical  course 
following  our  surgical  procedures  to  evaluate 
present  and  future  techniques  and  to  deter- 
mine optimal  timing  of  surgery  for  younger 
patients  with  similar  defects. 

Since  many  questions  remain  unanswered 
concerning  the  remote  effects  of  the  complex 
surgical  procedures  recently  applied  to  our  pa- 
tients, those  of  us  caring  for  them  must  con- 
tinue to  carefully  monitor  their  functional, 
physiological,  and  psychological  status.  This 
monitoring  must  include  the  observations  of 
the  patients'  primary  physicians.  This  is  espe- 
cially true  in  Iowa,  where  the  care  of  these 
complex  patients  is  a cooperative  venture  of 
the  primary  physician  and  the  staff  of  the  Uni- 
versity Hospital. 

The  future  appears  to  hold  even  greater 
promise  and  challenges  in  the  care  of  the  older 
patient  with  congenital  cardiac  disease.  Con- 
tinued progress  in  cardiovascular  diagnostic 
techniques  and  in  surgical  approaches  to  com- 
plex lesions  will  undoubtedly  increase  the 
already  sizable  population  of  patients  with 
congenital  heart  disease  who  present  for 
medical  care  in  the  adolescent  and  adult  age 
groups.  It  behooves  all  of  us  to  learn  more  and 
to  join  efforts  in  the  care  of  this  unique  group  of 
patients. 
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Artificial  Urinary  Sphincter  and 
Penile  Prosthesis  Surgery: 
Current  Status 


BERNARD  FALLON,  M.D.,  and 
STEFAN  A.  LOENING,  M.D. 
Iowa  City,  Iowa 


Progress  has  been  made  in  the  design  of  inflatable 
penile  prostheses.  This  progress  is  reported  along  with 
some  of  the  complications.  Other  recent  advancement  in 
urological  prostheses  at  the  University  of  Iowa  is  also 
summarized. 


The  surgical  treatment  of  impotence  be- 
came feasible  in  1973  with  the  introduction 
of  the  inflatable  penile  prosthesis  and  the 
Small-Carrion  rigid  penile  prosthesis.  Also,  in 
1973,  the  first  models  of  the  American  Medical 
Systems  artificial  urinary  sphincter  were  clini- 
cally tested  in  incontinent  patients.  Initial  ver- 
sions of  the  various  prostheses  were  beset  with 
a variety  of  complications,  resulting  in  the 
need  for  many  operative  revisions.  Because  of 
these  problems,  we  did  not  begin  to  use  the 
inflatable  penile  prosthesis  at  the  University  of 
Iowa  Urology  Department  until  1977.  In  1980, 
we  began  to  use  the  Jonas  semirigid  rod 
prosthesis  in  preference  to  the  Small-Carrion 
rod  prosthesis,  which  is  not  malleable,  and  is 
therefore  difficult  to  conceal.  In  1983,  a new 
version  of  the  artificial  urinary  sphincter  was 

The  authors  are  associated  with  the  Department  of  Urology  at  the 
U.  of  I.  College  of  Medicine. 


designed.  It  has  been  used  at  the  U.  of  I.  for  the 
treatment  of  incontinence  since  its  introduc- 
tion. 

SEMIRIGID  MALLEABLE  PENILE  PROSTHESES 

From  March,  1980  to  July,  1983,  the  Jonas 
semirigid  penile  prosthesis  was  implanted  in 
57  impotent  men  at  our  institution.  This 
prosthesis  has  an  inner  core  of  intertwined  sil- 
ver wires,  surrounded  by  a silicone  rubber  rod 
(Figure  1 top).  The  silver  wire  core  allows  the 
prosthesis  to  be  malleable,  thus  increasing  con- 
cealability  of  the  device,  and  allowing  the 
penis  to  be  manipulated  into  a flaccid  or  erect 


TABLE  I 

JONAS  PROSTHESIS  — 57  CASES 
REVISION  OPERATIONS 


Larger  prosthesis  inserted 

2 

Smaller  prosthesis  inserted 

2 

Removal  both  cylinders 

2 

Removal  one  cylinder 

1 

Debridement  penile  skin 

J 

Total 

8/57 

TABLE  II 

INFUTABLE  PENILE  PROSTHESIS 
95  CASES 

Removed,  infected 

5 

Switch  to  semirigid 

7 

Failed,  unrepaired 

5 

Failed,  corrected 

29 

Total  complications 

46  patients  (47%) 

Presently  functional 
inflatable  prosthesis 

78  patients  (82%) 
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Figure  1 . Semirigid  Prostheses  — Above:  Jonas  semirigid  pros- 
thesis, with  silicone  rod  enclosing  silver-wire  core.  Below:  AMS 
malleable  prosthesis,  with  detachable  outer  silicone  envelope,  and  3 
sizes  of  rear  tip  extenders.  One  rod  can  therefore  adapt  to  8 
different  sizes. 


Figure  2.  Transverse  and  longitudinal  view  of  penis  showing 
prosthesis  cylinder  filling  the  corpus  cavernosum  from  the  glans  penis 
to  the  ischial  tuberosity. 

position.  One  rod  is  inserted  surgically  into 
each  corpus  cavernosum  in  the  impotent  male 
(Figure  2).  The  operation  is  performed  through 
a short  penile  incision,  and  takes  approximate- 
ly 45  minutes.  There  is  considerable  postopera- 
tive discomfort  for  several  weeks,  but  the  pa- 
tient is  usually  discharged  in  2-3  days. 

Of  our  57  patients,  8 have  had  a complication 
requiring  further  surgery.  Four  patients  re- 
quired different  size  prostheses;  3 patients  had 
infections  which  resulted  in  removal  of  all  or 
part  of  the  device,  and  1 patient  with  a segment 
of  necrotic  penile  skin  required  debridement 
(Table  1). 

In  1983,  we  participated  in  a clinical  trial  of  a 
new  semirigid  prosthesis  produced  by  Amer- 


Figure  3.  Inflatable  Penile  Prosthesis  — This  illustrates  the  3 
components:  the  spherical  fluid  reservoir  (top),  the  control  pump 
(bottom),  and  the  inflatable  penile  cylinders  (left). 


ican  Medical  Systems.  While  its  design  resem- 
bles the  Jonas  prosthesis,  the  rod  can  be 
lengthened  by  the  addition  of  rear  tip  extend- 
ers and  narrowed  by  the  removal  of  a silicone 
envelope  (Figure  1 bottom).  Thus,  a set  of  3 
pairs  of  cylinders  can  be  adapted  to  an  inven- 
tory of  24  different  sizes.  This  allows  a hospital 
to  stock  a full  range  of  sizes  for  a relatively  low 
capital  investment. 

INFLATABLE  PENILE  PROSTHESES 

The  inflatable  penile  prosthesis  (Figure  3) 
has  been  used  by  our  department  since  Janu- 
ary, 1977.  As  of  July,  1983,  95  patients  have  had 
this  device  implanted.  This  prosthesis  allows  a 
controlled  erection  (Figure  4),  and  easy  con- 
cealability.  The  operation  is  performed 
through  a suprapubic  or  scrotal  incision,  takes 
about  2 hours  to  perform  and  requires  about  4 
days  of  postoperative  hospitalization.  The  ma- 
jor disadvantage  of  the  device  is  the  rather 
common  incidence  of  mechanical  breakdown. 
Five  of  our  patients  have  had  infections  requir- 
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Figure  4.  The  Inflatable  Penile  Prosthesis  In  Situ  — The  reservoir  is 
implanted  in  the  abdomen,  the  control  pump  in  the  scrotal  sub- 
cutaneous tissue,  and  the  expandable  cylinders  in  the  corpora 
cavernosa.  Inflation  of  the  cylinders  produces  penile  erection. 

ing  removal  of  their  prosthesis.  Forty-one 
others  have  suffered  a total  of  59  complications 
of  a mechanical  nature.  Seven  of  these  patients 
switched  to  a semirigid  prosthesis;  5 refused 
corrective  surgery,  and  the  others  have  had 
their  prostheses  repaired  by  operative  in- 
tervention (Table  2).  Eighty-two  percent  of  our 
patients  continue  to  have  a functional  inflat- 
able penile  prosthesis,  and  express  great  satis- 
faction with  the  device.  As  improvements  have 
been  developed  in  the  design  of  this  pros- 
thesis, we  have  noted  a decrease  in  the  com- 
plication rate. 

ARTIFICIAL  URINARY  SPHINCTER 

Perhaps  the  most  significant  recent  advance 
in  urological  prostheses  is  the  development  of 
a reliable  artificial  urinary  sphincter  for  treat- 
ment of  male  and  female  urinary  incontinence 
(Figure  5).  This  device  allows  a silicone  sphinc- 
ter to  be  implanted  around  the  urethra,  either 
(Please  turn  to  page  338) 


Bladder-Neck 

Sphincter 

Figure  6.  Artificial  Urinary  Sphincter  In  Situ  — The  urethral  cuff 
(situated  here  at  the  bladder  neck)  is  deflated  to  allow  voiding  by 
squeezing  the  intrascrotal  deflation  pump.  After  2-3  minutes,  the 
abdominal  pressure-regulating  balloon  automatically  reinflates  the 
urethral  occlusive  cuff. 


Figure  5.  Artificial  Urinary  Sphincter  — The  components  are  the 
urethral  cuff  (top  left),  the  control  pump  (right),  and  the  pressure- 
regulating balloon  (lower  left). 
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OB-GYN  — 
PEDIATRICIAN  TEAM 

New  Hospital  Opening  in  Fall  of  1984 
in  Fulton,  Missouri 


This  represents  an  outstanding  medical 
practice  opportunity.  County  of  30,000 
primary  service  area  with  fine  small  com- 
munity of  1 2,000 hosting  two  nationally 
known  colleges  and  a growing  industrial 
base.  We  are  close  to  the  Lake  of  the 
Ozarks  as  well  as  multiple  other  recreation- 
al opportunities  and  facilities.  The  Hospital 
has  a fine  tradition  of  strong  family-practice 
physicians  and  has  recently  recruited  an 
orthopedic  surgeon  to  build  its  surgical 
team  to  two.  There  are  over  400  births  in 
this  County  each  year,  and  the  pediatric 
population  is  growing  steadily.  Residents 
want  the  best  in  specialist  medical  care. 
For  further  information  regarding  guaran- 
tees or  other  considerations  contact  Shar- 
on R.  Heinlen,  Administrator,  Callaway 
Community  Hospital,  Hospital  Drive,  Ful- 
ton, MO  65251,  314-642-3376. 


at  the  bladder  neck  or  in  the  perineal  area.  The 
patient  can  deflate  the  sphincter  by  means  of  a 
control  pump  implanted  in  the  scrotum  or 
labium.  The  patient  can  then  void,  and  pres- 
sure is  automatically  restored  to  the  sphincter 
cuff  by  a pressure-regulating  balloon  im- 
planted in  the  abdomen  (Figure  6).  The  sur- 
gical insertion  of  this  prosthesis  takes  about  2 
hours,  and  the  patient  is  hospitalized  for  4-5 
days. 

We  have  performed  this  procedure  in  6 male 
and  1 female  patients  suffering  from  total  uri- 
nary incontinence.  All  have  had  their  inconti- 
nence corrected,  and  so  far  none  have  had  any 
complications.  Mechanical  failures  may  be  ex- 
pected with  this  device,  however,  and  erosion 
of  the  urethra  by  the  sphincter  cuff  requiring 
its  removal  has  been  reported.  Any  postopera- 
tive infection  would  require  removal  of  the 
prosthesis.  This  prosthesis  appears,  though,  to 
be  an  effective  tool  for  the  treatment  of  urinary 
leakage  and  its  associated  misery. 
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Oncology  Fellowship  Program  September  13-14, 1984 


A two-day  continuing  education  program  in  Oncology  for  primary  care  physicians  will  be  held  at  Moiling 
Education  Center,  Immanuel  Medical  Center,  September  13-14,  1984.  This  program  is  designed  to  enhance 
physicians’  diagnosis,  treatment  and  follow-up  skills  in  dealing  with  the  most  prevalent  oncology  diagnoses. 
Continuing  Medical  Education  (CME)  credits  are  offered  for  participation  in  the  program. 

Spouses  are  invited  to  participate  in  special  activities;  participants  and  faculty  will  enjoy  an  evening  of  Dinner 
Theater  together  on  Thursday,  September  13.  Participants  are  housed  at  the  beautiful  new  Immanuel  Plaza 
Motel  on  the  Medical  Center  campus. 


First  Day 

Introduction  to  Cancer 
John  B.  Davis,  M.D. 

Principles  and  Treatment  of  Cancer: 
Radiation  Oncology 
Chemotherapy 
David  J.  Harter,  M.D. 

Herbert  A.  Hartman,  Jr.,  M.D. 

Imaging  Modalities 
Paul  Bender,  M.D.* 

W.  Benton  Copple,  M.D.* 

Primary  Oncologic  Emergencies 
John  J.  Hoesing,  M.D. 

Colon  Cancer  Update 
Mark  Christensen,  M.D. 

Tumor  Markers 
Thomas  A.  Ruma,  M.D. 

The  Black  Spot  — Malignant  Melanoma 
John  F.  Latenser,  M.D. 

Lung  Cancer  Update 
Leonard  Moss,  M.D. 

David  A.  Huohes.  M.D. 

The  Role  of  the  Family  Physician  in 
the  Treatment  of  Cancer 
Ronald  C.  Bell,  M.D. 

Tour  of  Radiation  Oncology 


' Session  presenter  rotates  for  each  Fellowship  Program, 


Second  Day 

Tumor  Conference 
John  B.  Davis,  M.D.,  Moderator 

Panel  — Medical  Staff  representing  Hematology,  Medical 
Oncology,  Pathology,  Gynecology,  Surgery,  Radiology,  Urol- 
ogy, General  Family  Practice,  Internal  Medicine 

Gynecologic  Tumor 
Leon  S.  McGoogan,  M.D.* 

Terrence  J.  Kolbeck,  M.D.* 

Chronic  Lymphatic  Leukemia 
Joseph  D.  Verdirame,  M.D. 

Multiple  Myeloma 
Joseph  D.  Verdirame,  M.D. 

Control  of  Pain  in  the  Cancer  Patient 
David  J.  Harter,  M.D. 

Skin  Tumor  Diagnosis  and  Treatment 
John  F.  Latenser,  M.D. 

Breast  Cancer  Update 
John  B.  Davis,  M.D. 

Cancer  Screening  in  the  Physician’s  Office 
William  A.  Shiffermiller,  M.D. 

Prostatic  Carcinoma 
Stewart  E.  Sloan,  M.D.* 

Gerald  C.  Felt,  M.D.* 

Liver  Pumps  and  Hickman  Catheters 
Thomas  Connors,  M.D. 

Follow-Up  of  Cancer  Patients 
John  B.  Davis,  M.D. 


For  more  information  on  this  or  future  Fellowships,  contact  Marion  Kaple,  IHolling  Education  Center,  Immanuel 
Medical  Center,  6901  North  72nd  Street,  Omaha,  Nebraska  68122,  (402)  572-2340. 


Immanuel  Medical  Center 


Announcing  . . . 

Cardiology  Fellowship  Program  September  20-21, 1984 


The  Cardiology  Fellowship,  to  be  held  at  the  Moiling  Center  on  September  20-21 , 1 984,  is  a two  day  intensive 
program  for  primary  care  physicians.  The  program  is  designed  to  enhance  diagnostic,  treatment  and  follow-up 
skills  in  caring  for  the  cardiac  patient.  Continuing  Medical  Education  (CME)  credits  are  offered  for  participation  in 
the  program. 

Spouses  are  invited  to  participate  in  special  activities;  participants  and  faculty  will  enjoy  an  evening  of  Dinner 
Theater  together  on  Thursday,  September  20.  Participants  are  housed  at  the  beautiful  new  Immanuel  Plaza 
Motel  on  the  Medical  Center  campus. 


First  Day 

Differential  Diagnosis  of  Chest  Pain 
Richard  E.  Collins,  M.D. 

Electrocardiography 
Richard  E.  Collins,  M.D. 

Treadmill  Testing 
Steven  J.  Diamantis,  M.D. 

Current  Therapy  for  Angina  Pectoris 
Michael  M.  Dehning,  M.D. 

Percutaneous  Transluminal  Coronary  Angioplasty 
Richard  E.  Collins,  M.D. 

Cholesterol  and  Coronary  Artery  Disease 
Joseph  M.  Rapoport,  M.D. 

Coronary  Bypass  Surgery 
David  A.  Hughes,  M.D. 

Current  Methods  of  Myocardial  Infarction  Reduction 
Steven  J.  Diamantis,  M.D. 

After  Infarct  — What  Next? 

Michael  M.  Dehning,  M.D. 

Case  Studies 
Richard  E.  Collins,  M.D. 

Michael  M.  Dehning,  M.D. 


Second  Day 

Bedside  Exam  of  Cardiac  Patient 
Richard  E.  Collins,  M.D. 

Echocardiography 
Michael  M.  Dehning,  M.D. 

Valvular  Heart  Disease 
Richard  E.  Collins,  M.D. 

Current  Therapy  of  Congestive  Heart  Failure 
Steven  J.  Diamantis,  M.D. 

Pre-op  Evaluation  of  the  Cardiac  Patient 
Michael  M.  Dehning,  M.D. 

Stress  Management 
Richard  E.  Collins,  M.D. 

Approach  to  Sudden  Death 
Steven  J.  Diamantis,  M.D. 

Pacemakers 

Michael  M.  Dehning,  M.D. 

Current  Therapy  for  Hypertension 
Richard  E.  Collins,  M.D. 

Future  Trends 
Richard  E.  Collins,  M.D. 


For  more  information  on  this  or  future  Fellowships,  contact  Marion  Kaple,  Moiling  Education  Center,  Immanuel 
Medical  Center,  6901  North  72nd  Street,  Omaha,  Nebraska,  68122,  (402)  572-2340 
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Marion  E.  Alberts,  M.D. 

COMMENTING 

EDITORIALLY 

IDEALS  AND  RESPONSIBILITY 


IDEALS  ARE  the  most  powerful  force  known  to 
man.  No  nation's  greatness  long  survives  the 
lowering  of  the  greatness  of  its  ideals.  And,  as  with 
nations,  so  with  individuals.  Low  ideals  and  high 
station  cannot  long  retain  company.  We  all  must 
have  ideals  unless  we  are  content  to  drift  along 
aimlessly,  ambitionless,  ineffectually.  Ideals  revital- 
ize, ideals  energize.  — B.  C.  Forbes'^ 

We  never  reach  our  ideals,  but  the  thought  of  them 
spurs  us  on  to  higher  and  better  things.  — Tryon 
Edwards 

No  matter  how  noble  the  objective  of  a govern- 
ment, if  it  blurs  decency  and  kindness,  cheapens 
human  life,  and  breeds  ill  will  and  suspicion  — it  is 
an  evil  government.  — Eric  Hoffer 

These  thoughts  are  significant  as  I write  on 
this  special  day  in  the  history  of  the  United 
States.  Independence  Day  is  a time  to  remem- 
ber the  noble  ideals  of  those  who  signed  the 
Declaration  of  Independence  in  1776.  Two 
hundred  and  eight  years  later  it  becomes 
necessary  for  us  to  reflect  seriously  upon  our 
heritage,  as  well  as  upon  our  future.  Many 
elderly  citizens  speak  of  the  good  old  days 
when  they  face  the  uncertainty  of  the  future. 
Many  who  live  on  fixed  incomes  have  rightly 
become  disillusioned  over  promises  made  but 
ultimately  shattered  by  the  cancerous  invasion 
of  inflation.  Their  lifestyles  have  been  made 
spartan  as  benefits  promised  by  vote-seeking 


» Forbes,  B.C.:  FORBES,  July  16,  1984,  p.  184. 


politicians  have  been  curtailed.  Cutbacks, 
added  taxes  and  complicated  rules  and  regula- 
tions have  become  commonplace. 

The  health  professions  are  blamed  too  fre- 
quently for  the  high  cost  of  health  care  fur- 
nished to  the  elderly.  Years  ago  when  the 
promises  were  made  many  factors  were  either 
unknown  or  blatantly  ignored  by  the  lawmak- 
ers. 

To  impact  on  the  promises,  life  expectancy 
has  increased.  This  predictable  factor  has 
hiked  the  percentage  of  elderly  in  our  popula- 
tion. The  people  of  the  United  States  are  living 
longer;  consequently,  they  require  more  of  the 
services  available  to  maintain  their  health. 
Secondly,  the  health  professions  have  much 
more  to  offer  the  elderly  in  the  way  of  preserv- 
ing good  health  and  in  treating  many  previous- 
ly fatal  disease  states.  New  diagnostic  and 
treatment  approaches  for  older  people  have 
required  increased  “health  dollars." 

Furthermore,  our  way  of  life  in  the  United 
States  has  changed  vastly.  We  expect  to  live 
better,  and  we  do.  Our  lifestyle  is  more  lux- 
urious; we  want  the  best.  Hospitals  are  no 
longer  dark  and  dismal  halls  of  suffering;  com- 
fortable appointments  are  part  of  the  provision 
of  health  care.  Sophisticated  care  is  commonly 
demanded  and  provided.  The  public  percep- 
tion of  medical  care  is  a strong  force  in  the  high 
cost  of  health  services.  Our  ideal  is  that  of 
expecting  and  delivering  the  best;  out  of  the 
emerging  belief  that  anyone  has  the  right  to 
seek  the  best  of  everyting. 

But  the  word  comes  back  that  even  though  it 
maybe  a “right,"  as  declared  by  the  lawmakers 
and  policy-vendors,  it  must  come  cheap  . . . 
cheap  at  the  expense  of  that  segment  of  the 
population  that  also  has  the  “right"  to  seek  the 
good  life. 

Much  lamenting  was  heard  about  the  exorbi- 
(Please  turn  to  next  page) 
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tant  bonuses  paid  to  chief  executive  officers  of 
big  businesses.  Yet,  they  retort,  "we  earned 
it."  You  do  not  hear  many  congressmen  sug- 
gesting their  salaries,  fringe  benefits,  and 
questionable  use  of  federal  funds  for  junkets 
should  be  curtailed.  If  those  elected  positions 
were  not  so  enticing  because  of  the  "perks," 
why  are  millions  of  dollars  spent  in  election 
campaigns. 

Let  our  ideals,  like  those  who  signed  the 
Declaration  of  Independence,  be  of  high  order 
— and  possessing  of  responsibility.  Blaming 


QUESTIONS  AND  ANSWERS 

(Continued  from  page  331) 


made  a position  statement  against  the  use  of 
the  steroid.  Prescribing  the  drug  for  indicated 
therapeutic  reasons  is  legal.  Prescribing  or  dis- 
pensing the  steroid  for  use  by  the  athlete  for 
muscle  and  strength  development  is  certainly 
unethical. 

What  laboratory  tests  have  been  performed  on 
the  athletes  connected  with  the  Olympics? 

A number  of  lab  tests  have  been  devised  for 
detecting  drugs  in  athletes.  One  test  is  for  the 
presence  of  abnormal  steroids.  The  test  for 
steroids  is  reported  to  be  very  sensitive  and  can 
detect  the  use  of  the  steroid  for  as  long  as  6 
months  or  more  prior  to  the  testing.  The  pro- 
posed plan  is  to  test  the  first,  second  and  third 
place  winners  and  other  athletes  at  random. 
Any  detection  of  previous  use  of  the  steroid 
will  disqualify  the  athlete. 

The  National  Collegiate  Athletic  Association 
is  developing  a program  for  testing  the  uni- 
versity and  college  athletes.  All  indications  are 
that  the  Big  Ten  universities  will  have  a testing 
program  in  effect  by  the  1984-85  academic 
school  year. 

Recently,  the  anterior  pituitary  growth  hor- 
mone has  been  used  for  enhancement  of  size 
and  strength.  Use  of  this  hormone  in  the  grow- 
ing individual  could  produce  abnormal 
growth.  Use  in  the  mature  individual  could 
present  the  risk  of  developing  acromegally. 


some  without  accepting  equal  blame  is  det- 
rimental. We  need  to  revitalize  our  ideals.  Let 
those  who  think  they  know  all  the  answers  be 
honest  with  us  and  themselves.  Those  who 
profit  and  promote  only  personal  pleasure  de- 
serve to  be  criticized.  Those  who  attempt  to 
provide  a good  healthful  life  for  others  and  also 
seek  similar  circumstances  for  themselves  de- 
serve encouragement.  Granted,  there  are 
opportunities  in  every  walk  of  life;  my  hope 
and  belief  is  that  high  ideals  dominate  our  pro- 
fession — not  greed  or  excess.  — M.E.A. 

Comment  in  summary  on  this  subject. 

Anabolic  steroids  are  widely  used  by 
athletes,  particularly  in  the  strength  and 
weight  programs.  The  long-range  effect  of  the 
use  of  the  steroid  is  not  known.  Any  steroid  or 
hormone  used  in  high  doses  can  disrupt  the 
balance  of  the  hormonal  system  in  that  they  are 
all  closely  interrelated.  It  would  certainly  be 
beneficial  if  well-controlled  studies  could  be 
accomplished  to  determine  the  status  of  the 
steroid. 


DAVIS  AND  DOWD 
ASSOCIATES,  LTD. 

Financial  Reporting 
Practice  Management 
Tax  Planning 
Pension  Plan  Consultants 


Russell  Davis 
Don  Dowd 
Robert  Fischer,  CPBC 


2813  Terrace  Dr. 

Cedar  Falls,  Iowa  50613 
(319)  277-8531 
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Richard  M.  Caplan,  M.D. 

OUR  MAN 

IN  EDUCATION 

AN  INNOCENT  ABROAD 


Mark  Twain's  travels  to  Europe  in  1869  led 
him  to  write  that  marvelously  witty  and 
insightful  account  of  his  adventures.  Innocents 
Abroad.  His  recital  was  particularly  telling  to 
one  who  had  also  been  there,  as  I had,  and 
could  fully  savor  his  satire.  I was  there  again 
recently,  having  a great  time  in  many  ways, 
but  by  having  become  a physician  in  the  mean- 
time, I observed  many  things  that  brought  spe- 
cial interest  and  satisfaction. 

For  example,  a young  man,  perhaps  24,  was 
drinking  beer  at  a stand-up  bar  in  the  Munich 
train  station.  His  arms  were  stunted  and  each 
hand  had  but  2 stubby  "fingers"  with  which  he 
lit  his  cigarette  and  drank  his  beer  adroitly.  1 
remembered  it  was  a German  physician, 
Widukind  Lenz,  who  in  1961  first  suspected 
the  role  of  thalidomide  when,  during  a short 
period  of  time,  a distressing  number  of  babies 
were  born  in  Bavaria  and  Austria  with  the  pre- 
viously rare  problem  of  phocomelia.  This 
young  man's  age  and  his  native  German 
speech  assured  me  I was  seeing  one  of  that 
original  group  of  thalidomide  babies.  But  of 
course.  I'll  never  know  surely  enough  to  win 
the  mental  bet  I made  with  myself. 

Then  there  was  the  apothecary  shop  in  Salz- 
burg, the  outdoor  sign  of  which  trailed  a sepa- 
rate sign  beneath  it  saying  "Homoopathie." 
That  made  me  recall  that  the  birthplace  of 
Samuel  Hahnemann,  founder  of  homeopathy, 
was  in  Southern  Germany  and  it's  perhaps  not 
so  surprising  that  his  influence  might  linger  in 
that  area  even  today,  141  years  after  his  death. 
(The  University  of  Iowa  catalogue,  by  the  way, 
offered  courses  in  homeopathy  until  1961, 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  The 
University  of  Iowa  College  of  Medicine. 


although  none  had  actually  been  given  since 
long  before  that.  The  listing  of  one  or  two 
courses  in  the  catalogue  satisfied  a lingering 
provision  in  the  Code  of  Iowa  that  reflected  a 
compromise  from  the  founding  years  of  the 
present  College  of  Medicine.)  A few  blocks 
away  was  the  "Paracelsus  Therapy  Hall," 
named  for  the  famous  16th  century  physician- 
alchemist-scientist,  who  is  buried  in  Salzburg. 
He  along  with  Mozart  and  skiing  put  Salzburg 
on  the  map  of  today's  tourism.  And  speaking 
of  signs  that  hang  beneath  other  signs,  there 
was  the  marvelous  tidbit  in  London  beneath 
the  sign  of  the  Cheshire  Cheese  Pub  near  Fleet 
Street  — "Rebuilt  in  1667."  So  much  for  any 
Iowan  with  pretensions  about  Iowa's  antiquity 
in  the  main  stream  of  western  civilization. 

Vienna's  Central  Plaza  boasts  a stunning 
monument  built  by  a local  ruler  in  1679  who 
was  eager  to  give  thanks  to  God  for  ending  the 
plague  that  had  been  ravaging  the  city.  If  any- 
one thought  to  do  anything  of  the  kind  today, 
such  a monument  might  more  likely  show  a 
syringe  or  a representation  of  a tissue  culture 
than  angels  and  other  heavenly  symbols.  Bill- 
roth Strasse  in  Vienna,  near  the  enormous 
general  hospital,  calls  to  mind  their  famous 
surgeon  who  used  to  play  chamber  music  with 
Brahms,  whose  statue  graces  a major  city  park. 
I recall  that  Austria  was  the  site  of  a major 
example  of  occupationally  induced  disease  — 
the  lung  cancer  "epidemic"  in  workers  who 
spent  years  painting  radium  on  watch  hands. 
You  may  well  have  had  such  a watch,  as  I did. 
Areas  in  Austria  yielded  not  only  the  pitch- 
blende for  such  radium  but  also  supplies  of 
ichthammol,  that  splendid,  gentle  tar  derived 
from  the  residues  of  ancient  fishes,  that  can  be 
so  useful  in  treating  chronic  dermatitis. 

And  so  the  physicianly  perceptions  con- 
tinue. It  gives  testimony  to  the  old  aphorism 
that  what  you  see  depends  on  where  you 
stand. 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis'^ 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
'reatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumor^ise  (Diplococcus  pr^eumor)iae) , Haemophilus 
influenzae,  and  5 pyogenes  (group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings;  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
Its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  m severity  from  mild  to 
iife-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  ClostnOium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bactenologic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued . or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile  Other 
causes  of  colitis  should  be  ruled  out 

Precautions:  General  Precautions — If  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceplible  organisms  Careful  observation  ot  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs'  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  ot 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommendad 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction  for 
glucose  m the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehling  s solutions  and  also  with  Gimtest*  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP.  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy-Pregnancy  Category  S— Reproduction 
studies  have  been  performed  m mice  and  rats  at  doses  up  to  12  times 
the  human  dose  and  m lerrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are.  however,  no  adequate  and 
well-controlled  studies  m pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers— SmaW  amounts  of  Ceclor  have  been  detected  in 
mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 16.  0 20.  0 21.  and  0 16  meg  ml  at  two.  three, 
four,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


Some  ampiciiiin-resisfant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’^ 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H,  influenzae,  S.  pyogenes 
(group  A beta-hemolytIc  streptococci),  or  multiple 
organisms  achieyed  a satisfactory  clinical 
response  with  Ceclor.^ 


hour  The  effect  on  nursing  infants  IS  not  known  Caution  should  be 
exercised  when  Ceclor*  (cefaclor.  Lilly)  is  administered  to  a nursing 
woman 

Usage  m Children— Safety  and  effectiveness  of  this  product  for  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 S percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs  tests  each  occur  in  less  than  1 in  200 
patients  Cases  ot  serum-sickness-like  reactions  (erythema 
multitorme  or  the  above  skin  manifestations  accompanied  by 
arthritis'arthralgia  and.  frequently,  (ever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  alter  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosinophilia 
(t  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  (/rtcerfa/n— Transitory  abnormalities  in  clinical 
laboratory  test  results  have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepahe— Slight  elevations  of  SGOT.  SGPT.  or  alkaline  phosphatase 
values  (1  in  40) 

Wema/opo/ef/c— Transient  fluctuations  m leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  in  40) 

Rerta/— Slight  elevations  in  BUN  or  serum  creatinine  (less  than  t in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061762R) 


* Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  or  H influenzae  ' 

Note  Ceclor  is  contraindicated  m patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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DRUG  THERAPY 

REVIEW 

Robert  J.  Roberts,  M.D.,  Editor 

PREDICTION  OF 
STEADY  STATE 

THEOPHYLLINE  CONCENTRATION 
DURING  DRUG  INFUSION 


The  measurement  of  drug  concentrations  in 
a patient  over  time  is  useful  when  the 
target  concentration  strategy  can  be  shown  to 
be  effective  for  that  drug.  This  means  that  drug 
concentration  can  be  directly  related  to  a de- 
sired pharmacological  effect  (efficacy)  and 
usually  also  to  an  undesired  pharmacological 
effect  (toxicity).  During  continuous  drug  infu- 
sion, for  example,  the  desired  target  drug  con- 
centration can  always  be  achieved  in  a patient 
by  combined  use  of  drug  concentration 
measurements  and  subsequent  incremental 
dosage  adjustments  until  the  desired  concen- 
tration is  closely  approximated.  Although  a 
"hunt  and  peck"  approach  to  reaching  the 
target  concentration  is  a feasible  approach,  it  is 
not  usually  an  optimal  strategy.  An  optimal 
strategy  would  quickly  achieve  effective  drug 
concentrations  with  the  minimum  number  of 
drug  assays  while  still  avoiding  toxicity:  the 
patient  would  receive  as  soon  as  possible,  max- 
imum therapeutic  benefit  with  the  minimum 
use  of  expensive  resources. 

The  following  discussion  deals  with  optimal 
continuous,  intravenous  administration  of 
theophylline  to  a seriously  ill  asthmatic  pa- 
tient; the  goal  is  to  achieve  a desired  target 
concentration  quickly  without  overshooting 
and  producing  drug  toxicity.  The  simplest 
pharmacokinetic  model  that  can  be  used  is  a 

This  information  for  Iowa  physicians  is  furnished  and  sponsored  by  the 
University  of  Iowa  Hospitals  and  Clinics. 


one  compartment  model  with  first-order  elim- 
ination from  this  compartment  (linear  assump- 
tion). There  are  only  2 unknowns  in  this  mod- 
el: the  volume  of  the  compartment  (V),  and  the 
first-order  rate  constant  of  elimination  (kg). 
The  parameter  with  the  greatest  interindivid- 
ual variation  is  kg.  For  theophylline,  a constant 
volume  of  distribution  of  about  0.5  L/kg  can  be 
assumed,  as  the  measured  range  for  this  pa- 
rameter is  usually  small.  Estimation  of  kg  from 
measured  concentration-time  data  during  the 
initial  infusion  would  then  allow  calculation  of 
an  optimal  infusion  rate  to  maintain  a target 
theophylline  concentration.  The  equation  for 
describing  drug  concentration  as  a function  of 
time  for  continuous,  constant  rate  infusion  into 
one  compartment  with  first-order  elimination 
is  given  in  Equation  1 below. 

Equation  1:  Q = (Co  — Cgg)  exp  ( - kgt)  + Css 

Cf  = serum  coyicentration  at  time  Rafter  start  of 
infusion 

t = time  after  start  of  infusion 
Co  = concentration  at  the  start  of  infusion 
kg  = first-order  elimination  rate  constant 
Css  = steady  state  concentration 

Css  which  is  approached  as  time  increases  can 
also  be  expressed  in  terms  of  other  parameters 
as  shown  in  Equation  2: 

Equation  2:  Css  = ko/(kgV)  = ko/CL 

kg  = trial  infusion  rate  (mg/hr)  (zero-order) 

V = volume  of  distribution  (L) 

(kgV)  = clearance  of  drug  (CL)  (L/hr) 

A simple  approximation  derived  from  Equa- 
tion 1 was  developed  by  Chiou  et  al}  to  esti- 
mate the  drug  clearance  during  the  initial  infu- 
sion from  two  suitably  spaced  concentration- 
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time  points.  This  approximation  is  given  in 
Equation  3. 


Equations:  CL 


2ko  2V(Qi  - Ct2) 

Cti  + Ct2  (t2  ~ h)(Cti  + Ct2) 


CL  - calculated  clearance  in  L/hr 
ko  = current  infusion  rate 
Cf2  = concentration  at  first  time  (tj) 

Ct2  = concentration  at  second,  later  time  (t2) 

V = volume  of  distribution 

Once  a value  for  CL  is  obtained  a new  infu- 
sion rate  (ko)  can  be  calculated  from  Equation  2 
to  attain  a desired  steady-state  concentration 
(Css). 


Example  calculation  using  Equation  3 


a. 


70  kg  patient  initial  ko  = 1 mg/(kg  hr)  x 
70  kg  = 70  mg/hr 
Cti  = 10  mg/L  Ct2  = 15  mg/L 
At  = t2  — ti  = 5 hr 


V = (O.SL/kg)  X 70  kg  = 35L 
^ (2)(70)  (2)r35)(10  - 15) 

(10  + 15)  (5)(10  + 15) 

= 70/25  = 2.8  L/hr 


b.  Predicted  Css  at  initial  k„ 

Css  = ko/(CL)  = 70  mg/hr)/(2.8L/hr)  = 25mg/L 

c.  Calculation  of  new  ko  to  give  Cjs  of  20  mg/L 
ko  = Css  X CL  = 20  mg/L  x 2.8  L/hr  = 56  mg/hr 


For  proper  use  of  the  Chiou  approximation, 
we  need  a precise  infusion  pump,  a precise 
theophylline  assay,  and  an  adequate  differ- 
ence between  concentrations  at  the  two  times. 


THE  CHIOU  MODEL  IN  PRACTICE 

The  clinical  use  of  the  Chiou  equation  has 
been  prospectively  evaluated  by  a number  of 
groups. Vozeh  et  al?  used  serum  concentra- 
tions obtained  at  one  and  5 hours  after  the  start 
of  continuous  infusion  to  predict  steady  state 
theophylline  concentrations  in  15  acutely  ill 
asthmatics.  Prediction  errors  were  calculated 
by  subtracting  the  measured  steady  state  con- 
centration from  the  predicted  concentration. 
With  a liquid  chromatographic  assay  for 
theophylline,  a mean  prediction  error  of 
- 0.022  mg/L  (SD  = 1.97)  was  obtained  and  an 
error  range  of  - 3.4  to  3.3  mg/L  was  observed; 
use  of  a manual  EMIT  theophylline  assay  gave 
an  average  prediction  error  of  0.58  mg/L  (SD  = 
3.88)  with  an  error  range  of  -3.6  to  8.4  mg/L. 


Both  assays  gave  predictions  much  superior  to 
simply  using  population  averages  of  drug 
clearance  which  took  into  consideration  effects 
of  smoking,  congestive  heart  failure,  and  cir- 
rhosis: the  average  prediction  error  based  on 
population  averages  was  3.62  mg/L  (SD  = 
13.36  mg/L)  with  an  error  range  of  - 9.4  to  31.5 
mg/L.  In  a subsequent  study  Vozeh  et  al?  dem- 
onstrated the  increased  efficacy  of  20  mg/L 
steady  state  theophylline  concentration  as 
compared  to  10  mg/L  in  patients  with  severe 
acute  bronchial  obstruction  using  a double- 
blind randomized  protocol.  The  Chiou  method 
was  used  to  quickly  obtain  the  desired  concen- 
trations. In  19  patients,  the  average  prediction 
error  was  1.15  mg/L  (SD  = 1.67  mg/L)  with  a 
range  of  prediction  errors  from  -2.5  to  4.2 
mg/L.  One  patient  became  toxic  (29.0  mg/L) 
because  of  an  infusion  error. 

Mungall  et  al}  evaluated  the  Chiou  method 
and  an  iterative  predictive  method  in  15  pa- 
tients receiving  intravenous  aminophylline. 
The  prediction  error  averaged  0.9  mg/L  (SD  = 
2.0  mg/L)  with  a range  of  -3.1  to  4.9  mg/L.  The 
iterative  solution  of  the  one  compartment 
model  gave  results  essentially  similar  to  the 
Chiou  approximation. 

Anderson  et  al.^  also  evaluated  both  an  exact 
iterative  approach  and  the  Chiou  approxima- 
tion in  19  patients  with  chronic  obstructive  pul- 
monary disease  treated  with  theophylline  infu- 
sion. The  average  difference  between  the  esti- 
mated and  measured  drug  clearance  was  not 
statistically  different  from  zero  in  either 
method.  When  FDA  dosage  guidelines  were 
used,  however,  all  19  patients  had  predicted 
subtherapeutic  steady  state  theophylline  con- 
centrations (mean  = 4.2  mg/L).  With  the  clear- 
ance estimation  methods,  13  of  the  19  patients 
had  therapeutic  concentrations,  5 patients  had 
subtherapeutic  concentrations,  and  one  pa- 
tient was  above  therapeutic  at  21  mg/L  (mean 
= 13  ± 4.6  mg/L,  target  = 14  mg/L). 

LIMITATIONS  OF  THE  CHIOU  METHOD 

The  clinical  trials  of  the  Chiou  equation  de- 
scribed in  the  literature  support  its  use  in 
quickly  estimating  drug  clearance  and  making 
appropriate  dosage  adjustments  to  achieve 
efficacy  while  avoiding  toxicity.  The  main 
limitation  of  the  Chiou  equation  in  guiding 
therapy  is  that  it  assumes  a one  compartment 
model  with  linear  elimination  of  the  drug. 

(Please  turn  to  page  350) 
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EVEN  THE  BEST 
HEALTH  CARE  COVERAGE 
IS  NO  SUBSTITUTE 
FOR  CXXDD  HEALTH. 


Blue  Cross  and  Blue  Shield  of  Iowa  offer 
quality  health  care  coverage  recognized  and 
accepted  by  health  care  providers  nationwide 
Coverage  preferred  by  more  than  1 ,000,000 
lowans. 

But  even  the  best  health  care  coverage  is 
no  substitute  for  good  health. 

We  appreciate  the  fact  that  you  and  other 
providers  of  health  care  in  Iowa  are  doing  all 
you  can  to  see  that  lowans  get  healthy... and 
stay  healthy. 

Your  efforts  are  helping  curb  unnecessary 


utilization  of  health  care  services  and  costs. 

In  fact.  Blue  Cross  and  Blue  Shield  sub- 
scribers’ hospital  inpatient  use  has  declined 
1 6%  during  the  past  three  years  — enabling  us 
to  credit  or  reduce  our  rates  by  $24,000,000! 
That  clearly  demonstrates  that  together  we  all 
can  have  an  impact  on  the  cost  of  care. 

It’s  proof  that  Iowa’s  health  care  providers  are 
working  successfully  to  provide  the  people  we 
jointly  serve  with  affordable,  quality  health  care. 

Proof  that  there  really  is  no  substitute  for 
good  health. 

Blue  Ctoss 
Blue  Shield 

of  Iowa 
Des  Moines 
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Nonlinear  elimination  of  theophylline  has 
been  documented  both  in  individual  case  re- 
ports of  adults  and  in  studies  of  children. 
Suitable  precautions  must  therefore  be  taken  in 
using  the  Chiou  equation,  because  a patient 
with  nonlinear  elimination  will  have  a higher 
attained  steady  state  concentration  than  was 
calculated:  small  changes  in  dose  will  cause  a 
disproportionate  increase  in  steady  state  con- 
centration. 

A rational  strategy  for  avoiding  theophylline 
toxicity  should  predict  when  the  theophylline 
concentration  should  be  monitored  as  steady 
state  is  approached.  Too  frequent  monitoring 
simply  wastes  resources,  and  too  infrequent 
monitoring,  of  course  could  lead  to  toxicity.  A 
conservative  approach,  based  on  simple  phar- 
macokinetic principles,  that  avoids  these  ex- 
tremes is  outlined. 

1 . There  are  conservative  limits  to  the  rate  of 
change  of  theophylline  concentration  during 
IV  infusion  that  can  be  easily  calculated. 

a.  Assuming  a one  compartment  system 
with  no  means  of  elimination  (linear  or  non- 
linear), the  change  in  theophylline  concentra- 
tion cannot  exceed  the  infusion  rate  times  the 
time  divided  by  the  volume  of  distribution  (ko  x 
t/V). 

Example:  A patient  received  0.5  mg/(kg  • hr) 
of  theophylline.  The  average  distribution 
volume  is  0.5L/kg.  In  10  hours  the  maximum 
change  in  concentration  would  be  [(0.5  x 10 
mg/kg)/(0.5L/kg)]  or  10  mg/L.  If  the  initial  con- 
centration were  13  mg/L,  the  serum  concentra- 
tion would  still  be  less  than  23  mg/L  10  hours 
later. 

b.  When  2 serum  concentrations  obtained  at 
different  times  are  available,  a better  approx- 
imation of  maximum  serum  theophylline  accu- 
mulation could  be  calculated  from  the  slope 
defined  by  these  points,  since  the  slope  of  the 
concentration  versus  time  curve  continuously 
decreases  as  steady  state  is  approached. 

Example:  At  one  hour  after  the  loading  dose, 
the  concentration  of  theophylline  was  10  mg/L 
and  5 hours  later  the  concentration  was  15  mg/ 
L:  the  rate  of  increase  (slope)  is  (15  - 10)/5  or  1 
mg/(L  • hr).  In  another  10  hours,  the  concentra- 


tion can  not  increase  by  more  than  10  mg/L; 
and  the  serum  concentration  at  this  time 
would  be  less  than  25  mg/L  (15  mg/L  -I-  10 
mg/L). 

2.  The  estimated  clearance  calculated  from 
the  Chiou  equation  can  be  used  in  conjunction 
with  Equation  1 to  calculate  an  estimated  con- 
centration at  any  time  during  the  infusion.  In- 
creasing discrepancies  of  the  observed  concen- 
tration from  the  predicted  concentration  could 
indicate  nonlinear  elimination.  Equation  1 can 
be  rewritten  as  follows: 

Equation  4:  Cj  = Cq  exp  (-kg  • t)  -I-  (ko/CL) 
(l-exp(-ke  • t)) 

Ct  - concentration  at  time  t after  last  concen- 
tration Co 

Co  = last  available  concentration 
ke  = CL/V  where  Vis  assumed  to  be  0.5  L/kg 
X (weight  in  kg) 
ko  = the  infusion  rate 

CL  = clearance  from  Chiou  equation  (Equa- 
tion 3) 

Example 

The  clearance  (CL)  from  Equation  3 was 
calculated  to  be  2.8  L/hr;  the  last  drug  concen- 
tration (Co)  was  15  mg/L,  and  the  infusion  rate 
(ko)  is  70  mg/hr.  What  drug  concentration  is 
expected  6 hours  after  the  15  mg/L  point  (Ct)? 

Patient  weight  ==  70  kg 

V = 0.5  L/kg  X (70  kg)  = 35  L 

ke  = CL/V  = (2.8  L/hr)/(35L)  = 0.08  hr'^ 

Calculation: 

Cehr  = (15  mg/L)[exp(-0.08  x 6)]  + 

[1  — exp(  — 0.08  X 6)]  = 18.8  mg/L 

This  concentration  could  be  compared  with 
an  actual  measured  concentration.  Note  that 
while  the  Chiou  equation  itself  requires  only  a 
simple  four-function  calculator,  the  exponen- 
tial function  is  needed  for  these  calculations. 

SUAAAAARY 

With  suitable  precautions,  the  Chiou  equa- 
tion can  be  used  to  individualize  the  infusion 
rate  of  theophylline  in  a given  patient.  The 
necessary  steps  are  summarized  as  follows: 

1.  Two  concentrations  are  required  after  in- 
fusion is  begun;  the  time  the  first  sample  is 
drawn  should  be  about  one  hour  after  the  be- 
ginning of  the  infusion;  and  the  second  sample 

(Please  turn  to  page  352) 
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should  be  at  least  4 hours  after  the  first.  Vozeh 
et  al}  used  samples  at  one  and  5 hours  in  their 
studies;  in  the  study  of  Anderson  et  a\.,^  the  2 
samples  were  drawn  on  the  average  at  3.6  and 
9.4  hours. 

2.  The  Chiou  method  (Equation  3)  is  used  to 
calculate  the  estimated  clearance  of  theophyl- 
line assuming  a distribution  volume  of  0.5  L/ 
kg.  The  infusion  rate  can  then  be  modified  to 
give  the  desired  steady  state  concentration 
(Equation  2).  No  change  in  infusion  rate  may 
be  necessary  if  the  calculated  steady  state  con- 
centration is  acceptable. 

3.  Drug  concentrations  should  be  carefully 
monitored  to  prevent  possible  toxicity  in  pa- 
tients with  nonlinear  elimination  or  changing 
clearance.  A conservative  estimate  of  when  to 
draw  a sample  can  be  found  with  use  of  one 
concentration  and  the  infusion  rate,  or  the 
linear  slope  from  2 concentrations. 

4.  When  serum  concentration  is  monitored 
later  in  the  infusion,  the  predicted  and 
observed  concentrations  can  be  compared  to 
see  if  drug  concentration  is  rising  at  a faster 


rate  than  expected.  After  a suitable  steady  state 
is  reached  (4  half-lives  gives  94  % of  steady 
state),  the  theophylline  concentration  can  be 
routinely  monitored  once  a day.  — George  F. 
Johnson,  Ph.D.,  Department  of  Pathology. 
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PUBLIC  HEALTH 

rTT^if 

QUALITY  OF  CARE  IN  IOWA 
NURSING  HOMES 


The  IOWA  OUTCOME  ORIENTED  SURVEY  for  in- 
termediate care  facilities  is  conducted  by 
the  Iowa  Department  of  Health,  Division  of 
Health  Facilities.  This  survey  is  used  to  deter- 
mine whether  a facility  is  in  compliance  with 
state  and  federal  regulations. 

This  article  will  highlight  survey  results 
generated  from  December  1,  1982  through 
November  30, 1983.  The  data  were  gathered  by 
20  state  surveyors  who  visited  361  intermedi- 


area  is  defined  as  having  a surrounding 
population  of  25,000  or  more  people. 

When  reviewing  the  flow  of  residents  within 
intermediate  care  facilities,  one  may  consider 
the  number  of  admissions,  transfers,  dis- 
charges and  deaths.  The  survey  results  indi- 
cate that  the  urban  facilities,  when  compared 
to  rural  facilities,  consistently  have  more 
admissions,  transfers,  discharges  and  deaths. 
A partial  explanation  may  be  due  to  the  size 
factor  since  larger  facilities  are  present  in  the 
urban  areas. 

Table  1 displays  the  averages  of  admissions, 
transfers,  discharges  and  deaths  for  the  pre- 
vious full  year.  The  resident  flow  is  broken 


TABLE  1 

THE  RELATIONSHIPS  BETWEEN  FACILITY  SIZE,  AREA  AND  RESIDENT  FLOW 


Indicator 

State  Avg. 
(360) 

Small 

Urban 

(6) 

Rural 

(36) 

Medium 

Urban 

(33) 

Rural 

(186) 

Large 

Urban 

(48) 

Rural 

(51) 

Admissions 

40.5 

33.0 

21.3 

54.7 

31.3 

68.0 

53.5 

Transfers 

14.5 

18.8 

7.6 

21.2 

10.3 

24.4 

20.5 

Discharges 

10.1 

11.7 

5.1 

18.5 

7.5 

15.0 

12.8 

Deaths 

14.8 

2.3 

7.9 

14.5 

12.2 

26.0 

20.7 

' ate  care  facilities.  Within  each  facility,  a sur- 
veyor randomly  selects  10  residents  to  examine 
j and  interview  to  ascertain  various  aspects  of 
health  care  quality  provided  by  the  facility. 

RESULTS 

On  the  average,  intermediate  care  facilities 
have  72  licensed  beds.  The  average  occupancy 
rate  for  these  facilities  is  95.3% . The  occupancy 
i rate  is  consistently  higher  for  the  rural  facilities 
' than  for  their  urban  counterparts.  An  urban 

I 

I 

I This  information  on  public  matters  is  furnished  and  sponsored  by  the 

I Iowa  State  Department  of  Health. 

1 


down  by  size  and  by  urban  and  rural  distinc- 
tions. Size  is  defined  as  39  or  fewer  residents 
for  small  facilities,  between  40  to  79  residents 
for  medium  facilities,  and  those  facilities  with 
80  or  more  residents  are  considered  large. 

Considering  the  differences  in  size,  it  is 
observed  that  the  averages  of  admissions, 
transfers,  discharges  and  deaths  increase  as 
size  increases.  The  differences  among  these 
size  distinctions  are  statistically  significant  for 
all  4 categories,  as  would  be  expected.  Howev- 
er, the  difference  between  urban  and  rural 
areas  are  still  evident  when  controlling  for  the 
size  differences.  Urban  facilities  have  more 
admissions,  transfers  and  discharges  than 
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their  rural  counterparts  within  each  size  cate- 
gory. More  deaths  are  found  in  the  medium 
and  large  urban  facilities  than  rural  facilities, 
however,  more  deaths  occurred  in  the  small 
rural  homes  (7.9)  than  the  small  urban  home 
(2.3). 


TABLE  2 

RESIDENT'S  FUNCTIONAL  HEALTH  STATUS 


Functional  Area 

Percentage 

Ambulation 

39.5% 

Confused/Disoriented 

46.3% 

Eating  — Complete  Assistance 

15.4% 

Eating  — Partial  Assistance 

14.9% 

Indwelling  Catheters 

7.6% 

Bowel  and/or  Bladder  Retraining 

20.0% 

Decubiti 

3.7% 

Bedfast 

1.2% 

Incontinent 

32.7% 

Bed  to  Chair 

32.0% 

Restraints  (II,  III) 

31.3% 

Table  2 presents  the  percent  of  residents 
within  each  intermediate  care  facility  requiring 
assistance  in  selected  functional  areas.  The 
overall  distribution  is  essentially  the  same  as  in 
previous  studies,  indicating  that  the  patient 
profiles  remain  stable  within  Iowa  nursing 
homes. 

Given  the  dependency  levels  of  the  indi- 
vidual residents,  the  total  staff  ratio  of  nurses 
and  their  aides  is  an  average  of  2.2  hours  per 
resident  per  day.  In  general,  the  state  require- 
ment of  1 . 7 staff  hours  per  resident  is  exceeded 
by  Iowa  ICFs. 

The  Outcome  Oriented  Survey  allows  each 
surveyor  to  review  the  care  plans  of  the  10 
residents  within  their  selected  sample.  The  fol- 
lowing table  displays  the  average  scores  of 
those  care  plans  which  are  satisfactory. 

As  Table  3 indicates,  the  scores  of  satisfac- 
tory care  plan  items  are  in  the  50th  and  60th 
percentiles.  There  are  88.2%  of  the  overall  care 
plans  being  implemented  satisfactorily  within 
Iowa  intermediate  care  facilities. 

The  state  surveyors  examine  each  resident  in 
their  selected  sample  to  see  whether  nursing 
and  personal  care  services  have  been  pro- 
vided. For  personal  care  services,  the  resident 
is  checked  to  ascertain  if  they  are  clean  and 
dressed  and  have  received  the  proper  hair, 
skin,  nail,  and  oral  hygiene  care.  A high  per- 
centage of  these  services  are  provided  by  Iowa 
facilities  with  an  overall  state  average  of  96.1% . 


In  addition  to  the  personal  care,  the  sur- 
veyors checked  the  residents  in  their  sample 
through  observation  and  examination  to  iden- 
tify what  special  services  should  be  provided 
for  each  resident.  The  special  care  areas  in- 
clude bowel/bladder  problems,  rehabilitative 
services,  and  other  special  problems.  The  aver- 
age amount  of  these  special  services  being  pro- 
vided is  94.3%. 

The  Outcome  Oriented  Survey  also  mea- 
sures the  quality  of  life  as  viewed  by  the  resi- 
dents within  a facility.  The  surveyor  personally 
interviews  each  alert  resident  within  the 
selected  sample  to  ascertain  the  level  of  satis- 
faction a resident  experiences  with  his/her  life 
within  that  particular  facility.  The  surveyor 
carries  on  a conversation  and  rates  the  re- 
sponses obtained  from  the  resident  on  a scale 
from  1 to  5 (very  dissatisfied  to  enthusiastic 
about  the  facility  and  the  staff,  respectively). 
The  surveyor  asks  the  residents  about  their 


TABLE  3 

PERCENT  OF  SATISFACTORY  CARE  PLANS 


Care  Plan  Features 

State  Average 

1 . Overall  Planning 

68.6% 

2.  Component  Parts 

57.3% 

3.  Progress  Notes 

4.  Assessment/Reassessment  Care 

66.8% 

Plan  Reviews 

63.6% 

5.  Overall  Care  Plans  Being 

Implemented 

88.2% 

feelings  regarding  comfort,  freedom,  staff 
treatment,  safety,  food  and  activities.  Com- 
bined, these  6 variables  are  intended  to  mea- 
sure quality  of  life  as  perceived  by  the  resident. 
An  overall  average  of  3.7  satisfaction  is  found 
within  Iowa  facilities.  This  score  is  situated  just 
under  the  resident  experiencing  a good  deal  of 
satisfaction  with  care  in  the  facility. 

In  summation,  the  Outcome  Oriented  Sur- 
vey measures  many  aspects  of  long  term  care 
for  the  intermediate  care  facilities  in  Iowa. 
Some  of  these  areas  have  been  briefly  ex- 
amined within  this  article.  The  findings  of  this 
survey  have  shown  that  an  acceptable  level  of 
personal  and  nursing  care  has  been  provided 
by  Iowa  facilities  for  their  residents.  Although 
the  facilities  did  not  perform  as  well  in  the 
planning  of  health  care,  nonetheless,  a good 
deal  of  satisfaction  with  quality  of  life  in  ICFs 
was  found  to  be  experienced  according  to  the 
residents'  viewpoint. 
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Before  prescribing,  see  complete  prescribing  information  in 
SK&F  CO.  literature  or  PDR.  The  following  is  a brief  summary. 


* 


WARNING 

This  drug  is  not  indicated  tor  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management  Treatment  of  hypertension  and  edema 
IS  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiioride.  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary  or  other- 
wise. unless  hypokalemia  develops  or  dietary  intake  of  potas- 
sium is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities.  It 
IS  more  likely  in  the  severely  ill.  with  urine  volume  less  than  one 
liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency.  Periodically,  serum  K'*'  levels  should  be  deter- 
mined If  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K'*'  intake  Associated  widened  QRS  complex  or  arrhyth- 
mia requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  tri- 
amterene may  appear  in  breast  milk.  It  their  use  is  essential,  the 
patient  should  stop  nursing.  Adequate  information  on  use  in 
children  is  not  available.  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asthma. 
Possible  exacerbation  or  activation  of  systemic  lupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics. 

Precautions:  Do  periodic  serum  electrolyte  determinations  Cpar- 
ticularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
or  corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  in 
the  elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency.  Cumulative  effects  of  the  drug  may  develop  in 
patients  with  impaired  renal  function  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function.  They  can 
precipitate  coma  in  patients  with  severe  liver  disease.  Observe 
regularly  for  possible  bloocf  dyscrasias.  liver  damage,  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides  Thiazides  may  cause  manifestation 
of  latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may 
be  decreased  when  used  concurrently  with  hydrochlorothiazide: 
dosage  adjustments  may  be  necessary  Clinically  insignificant 
reductions  in  arterial  responsiveness  to  norepinephrine  have 
been  reported  Thiazides  have  also  been  shown  to  increase  the 
paralyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
tubocurarine  Triamterene  is  a weak  folic  acid  antagonist.  Do 
periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive  effects  may  be  enhanced  in  post-sympathectomy 
patients.  Use  cautiously  in  surgical  patients.  Triamterene  has 
been  found  in  renal  stones  in  association  with  the  other  usual 
calculus  components.  Therefore,  Dyazide'  should  be  used  with 
caution  in  patients  with  histories  of  stone  formation.  A few  occur- 
rences of  acute  renal  failure  have  been  reported  In  patients  on 
Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents 
with  'Dyazide',  The  following  may  occur;  transient  elevated  BUN 
or  creatinine  or  both,  hyperglycemia  and  glycosuria  [diabetic 
insulin  requirements  may  be  altered},  hyperuricemia  and  gout, 
digitalis  intoxication  [in  hypokalemia},  decreasing  alkali  reserve 
with  possible  metabolic  acidosis.  Dyazide'  interferes  with  fluores- 
cent measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should  be 
taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be 
instituted  cautiously  and  serum  potassium  levels  determined. 
Discontinue  corrective  measures  and  Dyazide'  should  labora- 
tory values  reveal  elevated  serum  potassium.  Chloride  deficit 
may  occur  as  well  as  dilutional  hyponatremia.  Concurrent  use 
with  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
natremia. Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance.  Calcium  excretion  is  decreased  by  thiazides, 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  para- 
thyroid function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
tensive drugs 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk 
of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  head- 
ache, dry  mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity, 
purpura,  other  dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  disturbances;  pos- 
tural hypotension  [may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics}.  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialade- 
nitis, and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual 
calculus  components.  Rare  incidents  of  acute  interstitial  nephritis 
have  been  reported.  Impotence  has  been  reported  in  a few 
patients  on  'Dyazide',  although  a causal  relationship  has  not 
been  established 

Supplied:  Dyazide'  is  supplied  in  bottles  of  1000  capsules; 
Single  Unit  Packages  [unit-dose)  of  100  (intended  for  institu- 
tional use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 
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It’s  impossible  to  give  the  best  performance  without  all  the  right  equipment. 

At  St.  Paul  Fire  and  Marine  Insurance  Company  we're  well  equipped.  Our  unique 
Medical  Services  Division  is  staffed  with  health  care  insurance  professionals. They're 
people  with  experience  drawn  from  over  40  years  of  serving  the  health  care  field. 


We  provide  competitively  priced,  tailored  coverages  for  all  health  care  insurance 
needs.  Our  “claims-made"  approach  has  revolutionized  malpractice  insurance  for 
physicians,  hospitals  and  other  health  care  professionals.  Our  loss  prevention 
programs  have  set  the  industry  standards.  Our  claims  service  is  second  to  none. 


Just  as  the  hospital  is  best  managed  by  a professional  administrator,  and  the 
operating  room  is  best  staffed  by  surgeons,  the  business  of  insurance  can  best  be 
handled  by  insurance  professionals. 


Call  Tim  Morse,  senior  marketing  officer  in  our  Medical  Services  Division.  His  toll- 
free  number  is  800-328-9820  extension  7642.  He'll  explain  our  approach,  and  then 
put  you  in  touch  with  an  agent  who  is  truly  knowledgeable  about  health  care 
insurance  needs. 


Elquipped  to  meet  all  your  insurance  needs. 
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KrAHalf  Million 
Dollars  Shouldn’t  Have 
ToWDilcTwoJobs. 


Making  money  is  a full  time  job. 
Unfortunately,  so  is  managing  it. 

And  most  people  and  companies  are 
far  better  at  getting  rich  than  they  are  at 
staying  that  way. 

Unless  they  hire  us.  Statesman 
Investment  Advisors. 

We  work  for  individuals,  corporations, 
endowment  funds,  pension  funds  and 
associations  with  manageable  assets  of  a 
half  million  dollars  or  more. 

And  we'll  manage  your  assets  on  a 
fee  basis,  designing  portfolios  that  are 
responsive  both  to  the  market  and  to  your 
goals  and  objectives. 

We  offer  no  products,  no  insurance 
and  receive  no  commissions. 

All  we  have  to  sell  is  a staff  with  35 
years  of  broad  investment  experience  and 
over  $150,000,000  under  management. 

Want  to  make  your  half  million 
whole?  Put  Statesman  Investment 
Advisors  to  work  for  you. 

CaU  515-284-7648. 

REGISTERED  INVESTMENT  ADVISORS 

ffiThe  Statesman  Group,  Inc. 

Suite  804  Des  Moines  Building 
Des  Moines,  lA.  50309 
. (515)  284-7648 

Statesman  I nvestm  ent  A dvisors.  i nc; 


June 

1984 

1983 

Most  June  Cases 

1984 

to 

to 

Reported  From 

Disease 

Total 

Date 

Date 

These  Counties 

Amebiasis 

13 

39 

22 

Scattered 

Brucellosis 

0 

1 

0 

Chickenpox 

451 

6379 

5456 

Scattered 

Campylobacter 

54 

113 

114 

Scattered 

Cytomegalovirus 
Eaton's  Agent 

3 

9 

8 

Johnson,  Muscatine, 
Wapello 

infection 

5 

21 

100 

Polk 

Encephalitis,  viral 
Erythema 

3 

7 

21 

Jackson,  Lee,  Scott 

infectiosum 

Gastroenteritis 

15 

51 

25 

Scattered 

(GIV) 

344 

8744 

8499 

Scattered 

Giardiasis 

20 

91 

80 

Scattered 

Hepatitis,  A 

6 

20 

17 

Scattered 

Hepatitis,  B 

9 

51 

43 

Scattered 

Hepatitis,  Non  A-B 
Hepatitis 

1 

11 

22 

Marion 

type  unspecified 

2 

8 

7 

Buena  Vista,  Fayette 

Herpes  Simplex 

117 

468 

489 

Scattered 

Herpes  Zoster 

0 

2 

6 

Histoplasmosis 

Infectious 

3 

15 

12 

Dubuque,  Polk 
Pottawattamie 

mononucleosis 

Influenza, 

7 

100 

117 

Scattered 

lab  confirmed 
Influenza-like 

24 

170 

107 

Scattered 

illness  (URI) 

552 

30743 

28311 

Scattered 

Legionellosis 

1 

1 

3 

Des  Moines 

Malaria 

Meningitis 

0 

1 

2 

aseptic 

2 

14 

28 

Clinton,  Polk 

bacterial 

18 

63 

84 

Scattered 

meningococcal 

2 

18 

13 

Black  Hawk,  Pottawattamie 

Mumps 

1 

17 

35 

Wright 

Pertussis 

0 

3 

5 

Rabies  in  animals 

14 

78 

134 

Scattered 

Reye  Syndrome 

1 

2 

1 

Polk 

Rheumatic  Fever 
Rubella 

0 

0 

1 

(German  measles) 

0 

0 

0 

Measles 

0 

0 

0 

Salmonellosis 

23 

111 

106 

Scattered 

Shigellosis 

2 

21 

17 

Plymouth,  Woodbury 

Tetanus 
Toxic  Shock 

0 

1 

0 

Syndrome 

Tuberculosis 

0 

9 

10 

total  ill 

5 

34 

36 

Scattered 

bact.  pos. 

5 

28 

26 

Scattered 

Typhoid  Fever 
Venereal  diseases: 

0 

0 

0 

Gonorrhea 

344 

2116 

2163 

Scattered 

Syphilis 

0 

10 

7 

Other  Non-Reportable  Diseases:  Chlamydia  — 

Black  Hawk;  Ureaplasma 

Urealyticium  — 1 , Dubuque, 

1 , Johnson,  4 Polk. 
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News  About  Colleagues 

ABOUT 

IOWA  PHYSICIANS 

Dr.  Ross  Valone,  Des  Moines,  recently  was 
elected  president  of  the  Charter  Community 
Hospital  medical  staff.  Other  officers  are  Dr. 
Ronald  Shirk,  president-elect,  and  Dr.  Lon 
Brewer,  secretary  treasurer.  . . . Two  Iowa 
City  physicians.  Dr.  Zuhair  K.  Balias  and  Dr. 
Roger  G.  Kathol,  recently  were  named  fellows 
of  the  American  College  of  Physicians.  Both 
are  assistant  professors  in  the  Department  of 
Internal  Medicine  at  the  U.  of  I.  College  of 
Medicine. 


Dr.  Thomas  E.  Kiernan,  Newton,  recently  was 
named  to  the  Board  of  Directors  of  the  First 


National  Bank  in  Newton.  . . . Dr.  Stanley 
Levine,  Ottumwa,  recently  closed  his  pediatric 
practice  in  Ottumwa.  He  has  moved  to  Co- 
lumbus, Georgia,  where  he  will  become  chief 
of  pediatrics  at  The  Medical  Center.  The  Cen- 
ter is  affiliated  with  Emory  University  and  the 
Medical  College  of  Georgia.  . . . Dr.  John  R. 
Scheibe,  Bloomfield,  recently  was  presented  a 
special  plaque  from  the  Davis  County  Hospital 
personnel  and  medical  staff  honoring  him  for 
his  32  years  of  service  to  the  community.  Dr. 
Scheibe  also  received  special  emeritus  status 
recognition.  . . . Dr.  Brian  F.  McCabe,  profes- 
sor and  head  of  the  Department  of  Otolar- 
yngology at  the  U.  of  I.  College  of  Medicine, 


aslis 


c 


Qbco 


D. 


IF  YOU  ARE  LOOKING  TO  BRING  DOWN  THE  COST  OF  YOUR 
OFFICE  MEDICAL  SUPPLIES,  WITHOUT  SACRIFICING  OUALITY, 
JUST  . . . ASK  FOR  (-ObCO-^ 

LET  US  PUT  THE  BUYING  POWER  OF  THE  WORLD'S  LARGEST 
INDEPENDENT  MEDICAL  SUPPLY  BUYING  GROUP  TO  WORK  FOR 
YOU. 

Your  rQbCO->  dealer  is: 

Hawkeye  Medical  Supply,  Inc. 


HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  lA  52244  (319)  337-3121 
BRANCH  OFFICE:  5737  UNIVERSITY  AVE„  DES  MOINES,  lA  50311  (515)  274-4015 

"After  the  sale  . . . it's  the  SERVICE  that  counts." 


IOWA  WATS 
1-800-272-6448 
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TIME  SAVING 
PRESCRIPTION 
FOR  MEDICAL 
STAFFS 


PERMA  STAMP"  pre-inked  hand  stamps 
are  the  perfect  time  saving  prescription  for 
all  medical  staffs.  They  require  no  stamp 
pad;  cutting  marking  time  in  half.  No  more 
ink  pad  mess  either.  JUST  THOUSANDS  & 
THOUSANDS  OF  CRISP,  CLEAN  IM- 
PRESSIONS. Custom  imprints  to  meet  your 
specific  needs  or  stock  imprints  available. 

Want  it  on  paper,  fast,  readable  time  after 
time ...  try  Perma-Stamp'®'. 


npi 

^ZS' 


PERMA 
TAMP 


We  re  Iowa's 
Only  Perma  Stamp 
Manufacturer! 


MAKES  BETTER  IMPRESSIONS 


DES  MOINES  STAMP  MFC.  CO. 

Manufacturers  of  Marking  Products  Since  1880 
851  Sixth  Ave.  Box  1798  Des  Moines,  Iowa  50306 
Phone:(515)288-7248 


MILLARD  K.  MILLS 
AND  COMPANY 

Specializing  In 

COMPLETE  PRACTICE  SURVEYS 
Personnel  Management 
Public  Relations 
Group  Management 

Millard  K.  Mills,  Pres. 
Certified  Professional  Bus.  Consultant 
Member:  Society  of  Professional 
Consultants 
★ ★★★★★ 

Serving  Iowa  Medicine  since  1949 
226  Alta  Vista  Ave. 
Waterloo,  Iowa  50703 
319-232-1197 


recently  was  named  president-elect  of  the 
American  Otological  Society.  . . . Dr.  E.  M. 
Eneboe,  Hawarden,  recently  was  honored  at 
an  open  house  for  his  many  years  of  service  to 
the  Hawarden  area.  . . . Dr.  Paul  A.  Berger, 
Jr.,  Sioux  City,  recently  was  elected  president 
of  the  Iowa  Chapter  of  The  American  College 
of  Emergency  Physicians.  Dr.  Berger  has  been 
practicing  emergency  medicine  for  5 years  at 
St.  Luke's  Regional  Medical  Center  and  Marian 
Health  Center  in  Sioux  City.  . . . Dr.  Robert  L. 
Swaney  recently  was  named  president  of  the 
Linn  County  Medical  Society;  Dr.  Lawrence  C. 
Strathman,  president-elect;  Dr.  Mark).  Tyler, 
vice-president;  and  Dr,  Dale  Roberson,  secre- 
tary-treasurer. All  are  Cedar  Rapids  physi- 
cians. 


Dr.  Katharine  Gillis  and  Dr.  Paul  Bragg,  who 

were  married  last  October,  recently  began 
medical  practice  in  Oelwein.  Dr.  Gillis  received 
her  medical  education  at  St.  John's  in  New- 
foundland and  Dr.  Bragg  received  his  medical 
education  at  St.  John's  in  Halifax.  Both  took 
postgraduate  training  at  London,  Ontario.  . . . 
Dr.  Lawrence  V,  Larsen,  Harlan  physician  for 
35  years,  recently  retired  from  medical  prac- 
tice. Dr.  Steven  R.  Herwig  recently  joined  Dr. 
Thomas  A.  Ericson  in  the  practice  of  otolar- 
yngology-head and  neck  surgery.  Dr.  Herwig 
received  his  medical  education  at  the  Des 
Moines  College  of  Osteopathic  Medicine  and 
Surgery  and  completed  his  residency  at  the 
University  of  Cincinnati.  He  has  served  in  the 
United  States  Air  Force  since  1981. 


DEATHS 

Dr.  George  H.  Pester,  63,  Council  Bluffs,  died 
June  22  at  his  home.  Dr.  Pester  received  the 
M.D.  degree  at  the  University  of  Nebraska 
School  of  Medicine;  interned  at  Methodist 
Hospital  in  Indianapolis,  Indiana;  and  served 
his  surgery  residency  at  the  University  of  Ne- 
braska Medical  Center.  Dr.  Pester  was  a past 
president  of  the  Pottawattamie  County  Medi- 
cal Society;  past  president  of  Jennie  Edmund- 
son  Hospital  staff;  fellow  of  the  American  Col- 
lege of  Surgeons  and  an  associate  professor  of 
surgery  at  the  University  of  Nebraska  School  of 
Medicine. 
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CLASSIFIED 

ADVERTISING 


FOR  SALE  — Burdick  microwave  diathermy  MW  200;  wall  mounted 
X-ray  cassette  holder;  lead  lined  film  box;  new  3 compartment  X-ray 
developing  tank;  X-ray  time  clock  (GE);  X-ray  solution  thermometer; 
floor  stand  Burton  spotlight  with  extra  bulb;  and  Grafco  electronic 
stethoscope  (battery  model).  For  further  information  contact  Roger  W. 
Boulden,  M.D.,  201  North  Main  Street,  Lenox,  Iowa  50851.  Phone  515/ 
333-2815. 


FOR  SALE  — Complete  office  furniture;  equipment  and  small  instru- 
ments. GE  X-ray  300  MA  with  fluroscope;  5 examining  tables  available; 
X-ray  metal  files;  other  3-drawer  metal  files;  brown  electrodermatome 
with  steel  case  and  new  blades.  Like  new.  Write  or  call  Dan  L.  Bray, 
M.D.,  Box  596,  Algona,  Iowa  50511.  Phone  515/295-2828. 


MEDICAL  DIRECTOR  — Opportunity  for  physician  with  experience  in 
medical  group  practice  administration  to  join  established  HMO  in  Madi- 
son, Wisconsin.  Group  Health  serves  29,000  patients  with  its  staff  of  20 
physicians  and  total  staff  of  180.  Excellent  salary  and  benefit  program. 
This  represents  a rewarding  opportunity  to  develop  or  progress  your 
career  in  medical  administration.  Contact  John  Mueller,  Group  Health 
Cooperative,  1 South  Park  Street,  Madison,  Wisconsin  53715.  Phone 
608/251-4156. 


FAMILY  PRACTICE  — Rapidly  expanding  staff  model  HMO  in  Madi- 
son, Wisconsin,  has  opportunities  for  additional  family  practice  physi- 
cians. Competitive  salary  with  excellent  benefits  and  attractive  practice 
setting.  GHC  is  an  established,  rapidly  growing  HMO  serving  29,000 
patients.  Current  staff  totals  180  employees,  including  20  physicians. 
Contact  John  Mueller,  Group  Health  Cooperative,  1 South  Park  Street, 
Madison,  Wisconsin  53715.  Phone  608/251-4156. 


OB/GYN  — Group  Health  Cooperative  has  1984  opening  for  Board 
Certified/Eligible  obstetrician  and  gynecologist.  GHC  is  an  established, 
rapidly  expanding  HMO.  Staff  enjoy  a stable  salary  plus  excellent  ben- 
efit program  including  5-6  weeks  of  time  off  plus  $3,000  CME  funding. 
Madison  is  a city  of  200,000  population;  University  of  Wisconsin;  and  4 
lakes.  Contact  John  Mueller,  Group  Health  Cooperative,  1 South  Park 
Street,  Madison,  Wisconsin  53715.  Phone  608/251-4156. 


FAMILY  PRACTICE  — CEDAR  RAPIDS  — Excellent  working  hours 
with  limited  call  schedule.  Join  established  Primary  Care  Center.  Con- 
tact Jill  at  319/396-2000  or  write  Medicenter  West,  2215  Westdale  Drive, 
S.W.,  Cedar  Rapids,  Iowa  52404. 


URGENT  CARE  CENTER  — Position  available  for  physician  trained/ 
experienced  in  primary  care  (family  practice,  internal  medicine, 
emergency  medicine)  in  center  in  eastern  Iowa  (approx.  400,000  pop.). 
Emphasis  on  quality  of  care  with  opportunity  for  personal  and  financial 
growth.  Contact  J.  Koehler,  M.D.,  East  Kimberly  Urgent  Care  Center, 
2120  East  Kimberly  Road,  Davenport,  Iowa  52807.  319/359-1301. 


MEDICAL  EQUIPMENT  FOR  SALE  — Two  green  examining  tables, 
mid-mark  medical  number  104  (standard  examining  table);  two  green 
stools  on  wheels;  one  Mayo  stand;  one  IV  fluid  stand;  two  rectangular 
lobby  tables;  one  round  lobby  table;  three  lobby  chairs  that  are  attached; 
two  four-drawer  file  cabinets;  one  three-drawer  file  cabinet;  one  seven 
foot  book  shelf;  two  bedside  cabinets;  and  one  Mayo  stand-type  table. 
For  further  information,  phone  712/262-6214. 


POSITION  WANTED  — Anesthesiologist,  35,  BE,  Fellow  of  ACA,  6 
years  practice  in  all  types  of  anesthesia  including  regional  and  epidural 
blocks.  Interested  in  practice  opportunity  in  Iowa  preferably  fee  for 
service  solo  or  small  group  practice.  Available  on  short  notice.  Please 
reply  R.R.  #7,  Box  66,  Ottumwa,  Iowa  52501. 


FAMILY  PRACTITIONER  POSITION  — available  in  rural  setting.  20 
minutes  from  Des  Moines.  Busy  clinic  with  young  Board  Certified 
Family  Practitioners.  Write  Box  238,  Indianola,  Iowa  50125. 


FAMILY  PRACTICE  POSITION  — Join  group  of  6 M.D.'s  in  south 
central  Iowa  town  of  11,000.  Clinic  located  adjacent  to  77-bed  hospital. 
Excellent  working  hours  with  limited  call  schedule.  Good  salary  and 
fringe  benefits.  Call  collect  515/673-6762  or  write  Business  Manager,  1225 
C Avenue  East,  Oskaloosa,  Iowa  52577. 


GENERAL  SURGEON  — Board  Certified  or  eligible,  to  join  seven- 
doctor  family  practice  clinic  in  Cloquet,  Minnesota,  a community  of 
12,000  (30,000  service  area)  located  20  minutes  from  Duluth-Superior. 
Clinic  facility  is  located  one  block  from  modern,  well-equipped  77-bed 
hospital.  Cloquet  enjoys  a stable  economy  (forest  products).  Additional- 
ly, our  community  is  noted  for  its  excellent  school  system.  First  year 
salary  guarantee,  paid  malpractice,  health  and  disability  insurance, 
vacation  and  study  time.  Contact  John  Turonie,  Administrator,  Raiter 
Clinic,  Ltd.,  417  Skyline  Blvd.,  Cloquet,  Minnesota  55720.  Telephone 
218/879-1271. 


FAMILY  PRACTITIONERS  — Do  you  find  yourself  wishing  you  could 
just  practice  medicine  again?  A well  established,  comprehensive  Family 
Practice  group  is  seeking  a Board  Eligible  or  Board  Certified  Family 
Practitioner.  An  opportunity  for  established  physicians  to  become  part 
of  a medical  team  affiliated  with  a large  central-lowa  Medical  Center. 
OB  required.  Salary  negotiable  based  on  experience  and  qualifications. 
Appropriate  benefits  available.  Interested  physicians  should  send  CV 
and  reply  to:  IOWA  MEDICINE,  No.  1556,  lOOl  Grand  Avenue,  West 
Des  Moines,  Iowa  50265.  ALL  INQUIRIES  CONFIDENTIAL. 


CENTRAL  IOWA  MEDICAL  PRACTICE  NEEDS  LOCUM  TENENS 
PHYSICIAN  — Time  flexible.  For  further  information  write  or  call 
Wiltfang-Paulson  Clinic,  Box  715,  1129  Spencer  Street,  Grinnell,  Iowa 
50112.  Phone  515/236-3163. 


ORTHOPEDIC  SURGERY  POSITION  AVAILABLE  IN  EASTERN 
IOWA  — Well  established  multispecialty  group  with  2 orthopedic 
surgeons  in  need  of  another.  Modern  clinic  building  located  near  the 
picturesque  Mississippi  River.  Competitive  salary  guarantee  plus 
bonuses  complimented  by  a full  range  of  benefits.  Affiliation  with  2 
150-bed  hospitals  and  teaching  available  at  nearby  medical  school.  Rec- 
reational and  cultural  activities  abound  in  addition  to  a nationally  re- 
spected school  system.  For  more  information  reply  in  confidence  to: 
Physician  International,  716/366-8600  or  write  405-1  Central  Avenue, 
Dunkirk,  New  York  14048. 
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Referral  Guide 


PHYSICIANS' 

DIRECTORY 


ALLERGY 


RICHARD  L.  COOLEY,  M.D. 

PARK  CLINIC 
MASON  CITY 
515/421-5677 
PEDIATRIC  ALLERGISTS,  P.C. 

GEORGE  G.  CAUDILL,  M.D. 

VELJKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MDINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS’ 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-86766 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

943  19TH 
DES  MOINES  5031 1 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


GYNECOLOGY 


LANE  A.  REEVES,  M.D.,  P.C. 

MEDICAL  ARTS  CENTER,  SUITE  355 
2055  KIMBALL  AVENUE 
WATERLOO  50702 
319/235-6785 

PRACTICE  LIMITED  TO  GYNECOLOGY 
REPRODUCTIVE  ENDOCRINOLOGY 
AND  INFERTILITY 


HEMATOLOGY-ONCOLOGY 


JASJEET  SANGHA,  M.D. 

3118  BROCKWAY  ROAD 
WATERLOO  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & ASSDCIATES,  P.C. 
DANIEL  H.  GERVICH,  M.D. 

INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MDINES  5031 1 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


PULMONARY  MEDICINE,  P.C. 
STEVEN  K.  ZORN,  M.D. 
GREGDRY  HICKLIN,  M.D. 
4060  WESTOWN  PKWY. 
WEST  DES  MOINES  50265 
515/225-8452 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
ROGER  T.  LUI,  M.D. 

STEVEN  G.  BERRY,  M.D. 

DONALD  L.  BURROWS,  M.D. 

PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUl,  M.D. 

NEWBORN  SPECIALIST,  P.C. 
421  LAUREL 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGDDD,  D.D. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES,  M.D., 
STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RO.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 
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ROBERT  A.  HAYNE,  M.D. 

THOMAS  A.  CARLSTROM,  M.D. 

METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 

MICHEL  ANDRE,  M.D. 

1420  WOODLAND 
DES  MOINES  50309 
515/243-5014 

PRACTICE  LIMITED  TO  NEUROSURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  0.  WOLFE,  M.D.,  RUSSELL  H.  WAH,  M.O., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R.  WIDNER,  M.D., 
GILBERT  W.  HARRIS,  M.D.,  JAMES  A.  DAVISON,  M.D. 
309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 

OPHTHALMIC  ASSOCIATES,  P.C. 

ARTHUR  C.  WISE,  M.D.,  ROBERT  D.  WHINERY, 

M.D.,  STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 

NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D., 

MICHAEL  L.  LONG,  M.D. 

U.  JOHN  BERZINS,  M.D. 

BRADLEY  L.  ISAAK,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1481 
MASON  CITY  50401 
515/423-8861 

GENE  E.  MEGER,  M.D. 

R08ERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE,  M.D., 
GERALD  J.  COLLINS,  M.D.,  JAMES  E.  SPODEN,  M.D. 
310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 

ROBERT  T.  BROWN,  M.D., 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 

OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

939  OFFICE  PARK  RO.,  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY. 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

EAR,  NOSE  AND  THROAT  SURGERY, 

HEAD  AND  NECK  SURGERY,  FACIAL 
PLASTIC  SURGERY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D., 
GERALD  W.  HOWE,  M.D., 

JAMES  J.  PUHL,  M.D., 

EDWARD  A.  DYKSTRA,  M.D., 
MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY,  M.D., 
A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-2590 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

LA80RAT0RY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D., 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 

MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 

CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 

CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

A.  SUZANNE  MORSTAD,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION  CENTER 
IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


J.  C.  N.  8R0WN,  M.D. 

2416  TOWNCREST  OR. 

IOWA  CITY  52240 
319/338-7941 

CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SER- 
VICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


SATTERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 
2928  HAMILTON  BLVD. 

SIOUX  CITY  51104 
712/277-2379 

PSYCHIATRIC  THERAPY  — ALL  AGES 


JEAN  ARNOLD,  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY  — ALL  AGES 
COUPLE  COUNSELING 


ASSOCIATES  FOR  PSYCHIATRY  P.C. 

WM.  J.  MOERSHEL,  M.D.; 

CHAS.  G.  WELLSO,  M.O.; 

EDICK  HARTUNIAN,  M.D.; 

S.  ORTEGA.  M.D.; 

FRANCIS  A.  VASQUEZ,  M.D. 

717  A AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/364-0116 

Telephone  answered  day  or  night 

ADULT  AND  CHILD  PSYCHIATRY 
MARRIAGE  AND  FAMILY  COUNSELING 
PSYCHOLOGICAL  TESTING 


SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND.  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY.  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 


PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS.  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


UROLOGY 


A.  W.  WOODWARD,  M.D. 

3116  BROCKWAY  RD. 

WATERLOO  50702 
319/23G-3435 

PRACTICE  LIMITED  TO  UROLOGY 
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A Monthly  Commentary 

IN  THE 

PUBLIC  INTEREST 

Medicare  Freeze 

Because  proportionately  Iowa  has  more 
older  citizens  than  most  states,  develop- 
ments relating  to  Medicare  are  especially  im- 
portant. So  we  have  a particular  interest  in 
action  taken  by  Congress  in  late  June. 

It  produced  the  Medicare  deficit-reduction 
law  which,  proponents  say,  will  shave  $6.5 
billion  off  what  would  have  been  spent  for 
Medicare  services.  Of  this  savings,  they  project 
$2.5  billion  will  come  over  three  years  from  a 
physician  fee  freeze.  The  rest  will  derive  most- 
ly from  limits  on  hospital  reimbursement,  in- 
creased Medicare  premiums  and  fee  schedules 
for  clinical  lab  services. 

What  Iowa  physicians  face,  along  with  col- 
leagues elsewhere,  is  a 15-month,  rigidly  mon- 
itored fee  freeze.  There  wiU  be  Iowa  physicians 
who  sign  “participating"  agreements  with 
Medicare.  And  there  will  be  those  who  do  not. 
Those  who  do  may  bill  their  patients  only  for 
the  20%  of  the  allowance  not  covered  by  Medi- 
care. The  carrot  offered  “participating"  doctors 
is  that  of  letting  them  bill  Medicare  customary 
charges  during  the  freeze.  While  their  fees  will 
stand  frozen,  any  increase  in  billed  charges 
will  be  factored  into  the  customary  charge  pro- 
file. This  could  be  advantageous  when  the 
freeze  is  over,  even  though  the  economic  index 
increases  in  prevailing  charges  will  continue  to 
apply. 

Added  governmental  inducement  to  physi- 
cians choosing  “par"  status  will  include  list- 
ings in  directories  and  toll-free  hot  lines  iden- 
tifying practitioners  in  this  category;  electronic 
billing  of  claims  where  possible;  and  permis- 
sion to  bill  any  supplemental  insurer  the  full 
amount  allowed  by  Medicare,  leaving  the  in- 
surer to  collect  from  Medicare. 

Iowa  physicians  who  do  not  “sign  up"  may 
assign  Medicare  claims  on  a case-by-case  basis. 
But  the  government  says  it  will  monitor  this 


activity  closely,  and  no  charges  in  excess  of 
those  made  during  the  base  period  will  be  rec- 
ognized when  “customary  charge  profiles"  are 
updated  at  the  end  of  the  freeze. 

In  short,  the  new  law  creates  extra  problems 
for  physicians  who  do  not  “sign  up."  Con- 
versely, there  are  obvious  incentives  to  encour- 
age physician  participation.  To  illustrate  the 
penalty  potential,  a “non-par"  physician 
charging  a Medicare  beneficiary  a fee  greater 
than  was  charged  for  that  procedure  or  service 
in  the  second  quarter  of  1984  could  be  fined 
and  excluded  from  Medicare  until  1989  or  later. 
On  the  reward  side  of  the  slate,  the  "participat- 
ing" physician  may  increase  fees  any  time  after 
having  signed  the  agreement.  While  the  in- 
creases would  not  be  collectible  for  Medicare 
patients  for  a year,  they  will  increase  physician 
profiles  for  higher  Medicare  payments  starting 
10/1/85.  And  they  would  presumably  be  col- 
lectible from  non-Medicare  patients  and  insur- 
ers in  the  normal  manner. 

In  Iowa,  Blue  Cross/Blue  Shield,  as  Medicare 
carrier,  will  be  responsible  to  notify  physicians 
of  these  provisions,  rulings  and  options.  The 
carrier  will  have  the  task  of  setting  up  hot  lines, 
compiling  directories  and  implementing  direct 
electronic  billing  systems. 

This  new  creation  of  government  is  called  by 
its  critics  a bureaucratic  monstrosity  with  the 
potential  for  severely  damaging  the  health  care 
system.  And  while  Congress  stopped  short  of 
requiring  all  physicians  to  accept  assignment 
in  all  Medicare  cases  they  treat,  it  did  impose, 
through  its  federal  monitoring,  enough  poten- 
tial sanctions  to  make  the  “non-par"  approach 
risky. 

More  uncertainty  is  just  ahead  for  Iowa  phy- 
sicians; still  they  must  remain  advocates  of  the 
patient  at  all  times. 
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FOR  THE  PP,EDiaADILITY 
CONFIRMED  BY  EXPERIENCE 

QMMAHE® 

flurozepom  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset’ " 

• More  total  sleep  time'  " 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights'" 

• Patients  usually  awake  rested  and  refreshed'® 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy'^""' 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  m elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy. 


DiALMANE's 

flurozepom  HCI/Poche 

References:  1.  Kales  J et  al'.  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971.  2.  Kales  A et  al:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A et  al: 

Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32:781-786,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchl  MR:  J Am  Geriatr  Soc 
27:541-546,  Dec  1979.  6.  Kales  A.  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21 .355-361 . 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971.  9.  Amrein  R et  al:  Drugs  Exp  Clin 
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flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g..  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommend^  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness.  Iight- 
headedness,  staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported,  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT  SGPT  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage:  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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Manati,  Puerto  Rico  00701 


DOCUMENTED 
IN  THE  SLEEP 
LABORATORY'^ 


PRO 
THEPATI 


FOR  A COMPLETE 

DAL 

flurozepQ 

STANDS 
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SERVING 

IOWA  PHYSICIANS 
SINCE  1955 


WE  ARE  PROUD  to  have  been  insurance  administrators  and  counselors  for 
the  Iowa  Medical  Society  since  1955.  We  count  it  a privilege  to  furnish 
assistance  to  Iowa  physicians  on  insurance  and  other  financial  matters. 


PROTECTION,  SECURITY  AND  INCOME  GROWTH  are  mutual  goals  we 
desire  for  you  and  your  family.  Among  the  coverages  we  have  available  ex- 
clusively for  IMS  member  physicians  are  these: 

• ACCIDENT/SICKNESS  DISABILITY  (2  OPTIONS) 

• OFFICE  OVERHEAD  DISABILITY 

• LIFE  INSURANCE  (SEVERAL  OPTIONS) 

• MEDICAL  INSURANCE  PLAN 

• EXCESS  MAJOR  MEDICAL 

• ACCIDENTAL  DEATH/DISMEMBERMENT 

• SPECIAL  MODIFIED  PERMANENT  LIFE  PLAN 

• FULL  INSURANCE  AND  FINANCIAL  SERVICES 


WE  WELCOME  THE  OPPORTUNITY  to  serve  you  as  a member  of  the  Iowa 
Medical  Society.  Requests  for  information  by  telephone  or  mail  will  receive 
prompt  attention. 


JOHN  A.  RENO  • BERNIE  LOWE,  JR.,  C.L.U.,  R.H.U. 
RICHARD  J.  KAUTH  • HOWARD  HOGAN,  C.L.U. 
KENNETH  C.  KAUTH,  CONSULTANT 


INSURANCE  ADMINISTRATORS  AND  COUNSELORS 
2600  72nd  Street,  Suite  0 — Des  Moines,  Iowa  50322 
Telephone  515/278-5580  or  Toll  Free  1/800-532-1105 
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TO  SCORE  BIG, 
YOU’VE  GOT  TO  CALL 
THE  RIGHT  PLAYS. 


When  it  comes  to  providing  growth- 
oriented  employee  benefit  fund 
management,  Bankers  Trust  fields  a 
strong  team.  We  work  closely  with 
our  clients  and  their  other  financial 
advisors  to  assure  understanding  of 
goals  and  agreement  on  methods  of 
achieving  them. 

Our  seasoned  investment  profes- 
sionals have  a winning  record  of 
successful  portfolio  management. 

And  we  provide  a complete  turnkey 
service  package.  We  handle  all  of 
the  custodial  and  reporting  details  of 
fund  administration. 

What's  more,  we  help  our  clients 
hold  the  line  on  costs.  Our  fees  are 
fully  competitive.  And  because  we  re 
right  here,  you  enjoy  a home  field 
advantage. 

We  invite  you  to  discuss  your 
investment  goals  with  our  senior 
trust  officers.  Call  today:  245-2800. 

Or  phone  toll-free  from  anywhere  in 
Iowa:  800-362-1688.  Member  FDIC. 
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PRESIDENT'S 


PRIVILEGE 


As  YOUR  PRESIDENT,  I represented  the  Iowa 
. Medical  Society  at  the  inauguration  of 
Joseph  F.  Boyle,  M.D.,  as  the  new  president  of 
the  American  Medical  Association.  His  pres- 
idential address  is  in  the  August  10  issue  of 
JAMA  and  is  well  worth  a thoughtful  perusal 
by  the  physician  who  is  concerned  about  the 
future  of  medical  practice  in  our  country. 

Dr.  Boyle  recalled  medicine's  code  of  ethics 
dating  back  to  Hammurabi  — "to  help  the  sick, 
to  do  no  harm,  to  educate  the  novice,  and  to 
share  medical  knowledge  with  fellow  physi- 
cians." He  quoted  a 1948  World  Medical  Asso- 
ciation statement,  "The  health  and  welfare  of 
patients  shall  be  the  first  consideration,  not 
allowing  economics,  politics,  race,  or  religion, 
or  any  other  circumstance  to  take  preference." 

He  contrasted  this  with  the  business  ethic, 
quoting  Uwe  Reinhardt,  professor  of  eco- 
nomics at  Princeton,  who  said,  "A  business 
ethic  is  to  maximize  the  return  on  investment 
to  your  shareholders  without  breaking  the 
law." 

He  cited  a report  by  Aaron  and  Schwartz  in  a 
book  entitled  the  painfree  prescription.  This 
report  is  an  "evaluation  of  the  medical  care  in 
Great  Britain  as  compared  with  the  United 
States." 

Dr.  Boyle  was  concerned  that  economic  fac- 
tors had  contributed  to  standards  of  care  in 
Great  Britain  which  are  significantly  inferior  to 


our  standards  of  care  in  this  country.  But  his 
greatest  concern  was  that  physicians  in  Great 
Britain  had  been  a part  of  the  gradual  reduction 
of  the  standards  of  care  as  they  realize  that 
financial  restraints  make  it  impossible  for  them 
to  do  their  best. 

He  stressed  that  society  looks  to  the  medical 
profession,  guided  by  its  code  of  ethics,  "to 
establish,  monitor,  and  maintain  standards  for 
their  protection." 

Government  and  other  payors  are  con- 
cerned about  costs.  We  as  physicians  can  help 
to  control  costs,  and  we  will.  But  only  the 
physician  serving  the  patient  can  decide  what 
care  the  patient  needs;  and  only  the  physician, 
as  Dr.  Boyle  affirms,  can  be  the  advocate  for 
the  patient. 

Each  of  us  as  physicians  is  a part  of  the  battle 
that  was  lost  in  Great  Britain.  Let  us  each  con- 
tinue to  do  our  best  to  care  for  our  patients.  It 
wiU  not  be  easy  as  pressures  mount,  but  we 
have  all  read  the  old  slogan,  WHEN  THE 
GOING  GETS  TOUGH,  THE  TOUGH  GET 
GOING.  As  physicians,  we  can  do  no  less. 

TuTMMiUL  ^ M/b 

John  E.  Tyrrell,  M.D. 

President 
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Physician  Reimbursement 
Under  Medicare 


Reimbursement  for  services  provided 
Medicare  beneficiaries  is  changed 
significantly  by  the  federal  "Deficit 
Reduction  Act  of  1984."  Iowa  physicians 
need  to  know  as  much  as  possible  about 
this  as  they  contemplate  what  position 
they  will  take.  These  questions  and 
answers  are  taken  from  material 
prepared  by  the  American  Medical 
Association.  They  represent  a good 
overview. 


What  is  the  Deficit  Reduction  Act  of  1984? 

The  Deficit  Reduction  Act  of  1984  is  the 
name  for  a federal  law,  P.L.  98-369,  enacted  on 
July  18, 1984,  that  contains  over  300  provisions 
designed  to  reduce  federal  expenditures  by 
over  $50  billion  and  act  as  a "down  payment" 
on  the  federal  deficit.  This  Act  contains  over  60 
changes  to  the  Medicare  and  Medicaid  pro- 
grams, including  several  directly  relating  to 
physician  reimbursement  for  services  pro- 
vided Medicare  beneficiaries.  This  document  is 
limited  to  a discussion  of  Medicare  provisions 
relating  to  the  fee  and  reimbursement  freeze 
and  "participation"  agreements. 

In  a general  way,  how  has  this  new  law 
changed  Medicare  reimbursement? 

(a)  Two  classes  of  physicians  have  been  cre- 
ated: "participating  physicians"  and  other 
physicians  (hereinafter  referred  to  as  "non- 
participating physicians"); 

(b)  Medicare  reimbursement  levels  for  physi- 
cian services  have  been  frozen  from  July  1, 
1984,  to  September  30,  1985; 

(c)  Fee  increases  by  "non-participating 
physicians"  above  a specified  level  are  pro- 


hibited during  this  15-month  period.  Viola- 
tions of  this  fee  freeze  are  subject  to  severe 
penalties;  and 

(d)  Certain  incentives  are  provided  to  en- 
courage physicians  to  sign  participation  agree- 
ments. 

Does  the  law  apply  for  physician  services  to 
all  patients? 

No.  The  federal  reimbursement  and  fee 
freeze  limitations  apply  only  to  services  pro- 
vided Medicare  beneficiaries. 

Do  the  new  provisions  relating  to  the  freeze 
and  participation  agreements  require  a change 
in  the  way  a physician  conducts  his  or  her 
Medicare  practice? 

No.  The  physician  now  has  an  option  to  sign 
or  not  sign  a participation  agreement. 

(a)  A "participating  physician"  must  accept 
assignment  for  all  claims  for  all  Medicare  pa- 
tients. 

(b)  A "non-participating  physician"  can  con- 
tinue to  treat  Medicare  patients,  accepting 
assignments  or  not  on  a claim-by-claim  basis  as 
in  the  past.  Only  under  this  option  can  the 
"direct  billing"  method  be  continued. 

How  does  the  Medicare  reimbursement  freeze 
work? 

Under  the  Medicare  program,  physicians 
are  paid  at  the  lowest  of: 

• their  "actual  charge"  (the  amount  the 
physician  bills  for  the  service); 

• their  "customary  charge"  for  the  service  pro- 
vided; or 

• the  "prevailing  charge"  in  the  community 
for  the  service  provided. 

This  lowest  amount  is  called  the  "reasonable 
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charge.”  By  law.  Medicare  pays  80%;  the  ben- 
eficiary is  obligated  to  pay  the  balance. 

The  "customary  charge"  is  determined 
through  development  of  a fee  profile  for  each 
individual  physician,  and  a median  figure  is 
determined  for  each  procedure.  This  median 
figure  is  the  individual  physician's  “customary 
charge." 

Reimbursement  by  Medicare,  whether  for 
the  “actual”  or  the  “customary  charge"  of  the 
physician,  is  not  allowed  to  the  extent  that  it 
exceeds  the  "prevailing  charge"  level  estab- 
lished in  the  community.  The  "prevailing 
charge"  is  figured  by  arraying  the  "customary 
charges"  for  all  physicians  in  the  community 
and  is  then  set  at  the  75th  percentile  of  these 
charges  as  weighted  by  frequency. 

In  addition,  since  1975  the  prevailing  rate  (as 
determined  for  that  year)  has  been  allowed  to 
rise  in  each  subsequent  year  only  in  accord- 
ance with  an  "economic  index"  set  annually  by 
the  Secretary  of  the  Department  of  Health  and 
Human  Services  (HHS),  who  has  overall  re- 
sponsibility for  the  Medicare  program. 

Under  the  new  law,  the  prevailing  charge 
levels  recognized  by  the  Medicare  program 
will  be  frozen  until  October  1,  1985,  at  the  level 
recognized  for  the  period  of  July  1,  1983 
through  June  30,  1984.  The  customary  charge 
levels  for  "participating  physicians"  and  "non- 
participating physicians"  will  be  frozen  until 
October  1,  1985,  when  these  two  categories  of 
physicians  will  be  treated  differently  in  the  up- 
grading of  customary  charge  profiles.  (See 
question  No.  8) 

What  are  the  dates  of  the  freeze  period? 

July  1,  1984,  to  September  30,  1985. 

What  is  the  significance  of  the  dates  used  for 
framing  the  physician  reimbursement  and 
freeze  period? 

Prior  to  the  enactment  of  this  new  law, 
physicians'  customary  charge  levels  recog- 
nized by  Medicare  were  increased  July  1 each 
year.  At  that  time,  each  physician's  customary 
charge  levels  would  be  adjusted  and  the  Medi- 
care economic  index  would  also  be  applied  to 


the  prevailing  charge  levels.  (If  the  economic 
index  had  been  applied  on  July  1,  1984,  the 
Medicare  program  would  have  allowed  the 
prevailing  charge  level  to  increase  by  3.34%.) 
Under  the  new  law,  instead  of  updates  being 
made  July  1 each  year,  future  fee  screen  years 
will  run  from  October  1 to  September  30.  Thus 
the  next  adjustment  in  both  the  customary  and 
prevailing  charge  rates  will  be  October  1,  1985. 
(The  law  also  modified  the  time  frame  used  for 
determining  customary  charge  profiles.  Up- 
dates made  on  October  1 for  customary  charge 
profiles  will  be  based  on  charges  made  during 
the  preceding  12-month  period  running  from 
April  1 to  March  31.) 

At  the  end  of  the  freeze  period,  will  physician 
charge  profiles  and  reimbursement  be 
allowed  to  catch  up  with  the  increases  that 
would  have  been  allowed  July  1,  1984,  and 
July  1,  1985? 

The  new  law  only  allows  for  a catch-up  in 
physicians'  charges  in  one  respect.  The  Health 
Care  Financing  Administration  (HCFA)  will 
recognize  a full  increase  for  the  customary 
charge  levels  for  "participating  physicians"  on 
October  1,  1985,  based  on  normal  increases  in 
their  fees  during  the  freeze  period. 

In  determining  the  customary  charge  profile 
for  "non-participating  physicians"  for  the 
annual  periods  beginning  on  October  1,  1985, 
and  October  1,  1986,  HCFA  will  not  recognize 
any  increases  in  actual  charges  for  services  fur- 
nished during  the  freeze  period  that  are  above 
the  level  of  actual  charges  in  the  period  of 
April,  May  and  June,  1984. 

Medicare  reimbursement  cannot  exceed  the 
prevailing  charge  level  in  the  community,  and  in 
determining  the  prevailing  charge  level  for 
years  beginning  October  1,  1985,  HCFA  will 
not  allow  for  the  increases  that  normally  would 
have  been  made  July  1,  1984,  and  1985. 

The  new  law  creates  a category  of  physician 
under  Medicare  called  the  "participating 
physician."  What  is  a "participating  physi- 
cian?" 

A "participating  physician"  is  a physician 
who  agrees  to  accept  all  Medicare  claims  on  an 
assigned  basis  for  a full  year.  Once  a physician 
signs  a participation  agreement  (which  must 
be  before  October  1 of  each  year),  he  or  she  will 
be  obligated  to  accept  assignment  for  all  Medi- 
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care  claims  from  October  1 of  that  year  to  the 
following  September  30.  Physicians  will  have 
an  annual  opportunity  to  elect  to  become  a 
“participating  physician." 

Newly-licensed  physicians  and  physicians 
who  move  to  a new  area  will  be  allowed  to 
enter  into  a participation  agreement  for  the 
remainder  of  the  year. 

The  participation  agreement  will  be  made 
available  to  physicians  by  the  local  Medicare 
carrier. 

What  are  the  incentives  to  be  a "participating 
physician?" 

"Participating  physicians"  will  be  allowed  a 
full  increase  in  their  customary  charge  profile 
for  the  year  beginning  on  October  1, 1985.  Dur- 
ing the  15-month  freeze,  "participating  physi- 
cians" will  be  able  to  bill  for  normal  increases  in 
their  fees,  but  their  actual  reimbursement  will 
be  limited  to  the  Medicare-allowed  amount  by 
virtue  of  the  acceptance  of  assignment  for  all 
claims.  The  ability  to  include  normal  increases 
in  their  bills  will  enable  "participating  physi- 
cians" to  increase  their  customary  charge  pro- 
files for  an  increased  Medicare  reimbursement 
when  the  freeze  on  customary  and  prevailing 
charge  levels  ends.  (However,  this  increase  in 
the  customary  charge  profile  would  not  allow 
an  actual  increase  in  Medicare  reimbursement 
when  the  freeze  ends  if  the  physician's  custom- 
ary charge  level  exceeds  the  prevailing  charge 
level  at  that  time.) 

"Participating  physicians"  will  be  listed  in  a 
directory  containing  their  name,  address  and 
specialty. 

Each  Medicare  carrier  will  be  required  to 
maintain  a toll-free  telephone  number  where 
Medicare  beneficiaries  will  be  able  to  obtain  the 
names,  addresses,  specialty  and  telephone 
numbers  of  "participating  physicians." 

Where  a Medicare  carrier  has  the  capability 
of  receiving  electronic  transmission  of  bills  for 
Medicare  services,  the  physician  will  have  this 
system  available  for  submitting  bills  to  the  car- 
rier. 

"Participating  physicians"  may  (if  the 
Secretary  exercises  this  option)  be  provided 


with  a certificate  or  other  type  of  emblem  that 
they  will  be  able  to  display  to  enable  benefi- 
ciaries to  have  an  easy  means  of  identifying 
them. 

Where  Medicare  beneficiaries  have  sup- 
plemental medical  insurance  (commonly 
called  "Medigap"  coverage),  the  physician  will 
be  able  to  bill  the  supplemental  insurance  car- 
rier directly  for  the  entire  Medicare-approved 
amount.  The  Medigap  insurance  carrier  will 
pay  the  physician  both  the  Medicare  and  Medi- 
gap portions  and  subsequently  receive  the 
Medicare  portion  directly  from  the  Medicare 
carrier. 

Will  the  "participating  physician"  program  be 
phased-out  along  with  the  scheduled  end  of 
the  Medicare  reimbursement  freeze? 

No.  Physicians  will  be  given  an  annual 
opportunity  to  enter  into  a participation  agree- 
ment. This  feature  of  the  new  law  extends  in- 
definitely, while  the  reimbursement  and  fee 
freeze  limitations  are  of  15-month  duration. 

Can  "non-participating  physicians"  still  pro- 
vide care  for  Medicare  beneficiaries? 

Yes.  "Non-participating  physicians"  may 
continue  to  treat  Medicare  beneficiaries. 
However  these  physicians  are  prohibited  dur- 
ing the  freeze  period  from  increasing  their 
actual  charges  to  Medicare  beneficiaries  above 
the  actual  charges  made  during  the  base  period 
of  April,  May  and  June,  1984. 

Can  "Non-participating  physicians"  submit 
claims  on  an  assigned  basis? 

Yes.  "Non-participating  physicians"  will  be 
allowed  to  continue  making  assignment  deci- 
sions on  a claim-by-claim  basis. 

Will  assignment  information  on  "non- 
participating physicians"  be  available  to  the 
public? 

Yes.  All  physicians  who  accept  assignment 
on  a certain  percentage  basis  or  who  provide  at 
least  a minimum  volume  of  services  for  Medi- 
care beneficiaries  (as  determined  by  the  Secre- 
tary of  HHS),  will  have  their  individual  assign- 
ment information  published  in  a list  that  will 
contain  their  name,  address,  specialty,  and  the 
percent  of  claims  accepted  on  an  assigned 
basis.  These  listings  will  be  organized  by  geo- 


September  1984  / 373 


g MERCY  HOSPITAL  MEDICAL  CENTER 

1 DES  MOINES,  IOWA 

PRESENTS 

“PERSPECTIVES  IN 
INFANT  APNEA” 

TUESDAY,  OCTOBER  2,  1984 

8:00  A.M.  TO  4:30  P.M. 


FEATURED  SPEAKER: 

DOROTHY  KELLY,  M.D. 

CO-DIRECTOR,  PEDIATRIC  PULMONARY  LAB 
MASSACHUSETTS  GENERAL  HOSPITAL 
BOSTON,  MASSACHUSETTS 

GUEST  FACULTY: 

JEAN  LE  POIDEVIN,  M.D. 

DIRECTOR,  INFANT  APNEA  PROGRAM 
DIRECTOR,  LEVEL  II  NURSERY 
ST.  FRANCIS  HOSPITAL 
WATERLOO,  IOWA 

SHAMEEM  SIDDIQUI,  M.D. 

NEONATOLOGIST 
PRIVATE  PRACTICE 
DES  MOINES,  IOWA 

SUSAN  LOGSDON,  B.S.N. 

INFANT  APNEA  PROGRAM  COORDINATOR 
DEPARTMENT  OF  MATERNAL-CHILD  NURSING 
MERCY  HOSPITAL  MEDICAL  CENTER 
DES  MOINES,  IOWA 

JEFF  JUTTING,  R.R.T. 

MANAGER,  RESPIRATORY  THERAPY 
MERCY  HOSPITAL  MEDICAL  CENTER 
DES  MOINES,  IOWA 

ROBIN  FOSTER 

REGISTERED  POLYSOMNOGRAPHIC 
TECHNOLOGIST 

SLEEP  DISORDERS  LABORATORY 
MERCY  HOSPITAL  MEDICAL  CENTER 
DES  MOINES,  IOWA 

PROGRAM  CHAIRMAN 

JOHN  H.  GAY,  M.D. 

PEDIATRIC  CARDIOLOGIST 
MEDICAL  DIRECTOR 
INFANT  APNEA  CARE  UNIT 
MERCY  HOSPITAL  MEDICAL  CENTER 
DES  MOINES,  IOWA 


TOPICS: 

“PHYSIOLOGIC  ABNORMALITIES  IN 
PROLONGED  INFANT  APNEA” 

“EVALUATION  AND  MANAGEMENT  OF  THE 
INFANT  AT  RISK” 

“ESTABLISHING  A COMMUNITY  INFANT 
APNEA  PROGRAM” 

“COORDINATION  OF  AN  INFANT  APNEA 
PROGRAM” 

“PNEUMOCARDIOGRAPHY” 

“PROBLEMS  WITH  PRE-TERM  BABIES” 


Physicians  Fee $50.00 

Physicians'  Assistants  Fee  $20.00 

Nursing  Fee  $20.00 

Paramedical  Fee  $20.00 

Complimentary Residents, 


Interns  & Medical  Students 
ADVANCED  REGISTRATION  REQUESTED! 


A.M. A.  Approved  for  6 hours  Category  1 of 
the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 

CEU's:  0.6  (6  contact  hours) 


THE  SEMINAR  WILL  BE  HELD  IN  BEH  AUDITORIUM  SOUTH-1 

CONTACT;  HEALTH  EDUCATION  DEPARTMENT 
(515)  247-4178  OR 

MEDICAL  EDUCATION  DEPARTMENT 
(515)  247-3042 

MERCY  HOSPITAL  MEDICAL  CENTER 
SIXTH  AND  UNIVERSITY 
DES  MOINES,  IOWA  50314 


PHYSICIAN  REIMBURSEMENT 
UNDER  MEDICARE 


graphical  area,  and  they  will  be  made  available 
to  Medicare  beneficiaries. 

Can  a "non-participating  physician"  continue 
the  past  practice  where  a physician  could  bill 
the  program  beneficiary  for  an  amount  in  ex- 
cess of  the  Medicare  approved  amount? 

Yes.  However,  the  Deficit  Reduction  Act 
does  set  limits  on  the  maximum  amount  the 
"non-participating  physician"  may  bill  a pro- 
gram beneficiary.  "Non-participating  physi- 
cians" will  not  be  able  to  bill  Medicare  benefi- 
ciaries an  amount  in  excess  of  their  actual 
charges  for  the  base  period  fixed  in  the  law: 
April,  May  and  June,  1984.  This  limitation  on 
actual  charges  is  to  be  in  effect  from  July  1, 
1984,  to  September  30,  1985. 

How  will  the  federal  government  set  the  max- 
imum amount  that  "non-participating  physi- 
cians" may  charge  Medicare  beneficiaries 
during  the  15-month  limitation  period? 

The  federal  government  has  yet  to  announce 
the  methodology  to  identify  the  maximum 
amount  that  will  be  recognized  as  the  physi- 
cian's actual  charges  made  during  the  period  of 
April,  May  and  June,  1984.  Once  set,  this 
amount  will  serve  as  the  maximum  amount  a 
"non-participating  physician"  may  charge  for 
services  to  a Medicare  beneficiary  during  the 
freeze  period. 

What  will  be  the  maximum  amount  for  ser- 
vices a "non-participating  physician"  can 
charge  in  instances  where  there  is  no  base 
period  charge  data  to  set  the  limitation? 

The  Health  Care  Financing  Administration 
has  yet  to  announce  how  this  level  will  be  set. 

Will  penalties  be  imposed  where  "non- 
participating physicians"  raise  their  fees  for 
services  provided  to  Medicare  beneficiaries 
during  the  "fee  freeze"  period?  If  so,  what  are 
they? 

Yes. 

The  penalties  may  be  monetary  (in  the  form 
of  penalties  or  assessments)  or  suspension 
from  the  Medicare  program,  or  both. 


In  situations  where  "non-participating 
physicians"  "knowingly  and  willfully"  bill 
Medicare  beneficiaries  an  amount  in  excess  of 
their  actual  charge  as  set  by  charges  made  dur- 
ing the  base  period  of  April,  May  and  June, 
1984,  the  Inspector  General  of  HHS  will  have 
the  authority  to  impose  a civil  monetary  penal- 
ty and  assessments  against  the  physician. 
These  penalties  may  be  up  to  $2,000  for  each 
instance  of  excess  charges,  and  the  physician 
will  also  be  subject  to  an  assessment  of  up  to 
twice  the  amount  billed  above  the  maximum 
allowable  charge  as  determined  from  the  base 
period  of  April,  May  and  June,  1984.  Physi- 
cians who  violate  this  maximum  charge  level 
may  also  be  subject  to  suspension  from  par- 
ticipation in  the  Medicare  program  for  a period 
of  up  to  five  years.  The  law  does  make  an 
exception  to  the  suspension  provision  for 
physicians  who  are  the  sole  source  of  physi- 
cian services  or  of  essential  specialized  services 
in  a community.  (The  Secretary  may  use  the 
monies  collected  for  the  purpose  of  making 
"restitution"  to  patients  for  excess  charges.) 

Given  the  penalties  that  can  be  imposed  on 
"non-participating  physicians,"  why  would  a 
physician  choose  not  to  be  a "participating 
physician?" 

In  making  a participation  election,  physi- 
cians will  have  to  consider  the  economic  rami- 
fications of  being  a "participating  physician," 
and  the  fact  that  "participating  physicians" 
will  be  prohibited  from  collecting  any  amount 
in  excess  of  the  Medicare-allowed  amount. 
"Non-participating  physicians"  will  be 
allowed  to  bill  and  collect  their  usual  fees  from 
Medicare  beneficiaries,  as  long  as  they  don't 
violate  the  prohibition  against  fee  increases 

What  reimbursement  factors  should  a physi- 
cian take  into  account  in  entering  or  not  enter- 
ing into  a participation  agreement? 

One  element  that  physicians  should  consid- 
er is  the  amount  of  reimbursement  for  a service 
provided  to  a Medicare  beneficiary.  The 
amount  Medicare  reimburses  remains  subject 
to  the  three  tests  identified  in  question  No.  5, 
and  a "participating  physician"  will  receive  no 
more  than  the  prevailing  charge  allowed  for 
the  service.  On  the  other  hand,  a "non- 
participating physician"  will  be  allowed  to  con- 
(Please  turn  to  page  376) 
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QUALITY  HOME  — REASONABLE  PRICE 


If  you’re  wanting  to  get  away  from  the  office  and 
the  crowds  yet  be  10  minutes  from  downtown, 
consider  this  3,500  s.f.  brick  ranch  on  7 acres. 
Custom  built  in  1972  for  present  owner  features 
include  plaster  wall  construction,  hand  made  ash 
cabinetry,  wood  shake  shingles  and  large  custom 
inground  pool.  You'll  enjoy  the  comfort  of  the  three 
spacious  bedrooms  plus  first  floor  office,  the  large 
country  kitchen,  roomy  living  area  and  family  room 
with  beautiful  view  of  the  country  side.  The  51  x 
84'  heated  building  on  the  property  will  provide 
excellent  storage  for  your  boat  or  motor  home  as 
well  as  an  excellent  place  for  getting  away  from 
the  rush.  Priced  considerably  below  replacement 
value  at  $189,900. 

PAUL  PITTMAN  287-7168 

FRANK  HANSON  285-7674 

IOWA  REALTY  CO.,  INC.  515-285-2200 


OMAHA  MID-WEST 
CLINICAL  SOCIETY 

52nd  ANNUAL 

POSTGRADUATE  ASSEMBLY 

OCTOBER  29,  30  and  31,  1984 

RED  LION  INN 
OMAHA,  NEBRASKA 


FOR  INFORMATION  CONTACT 
Lorraine  Seibel 

Omaha  Mid-West  Clinical  Society 
7363  Pacific  Street,  Suite  210-A 
Omaha,  Nebraska  68114 
(402)  397-1443 


tinue  to  bill  his  or  her  usual  fees  to  Medicare 
beneficiaries  and  receive  such  amounts,  even 
though  these  fees  may  be  in  excess  of  the  pre- 
vailing charge  level.  (Where  an  assignment  is 
not  taken,  the  physician  may  collect  full  pay- 
ment from  the  patient,  who  in  turn  receives  the 
Medicare  payment  — 80%  of  the  Medicare- 
allowed  amount  — from  the  Medicare  carrier.) 

Physicians  should  contact  their  Medicare 
carrier  and  be  knowledgeable  concerning  the 
customary  and  prevailing  charge  levels  for  the 
services  they  routinely  provide.  This  informa- 
tion may  also  be  used  as  a basis  for  comparison 
with  charges  made  by  the  physician  during  the 
base  period  of  April,  May  and  June,  1984. 
Where  a physician's  actual  or  customary 
charges  are  in  excess  of  the  prevailing  charge 
limits,  the  physician  may  receive  less  revenue 
by  becoming  a "participating  physician,"  since 
reimbursement  will  be  limited  to  the  Medicare- 
allowed  amount.  This  loss  of  income  resulting 
from  not  being  able  to  collect  the  full  usual 
charge  made  to  patients  may  not  be  offset  by  a 
potential  increase  in  future  customary  charge 
profiles  for  the  periods  beginning  on  October 
1,  1985  and  1986,  as  customary  charges  are  not 
allowed  where  they  exceed  the  prevailing 
charge  level.  Where  the  prevailing  charge  level 
exceeds  the  amount  that  a physician  generally 
bills  for  his  or  her  services,  it  may  be  to  that 
physician's  advantage  to  become  a "participat- 
ing physician." 

The  full  effect  of  becoming  a "participating 
physician"  must  be  analyzed  on  an  individual 
basis  by  each  physician.  Physicians  traditional- 
ly have  given  special  consideration  to  indi- 
vidual cases  of  financial  hardship  in  consider- 
ing arrangements  for  reimbursement  for  ser- 
vices. 

How  will  physicians  be  informed  of  develop- 
ments in  the  implementation  of  the  Deficit 
Reduction  Act? 

This  Act  authorized  additional  funds  for  the 
Medicare  carriers  to  enable  them  to  provide 
information  to  physicians  concerning  this  pro- 
vision of  the  Deficit  Reduction  Act.  Currently, 
the  Medicare  carriers  are  expected  to  com- 
municate with  physicians  through  two  direct 
mailings:  one  informing  physicians  about  the 
provisions  of  the  law,  and  another  forwarding 
a participation  agreement  form. 
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COMMITMENT 


IT’S  MADE  US  THE  LEADER 
ACROSS  NORTH  AMBUCA... 


ANDUWA 


In-house  data  processing  is  available  from  many  sources. 
But  when  you  invest  in  CyCare  1 00,  you'll  get 
something  you  can't  get  anywhere  else... our 
commitment  to  you. 

It  means  concentrating  our  efforts  on  a single 
industry  since  1 968.  Your  industry. 

It  means  giving  you  the  benefit  of  the  millions  of 
dollars  we're  spending  on  research  & development 
annually. 

And,  it  means  providing  ongoing  training  and 
prompt  service  through  our  regional  office  near  you. 

Our  commitment  has  paid  off  for  621  group 
practices  across  the  United  States  and  Canada.  But  the 
most  important  place  we  can  put  it  to  work  is  where 
you  work. 

Get  the  full  story  about  CyCare  1 00,  a system 
designed  for  practices  with  2 or  more  physicians.  Phone 
319-556-3131  or  write  today.  You'll  learn  it  now  costs 
no  more  to  go  with  the  leader. 


Mail  to: 

CyCare 

520  Dubuque  Building 
Dubuque,  lA  52001 


OCare 


Authorized 
National  ISO 


□ Rush  free  details  to  me  about  CyCare 
1 00.  My  business  card  is  attached. 

□ Have  a representative  contact  me. 


North  America's  leading  provider  of 
data  processing  services,  software  and 
systems  for  medical  group  practices. 
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DOCTCKS  ORDERS. 


Today's  medicines  are  far  more  potent  and  far 
more  effective  than  ever  before.  Accordingly, 
they  demand  far  more  care  and  attention  to 
your  directions. 

That's  why  we’ve  established  a comprehen- 
sive system  of  auxiliary  labeling  at  each  of  our 
drug  counters.  Powerful  reminders  to  your 
patients  of  important  instructions. ..warnings 
about  possible  misuse. ..reassurances  about 
side  effects.  It's  one  of  the  ways  we  work  with 
you  to  help  make  your  prescriptions  and  our 
medicines  work  better  for  your  patients. 

And  for  your  convenience,  each  Peoples 
Drug  Store  has  a special  unlisted  number 
furnished  only  to  doctors.  It's  answered  only  by 
our  pharmacists.  If  you  don't  have  this  number 
yet,  just  call  your  nearest  Peoples  Drug  Store 
and  ask  the  pharmacist  for  his  special  "doctors 
only " phone  number. 


PEOPLE  DRUG 


your  family  pharmacy 
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jackson  D.  Ver  Steeg,  M.D. 

QUESTIONS 

AND  ANSWERS 

'84  ELECTION  COUNTDOWN 


Interest  in  the  November  elections  is 
gaining  momentum  each  day.  Here  are 
comments  on  the  subject  from  Jackson  D. 
Ver  Steeg,  M.D.  Dr.  Ver  Steeg  is 
chairman,  Board  of  Directors,  Iowa 
Medical  Political  Action  Committee 
(IMPAC). 


The  1984  General  Election  will  occur  Novem- 
ber 6.  What's  at  stake? 

This  year  lowans  will  elect  a U.S.  Senator;  6 
Congressmen;  25  state  Senators;  100  state  Rep- 
resentatives and  numerous  local  officials.  And 
of  course,  there's  the  selection  of  a President, 
which  could  influence  all  these  elections. 

What  is  the  import  of  all  this  for  Iowa  physi- 
cians? 

The  future  of  Iowa  medicine  is  indeed  at 
stake.  Let's  face  it,  the  cost  of  health  care  is 
foremost  in  the  public's  mind.  This  interest  is 
reflected  in  the  U.S.  Congress  and  Iowa  Gener- 
al Assembly.  For  example,  an  interim  study 
committee  of  the  Iowa  General  Assembly  is 
looking  at  the  question  of  health  care  costs 
right  now.  This  will  likely  result  in  the  intro- 
duction of  more  legislation  aimed  at  curbing 
costs  in  1985.  Everyone  has  their  own  ideas  on 
how  to  structure  the  health  care  delivery  sys- 
tem. The  important  thing  right  now  is  for 
physicians  to  make  sure  lawmakers  hear  their 
ideas  too. 

How  does  IMPAC  help  in  this  regard? 

IMPAC  helps  by  assisting  in  the  election 
efforts  of  those  candidates  willing  to  listen  to 
the  views  of  Iowa  physicians.  This  year  IM- 
PAC is  taking  a more  sophisticated  approach 


to  determining  who  those  candidates  are. 
Physicians  throughout  the  state  have  been 
asked  to  meet  formally  with  each  nominee  to 
discuss  his  or  her  background,  philosophical 
outlook  and  position  on  issues  of  concern  to 
Iowa  physicians.  The  results  of  these  meetings 
have  been  very  helpful  to  the  IMPAC  Board  of 
Directors.  Physicians  are  also  being  asked  to 
discuss  the  issues  with  candidates  when  IM- 
PAC contributions  are  delivered.  This  activity 
not  only  helps  to  provide  potential  lawmakers 
with  needed  information  on  medical  issues;  it 
also  serves  to  increase  the  number  of  physi- 
cians involved  in  the  political  process  early  on 
when  it  counts  most,  before  the  election! 

What  role  can  the  individual  physician  play  in 
the  upcoming  election? 

As  I just  indicated,  many  physicians  have 
already  helped  determine  which  candidate 
should  be  supported  by  IMPAC.  But  regard- 
less of  IMPAC  support,  physicians  should  do 
all  they  can  to  support  the  candidate  of  their 
choice.  Support  can  be  provided  in  a number 
of  ways.  Physicians  and  members  of  their 
families  can  and  should  provide  financial  and 
volunteer  support  for  the  candidate  of  their 
choice.  By  hosting  a coffee  or  wine  and  cheese 
party,  a physician's  family  can  help  the  candi- 
date raise  money  as  well  as  meet  potential  vot- 
ers. Support  can  also  be  expressed  as  simply  as 
wearing  a campaign  button  or  allowing  the 
placement  of  a candidate's  campaign  sign  in 
the  yard. 

How  can  physicians  find  out  more  about  get- 
ting involved  in  the  political  process? 

Meredith  Olson  and  Tim  Gibson  of  the  IMS 
staff  are  both  available  to  assist  interested 
physicians.  The  IMS  has  also  prepared  a book- 
let entitled,  "A  Guide  to  Political  and  Legisla- 
tive Activism."  All  physicians  need  to  do  is 
contact  Ms.  Olson  or  Mr.  Gibson. 
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Howtobecome  an 
es^ertonlowback 


When  you  come 
to  our  seminar  on  The 
Conservative  Manage- 
ment of  Low  Back  Pain, 
you’ll  learn  about  the 
latest  developments  in 
everything  from  workup 
protocols  and  osteoporosis 
to  decision  making  and 
the  cost  effectiveness  of  care. 

If  you’re  a primary  care  physician,  you  won’t  want  to 
miss  this  informative  seminar,  October  19-20, 1984,  pre- 
sented by  the  Institute  for  Low  Back  Care  and  Camp 
International,  Inc.,  and  sponsored  by  Abbott  Northwestern 
Hospital  and  its  rehabilitation  division.  Sister  Kenny  Institute. 

The  seminar  whl  be  held  at  the  new  Amfac  Hotel  in 
the  Minneapohs  City  Center— the  largest  convention  hotel 
and  urban  shopping  complex  in  the  Upper  Midwest.  Which 
means  you’U  have  a host  of  exciting  extracurricular  activi- 
ties that  should  make  your  weekend  a luxurious  hohday. 

For  more  information  about  this  valuable 
educational  seminar,  contact  IsabeUe  Green,  R.N.  at 
(517)  787-1600  extension  291. 
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The  Iowa  Wrestling  Study: 
Lessons  for  Physicians 


CHARLES  M.  TIPTON,  Ph.D.,  and 
ROBERT  A.  OPPLIGER,  M.S. 

Iowa  City,  Iowa 


The  goal  is  to  provide  the  safest  and 
most  rewarding  set  of  circumstances  for 
young  Iowa  wrestlers.  Research  to 
achieve  this  goal  continues  with  respect 
to  weight  determination.  For  a number  of 
years  the  Iowa  Medical  Society  and  Iowa 
Medical  Foundation  have  helped  support 
the  research  of  the  authors.  It  appears 
now  that  a definitive, 
scientifically-generated  formula  for 
establishing  weight  levels  is  coming  into 
view. 


IN  1967,  the  Muscatine  County  Medical  Soci- 
ety recommended  to  the  Muscatine  Public 
Schools  that  competitive  wrestling  be  abol- 
ished because  of  health  hazards  associated 
with  the  “making  of  weight. Since  that 
time,  the  Iowa  High  School  Athletic  Associa- 
tion, the  Iowa  Medical  Society  and  the  NCAA 
Research  Committee  have  encouraged,  fi- 
nanced and  endorsed  a myriad  of  wrestling 

The  authors  are  assodated  with  the  Departments  of  Exerdse  Sdence 
and  Physical  Education  and  Physical  Education  and  Dance,  University  of 
Iowa,  Iowa  City,  Iowa.  Dr.  Tipton  has  recently  accepted  appointment  as 
professor  and  head  of  the  Department  of  Physical  Education  at  the  Uni- 
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research  projects  that  are  identified  as  the  Iowa 
Wrestling  Study. This  article  will 
summarize  our  findings  through  the  1984  state 
wrestling  championships.  We  will  also  high- 
light the  results  to  aid  physicians  as  they  deal 
with  the  medical  issues  associated  with  the 
“making  of  weight." 

Despite  the  progress  made  since  1967  in 
minimizing  the  health  hazards  associated  with 
wrestling,  many  problems  persist.  This  point  is 
demonstrated  by  position  statements  on  the 
consequences  of  making  weight  prepared  by 
the  American  College  of  Sports  Medicine,^ 
American  Medical  Association,^'  the  Penn- 
sylvania State  High  School  Athletic  Asso- 
ciation;^^ by  the  sub-committee  on  wrestling  of 
the  California  High  School  Athletic  Asso- 
ciation,^^ and  by  the  numerous  sports  medi- 
cine conferences  conducted  in  California,  Illi- 
nois, Iowa,  New  York,  Ohio,  Virginia,  Wiscon- 
sin, etc.,  which  have  repeatedly  addressed  the 
problems  associated  with  the  making  of  weight 
by  scholastic  and  collegiate  athletes. 

However,  the  fact  still  remains,  wrestlers  in 
Iowa  and  elsewhere  continue  to  lose  a high 
percentage  of  their  body  in  a brief  period  of 
time  before  competition.^' 

38,  42,  43  educational  and  medical  author- 
ities realize  the  youngest  wrestlers  are  the  ones 
who  lose  the  highest  percentage  of  body 
weight  to  become  certified.^®  It  is  of  interest 
that  when  assessments  of  emotional  stability 
were  made  during  a wrestling  season,  the 
greatest  declines  were  noted  in  the  individuals 
within  the  98-119  pound  weight  classes. 
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TABLE  I 

CALCULATED  MINIAAAL  CALORIC  REQUIREMENTS  OF  SCHOLASTIC 
WRESTLERS  BETWEEN  15  AND  16  YEARS  OF  AGE 


Body  Weight 
(Pounds) 

Height 

(Inches) 

Minimal  Caloric 
Needs  for 
24  Hours 

98 

62.6 

1544 

115 

65.7 

1728 

130 

67.5 

1824 

145 

68.1 

1952 

155 

70.2 

2017 

175 

70.8 

2100 

Table  prepared  fram  data  callected  at  state  finals^^  using  the  equatians 
described  in  reference  5. 


TABLE  II 

FAT  PERCENTAGES  OF  SCHOLASTIC  AND  COLLEGIATE  WRESTLERS 
BEFORE  CERTIFICATION  AND  BEFORE  THEIR  FIRST  COMPETITIVE 
MEET 


Group 

N 

Age 

fYeors; 

Weight 

(Pounds) 

Density 
( grams/ml) 

Fat 

(%) 

Scholastic 

Wrestlers 

89 

16.3  ± 1 

.0  141  ± 22.7 

1.076  ± 0.012 

10.6  ± 4.7 

Collegiate 

Wrestlers 

41 

20.9  ± 1 

.9  164  ± 28.2 

1.079  ± 0.013 

9.3  ± 5.0 

Values  are  means  and  standard  errors.  Fat  percentages  determined  by 
hydrostatic  methods.^  The  time  interval  ranged  from  14-135  days. 


These  individuals  were  also  the  youngest  sub- 
jects in  the  study.  While  the  significance  or 
importance  of  this  observation  is  unknown,  it 
does  reaffirm  that  younger  wrestlers  need  to 
be  monitored  closely  during  a competitive  sea- 
son. 

Not  unexpectedly,  wrestlers  make  weight 
by  a combination  of  food  restriction,  fluid  dep- 
rivation and  thermal  hydration. Of 
these  approaches,  dehydration  is  the  method 
used  most  frequently  and  intensely  by 
wrestlers.^®  The  interactions  between  these 
approaches  are  complex  and  cannot  be  ex- 
plained by  a simple  cause  and  effect  rela- 
tionship. For  example,  Consolazzio  et  al  dem- 
onstrated in  adults  that  24  hours  of  food  dep- 
rivation with  an  adequate  fluid  intake  resulted 
in  a body  water  loss  of  more  than  a liter. ^ The 
complexity  of  the  issue  was  also  shown  by 
Grande^4  who  reported  that  subjects  receiving 
1010  kcl  a day  lost  more  body  water  and  less 
body  fat  when  receiving  900  ml  of  fluid  per  day 


than  subjects  consuming  the  same  number  of 
calories,  but  drinking  1800  ml  of  water  per  day. 

Although  data  from  collegiate  wrestlers  are 
lacking,  high  school  wrestlers  seldom  consult 
their  parents  or  their  physicians  on  "how  to 
make  weight."  Only  in  30%  of  the  cases  do 
they  seek  the  advice  of  the  coach,  hence,  the 
peer  wrestler  becomes  the  most  important 
source  of  scientific  information  on  this 
process.^®  The  concept  that  scholastic  and  col- 
legiate wrestlers  can  consume  a 500  kcl  a day 
diet  to  reduce  should  be  discarded  because 
wrestlers  expend  from  7-15  kcl/min  when 
"working  out"  and  our  calculations  show  that 
the  daily  minimum  number  of  calories  needed 
by  15-16  year-old  wrestlers  will  range  from 
1500  kcl  to  2100  kcl  depending  upon  the  age, 
height  and  weight  of  the  wrestler  (Table  I). 

It  is  our  experience  that  the  majority  of 
wrestlers  easily  identify  fat  as  being  a compo- 
nent of  body  weight;  but  very  few  understand 
the  meaning  of  lean  body  mass,  or  can  explain 
what  is  meant  by  essential  lipids,  or  know  the 
significance  of  the  various  fluid  compartments 
in  the  body.  Contrary  to  general  impressions, 
most  wrestlers  do  not  possess  a high  percent- 
age of  body  fat  several  weeks  before  the  season 

TABLE  III 

SUAAAWRY  OF  THE  EFFECTS  OF  THE  SINGLE  AND  COMBINED 

INFLUENCES  OF  FOOD  RESTRICTION,  FLUID  DEPRIVATION  AND 
THERAAAL  DEHYDRATION  ON  SELECT  PARAMETERS 


Parameters  Effect 


A.  Performance 


1. 

Maximal  oxygen  consumption 

Reduced 

2. 

Muscular  strength 

Unclear 

3. 

Muscular  endurance 

Reduced 

4. 

Speed  of  movement 

Unclear 

5. 

Run  time  to  exhaustion 

Shorter 

6, 

Work  performed 

Less 

Cardiovascular  regulation 

1. 

Cardiac  output 

Decreased 

2. 

Blood  volume 

Reduced 

3. 

Plasma  volume 

Reduced 

4. 

Heart  rate 

Increased 

5. 

Stroke  volume 

Reduced 

6. 

Resting  blood  pressure 

No  change 

Temperature  and  fluid  regulation 

1. 

Rectal  temperature 

Increased 

2. 

Sweat  rate 

Decreased 

3. 

Plasma  Osmolarity 

Increased 

4. 

Muscle  water 

Decreased 

5, 

Muscle  electrolites 

Decreased 

These  conclusions  have  been  obtained  from  references.^' 

10.  n,  13.  15-19,  21-24,  28-32,  34,  36-38,  41-44 
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TABLE  IV 

URINARY  PROFILES  OF  WRESTLERS 


A)  During  The  State  Tournament  of  Scholastic  Wrestlers 

Parameter 

Units 

Initial  Day 

Second  Day 

Final  Day 

Osmolarity 

mOsmols/L 

1069  ± 135  (136) 

1051  -h  133  (111) 

1124  ± 154  (98) 

pH 

- log  H * 

6.27  ± 0.78  (136) 

5.97  ± 0.79  (111) 

5.57  ± 0.41  (97) 

Specific  Gravity 

1.028  ± 0.005  (108) 

1.028  ± 0.005  (69) 

1.027  ± 0.006  (68) 

Na 

Meg/L 

128  + 68  (135) 

no  ± 55  (111) 

96  ± 44  (98) 

K 

Meg/L 

138  ± 51  (135) 

111  ± 48  (111) 

59  + 26  (98) 

B)  Before  Competition  by  Collegiate  Wrestlers 

Parameter 

Units 

Day  Before  Competition 

Day  of  Competition 

24-Hour  Volume 

ml 

816  ± 188  (7) 

755  + 325  (6) 

Specific  Gravity 

1.025  ± 0.002  (8) 

1.029  ± 0.002  (7) 

pH 

1- 

X 

O) 

_0 

1 

6.13  ± 0.17  (8) 

5.84  ± 0.18  (7) 

Osmolarity 

mOsmols/L 

865  ± 75  (8) 

959  ± 47  (7) 

Na 

meg/L/24  hr 

87+13  (7) 

69  ± 30  (6) 

K 

meg/L/24  hr 

59  ± 17  (7) 

50  + 8 (6) 

Creatinine 

mg/24  hr 

1359  ± 267  (7) 

1629  ± 409  (6) 

LAP 

Units  24  hrs 

23  + 5 (12) 

50  + 15  (11) 

Values  are  means  and  SE,  the  number  of  subjects  is  in  parentheses,  data  obtained  from  reference  36,  43,  44. 


starts  (Table  II).  Because  of  long  traditions  and 
continued  practices,  second-string  wrestlers 
will  invariably  lose  weight  to  try  to  become  a 
starter  at  a different  weight  class.  As  most 
wrestling  fans  know,  very  few  "nonstarters” 
will  ever  move  up  to  a heavier  weight  class. 
However,  this  practice  of  trying  to  compete  at  a 
lower  weight  class  creates  serious  problems  for 
the  sport,  the  participants,  the  state  athletic 
associations  and  the  physicians,  because  it  re- 
sults in  a situation  where  a large  number  of 
wrestlers  are  certified  for  a small  number  of 
weight  classes. We  used  records  from  ap- 
proximately 9,000  certified  wrestlers  and 
found  that  57%  of  them  were  in  the  weight 
classes  between  112  and  138  pounds  with  40% 
of  the  total  being  located  between  119  and  132 
pounds. Thus,  new  procedures  and  ap- 
proaches will  have  to  emerge  to  obtain  a better 
distribution  of  weight  classes.  Some  possibili- 
ties are  to  have  more  classes  with  either  6 or  10 
pound  intervals  and/or  more  wrestlers  per 
given  weight  class. Until  this  issue  is  ad- 
dressed, the  practice  of  bumping  will  continue 
on  nearly  every  wrestling  team. 

Unfortunately,  exercise  scientists  and  physi- 
cians have  had  limited  success  in  educating 
coaches  and  their  wrestlers  on  the  biochemical 
and  physiological  effects  of  food  deprivation, 
fluid  restriction  and  dehydration,  on  perform- 
ance (Table  III).  This  situation  is  due  in  part  to 
the  type  of  tests  designated  to  approximate  the 

t 


condition  of  wrestling  and  to  the  differences  in 
experimental  designs,  methods  and  subjects 
used  by  the  various  investigators  to  secure  this 
type  of  information.  However,  if  one  examines 
the  changes  in  oxygen  consumption,  muscular 
strength,  muscular  endurance,  blood  volume, 
cardiac  output,  heart  rate,  stroke  volume,  rec- 
tal temperature,  etc.,  that  occur  with  the  single 
or  combined  methods  to  "make  weight,"  it  is 
unequivocal  that  performance  will  be  impaired 
(Table  III).  Because  of  the  widespread  practices 
of  these  various  approaches,  it  is  difficult  to 
determine  whether  a wrestler  is  victorious  be- 
cause of  his  athletic  ability  or  because  he  is 
better  able  to  withstand  the  biochemical  in- 
sults. One  fact  is  certain,  individuals  cannot 
increase  their  tolerance  to  fluid  deprivation  by 
repeated  experiences.^' 

In  the  last  decade  biopsies  have  been  se- 
cured from  muscles  of  numerous  athletes  to 
learn  more  about  their  energy  requirements 
and  their  fiber  type  involvements. 

When  this  approach  was  employed  with 
wrestlers  who  lost  8%  of  their  body  weight, 
muscle  glycogen  levels  decreased  by  30%  dur- 
ing the  first  day,  and  by  55%  at  the  end  of  the 
third  day.^^  Interestingly,  muscle  glycogen 
levels  were  still  below  initial  values  3 hours 
after  the  study  was  terminated.  This  finding 
indicates  more  time  is  needed  after  weigh-ins 
or  at  tournaments  for  muscle  energy  stores  to 
be  returned  to  pre-experimental  conditions. 
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TABLE  V 

URINARY  PROFILES  OF  WRESTLERS  BEFORE  CERTIFICATION  OR  THEIR  FIRST  COMPETITION  MEET 


N 

pH  ( - LOG  H • ) 

Specific  Gravify 

Osmolarity 

(mOsmols/L) 

High  schoal  wrestlers 

11 

5.73  ± 0.18 

1.024  ± .001 

936  ± 49 

College  wrestlers 

25 

5.67  ± 0.08 

1.029  ± .001 

968  ± 47 

University  wrestlers 

19 

5.86  ± 0.10 

1.030  ± .001 

980  ± 69 

Means  and  standard  errors  are  shown. 


It  is  well  accepted  that  outstanding  wrestlers 
will  make  weight  20-30  times  each  season. 
Hence,  it  is  likely  they  will  repeat  this  process 
200  times  in  their  careers.  One  structure  that 
could  be  affected  by  the  practice  is  the  kidney. 
The  chronic  effects  of  fluid  deprivation  and 
dehydration  on  the  anatomy  and  physiology  of 
the  kidney  in  animals  or  humans  are  not  well- 
known.  It  has  been  reported  that  renal  blood 
flow  and  glomerular  filtration  rates  are  de- 
creased by  dehydration.^^'  Since  many 
wrestlers  combine  exercise  with  thermal  de- 
hydration while  wearing  rubber  suits,“^°  the 
functioning  of  their  temperature^^  regulating 
and/or  water  balance  systems  are  at  a consider- 
able risk  of  being  impaired. 

In  our  early  studies  on  the  urinary  profiles  of 
wrestlers  before  and  after  weigh-ins  and  dur- 
ing the  tournament,  we  found  signs  of  de- 
hydration (high  specific  gravity,  high  osmolar- 
ity,  low  pH)  before  the  weigh-in,  after  the 
weigh-in,  before  their  first  match  and  during 
the  competition^^'  (Table  IV).  Because  of 
the  increases  in  urinary  potassium  and  leucine- 
amino-peptidase  levels,  we  speculated  the  de- 
hydration process  had  caused  renal  is- 
chemia. This  speculation  has  yet  to  be 
proven  or  disproven,  but  the  possibility  is  of 
sufficient  importance  for  exercise  scientists 
and  clinicians  to  study  kidney  functions  in  cur- 
rent and  former  wrestlers. 

Urinary  tests  are  routine  in  many  laborato- 
ries; hence,  there  has  been  a movement  by 
certain  clinicians  to  use  a specific  gravity  value 
to  assess  the  degree  of  dehydration  by  wres- 
tlers.One  suggestion  is  under  considera- 
tion to  disqualify  wrestlers  if  they  have  a uri- 
nary specific  gravity  higher  than  1.015  at  the 
time  of  weigh-in.  Recently,  we  measured  the 
resting  urines  of  wrestlers  obtained  two-three 
weeks  either  before  certification  or  competition 
(Table  V)  and  found  values  that  were  signifi- 


cantly higher  than  expected.  Consequently, 
we  believe  more  research  is  necessary  before 
any  group,  conference  or  state  organization 
accepts  the  1.015  value  as  the  “cut  off"  limit. 
However,  statements  on  the  deleterious  phys- 
iological effects  of  dehydration  are  warranted 
because  it  has  been  shown  that  decreases  in 
cardiac  output,  stroke  volume,  and  blood 
volume  occur  with  this  practice^' 

(Table  III).  To  minimize  the  consequences  of 
dehydration,  many  coaches,  exercise  scientists 
and  physicians  favor  weigh-ins  immediately 
prior  to  the  match.  The  rationale  being  that  the 
dehydrated  wrestler  would  suffer  an  “object 
lesson"  in  performance  because  of  insufficient 
time  for  rehydration  to  occur. This  approach 
may  emerge  as  the  most  effective  method  to 
reduce  dehydration  before  competition  be- 
cause to  date  education  has  not. 

For  more  than  15  years  we  have  been  de- 
veloping a scientific  method  that  can  be  used  in 
schools  to  predict  a minimal  wrestling  weight 
before  the  season  commences. Using  in- 
formation from  various  sources,  we  have  pro- 
posed that  a minimal  wrestling  weight  be 
established  as  one  that  has  five-percent  fat.^^'^^ 
In  studies  conducted  at  the  1983  and  1984  state 
tournaments,  we  found  a considerable  number 
of  finalists  had  fat  percentages  lower  than  this 
minimal  limit  (Table  VI).  This  finding  is  dis- 
turbing because  it  is  possible  the  number  of 
individuals  with  low  fat  percentages  may  be 
higher  in  certain  weight  classes  and  because 
we  do  not  know  the  consequences  of  this  low 
fat  percentage  on  growth  and  develop- 
ment.^^' In  a study  conducted  several  years 
ago  on  certified  high  school  wrestlers,^^  we 
found  growth  trends  which  suggested  many 
students  were  not  increasing  in  stature  as  ex- 
pected. Whether  this  impression  is  correct  will 
require  more  research,  but  certainly  the 
observation  should  not  be  ignored  when  we 
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TABLE  VII 


TABLE  VI 

FAT  PERCENTAGES  OF  FINALISTS  DURING  THE  1983  AND  1984 
STATE  TOURNAMENT 


Range  of  Fat  Percentages 

N 

Body  Weight  in  Pounds 

3%  or  less 

5 

135.0  i 9.7 

3-5% 

5 

135.6  ± 7.0 

5-7% 

10 

132.9  2:  6.3 

7-10% 

4 

124.6  ± 9.3 

10-14% 

11 

132.9  ± 6.9 

15%  or  higher 

0 

The  mean  value  for  these  wrestlers  was  7.70  ± 0.76%.  Means  and  SE 
are  listed. 


examine  the  total  impact  of  “making  weight." 

Associated  with  the  hydrostatic  weighing^ 
of  wrestlers  to  determine  fat  percentages  have 
been  measurements  of  skin  folds  and  body 
dimensions. Our  goal  is  to  validate  a predic- 
tion equation  using  the  best  statistical  com- 
bination of  the  two  approaches.  Our  results  in 
1983  and  1984  show  promise  (Tables  VII  & 
VIII),  and  in  1985  we  expect  to  have  available  a 
validated  and  "practical"  prediction  equation 
which  could  be  used  in  Iowa  for  scholastic 
wrestlers.  From  our  information  to  date,  it  is 
clear  that  the  existing  Tcheng-Tipton  equa- 
tions^ needs  modification  before  it  can  be  used 
with  collegiate  wrestlers  (Table  VIII). 

As  noted  earlier,  the  health  problems  associ- 
ated with  the  making  of  weight  are  not  unique 
to  Iowa.  With  the  assistance  of  a research  grant 
from  the  National  Collegiate  Athletic  Associa- 
tion, we  have  been  able  to  establish  a computer 
operated  data  bank  at  Illinois  State  University 
for  body  compositional  measurement  of  scho- 
lastic and  collegiate  wrestlers  from  Iowa,  Illi- 
nois, Minnesota,  Nebraska  and  Ohio.  The  pur- 
pose of  the  data  bank  is  to  collect,  evaluate  and 
combine  results  so  we  will  have  more  scientific 
information  available  for  prediction  equations 
on  body  fat  percentages,  body  weight  changes, 
urinary  profiles,  etc.  To  date  this  group  has 
had  standardization  conferences,  laboratory 
testing  sessions  and  discussions  on  how  to  im- 
prove the  scientific  understanding  of  a mini- 
mal wrestling  weight.  We  believe  with  this 
type  of  information,  it  will  be  possible  to  pre- 
dict a minimal  wrestling  weight  before  the  sea- 
son starts  that  will  allow  for  normal  growth 
and  development.  With  such  a method  the 
lowest  weight  class  permissible  will  be  known 
and  scientific  ways  to  implement  the  weight 


CORRELATION  COEFFICIENTS  (r)  BETWEEN  MINIMAL  BODY 
WEIGHTS  (5%  FAT)  AS  DETERMINED  BY  HYDROSTATIC  WEIGHINGS, 
SKIN  FOLDS,  OR  BODY  DIMENSIONS 


Comparisons  N r 


A.  High  school  students  124 

Hydrostatic  weighings  and  skin  folds  0.961 

Hydrostatic  weighings  and  body  dimensions  0.917 

Skin  folds  and  body  dimensions  0.935 

Comparisons 


B.  Collegiate  wrestlers  41 

Hydrostatic  weighings  and  skin  folds  0.984 

Hydrostatic  weighings  and  body  dimensions  0.880 

Skin  folds  and  body  dimensions  0.870 


TABLE  VIII 

COMPARISONS  OF  A MINIMAL  WRESTLING  WEIGHT  (5%  FAT)  FOR 
SCHOLASTIC  AND  COLLEGIATE  WRESTLERS 


Group 

N 

Hydrostatic 

Method 

Skin  Fold 
Method 

Body  Dimension 
Method 

Scholastic 

wrestlers 

124 

132  ± 21 

133  ± 20 

132  It  19 

Collegiate 

wrestlers 

41 

156  ± 24 

153  ± 2 

148  ± 22 

Means  and  standard  deviations  are  shown.  The  skin  fold  equation  is  chest 
fold  (mm)  X 0.148  + subscapular  fold  (mm)  X 0.075  + tricep  fold  (mm) 
X 0.077  ^ supra-iliac  fold  (mm)  X 0.160  + abdominal  fold  (mm)  X 
0.152  + thigh  fold  (mm)  X 0.102  = total  fat  percentage. 


reduction  process  can  be  supervised.  Since  no 
prediction  system  will  be  error-free,  wrestlers 
could  appeal  their  minimal  weight  values  be- 
fore a judication  board  consisting  of  a physi- 
cian, exercise  scientist  and  coach.  Such  a board 
is  currently  in  existence  in  a small  county  in 
Maryland  and  the  system  appears  to  be  func- 
tioning quite  well. 

There  are  many  lessons  in  the  Iowa  Wres- 
tling Study  for  parents,  coaches,  scientists,  and 
physicians.  However,  the  foremost  one  is  that 
research  on  wrestling  must  be  continued  if 
wrestlers  are  to  compete  at  their  maximum 
biochemical,  biomechanical,  physiological  and 
psychological  levels  while  educationally  ben- 
efiting from  their  athletic  experiences. 
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Smart  Real  Estate  Investing 


FRED  FERNATT,  C.P.A.,  C.F.P.,  and 
DAVID  BLACK,  C.F.P. 

West  Des  Moines,  Iowa 


Various  investment  vehicles  are 
available.  The  challenge  is  choosing  the 
one  with  the  most  attractiveness.  Real 
estate  is  one  obvious  option.  Presented 
here  is  the  first  of  a 2-part  overview  on 
what  to  think  about  when  considering  an 
investment  in  real  estate. 


Real  estate  is  by  far  the  most  popular  form 
of  tax  sheltered  investment.  The  appeal 
of  real  estate  is  severalfold:  historic  steady 
appreciation  rate,  its  suitability  to  leveraging, 
and  the  availability  of  favorable  tax  treatment. 

Like  any  other  investment,  real  estate  has 
had  market  ups  and  downs;  but  it  traditionally 
has  grown  with  the  rate  of  inflation.  Unlike 
most  investments,  however,  real  estate  can  be 
a valuable  investment  with  or  without  appre- 
ciation. In  fact,  real  estate  can  easily  yield  an 
annual  return  of  15%  with  no  appreciation  in 
value. 

The  use  of  leverage  allows  the  investor  to 
buy  bigger,  better  quality  property  and  to 
multiply  the  benefits  of  investing  in  real  estate. 
Assuming  5%  annual  appreciation,  a 50%  mar- 
ginal tax  bracket,  and  the  standard  18-year  de- 
preciation period,  an  investment  of  $36,000 


Fred  Fernatt  is  a partner  in  Coordinated  Financial  Services,  a West  Des 
Moines  financial  planning  firm.  David  Black  is  president  of  Monetary 
Consultants,  Inc.,  a registered  investment  advisor.  The  authors  have 
assisted  the  Iowa  Medical  Society  in  presenting  several  financial  planning 
seminars.  A seminar  is  planned  at  IMS  headquarters  for  member  physi- 
cians on  October  3,  1984. 


used  to  buy  a simple  family  home  rental  unit 
which  would  yield  tax  savings  of  $1,000  per 
year  and  increase  in  value  at  $1,800  per  year. 
Using  leverage,  the  $36,000  could  be  a down 
payment  on  a $180,000  property  yielding  a tax 
savings  of  $5,000  per  year  and  appreciating 
$9,000  per  year. 

Many  people  invest  in  real  estate  as  a tax 
shelter.  As  an  incentive  to  purchase  real  estate, 
the  government  allows  the  investor  to  deduct 
the  cost  of  the  property  over  18  years  as  depre- 
ciation. This  deduction  is  allowed  even  though 
the  property  may  have  a useful  life  of  40  years 
or  more  and  its  value  may  actually  be  increas- 
ing. Almost  unbelievably,  the  Internal  Rev- 
enue Service  allows  the  investor  to  deduct 
175%  of  straight  line  depreciation  through  the 
use  of  accelerated  depreciation.  For  example,  a 
$180,000  property  written  off  over  18  years 
yields  $10,000  straight  line  depreciation  per 
year,  or  the  investor  may  elect  to  deduct 
$17,500  accelerated  depreciation  the  first  year. 
Assuming  that  rents  are  sufficient  to  cover  the 
mortgage  payment  and  any  operating  ex- 
penses, the  major  tax  advantage  of  owning  real 
estate  is  the  ability  to  deduct  depreciation  even 
though  the  property  increases  in  value. 

DELINEATING  GAIN 

When  the  property  is  sold,  the  gain  is  the 
difference  between  the  sales  price  and  the  orig- 
inal cost  less  depreciation  previously  de- 
ducted. The  gain  itself  can  be  delineated  into 
three  layers  (See  graph): 

1.  The  top  layer  is  due  to  the  appreciation  in 
value  of  the  property  and  is  the  difference  be- 
tween the  sales  price  and  the  original  cost.  This 
is  capital  gain,  so  only  40%  of  the  gain  is  in- 
cluded in  the  investor's  income.  The  investor 
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does  not  pay  taxes  on  the  remaining  60%  of  the 
gain. 

2.  The  middle  layer  is  the  difference  between 
the  original  cost  of  the  property  and  the 
straight  line  depreciation  deducted  since  the 
property  was  purchased.  This  is  also  capital 
gain.  When  the  depreciation  was  deducted,  $1 
of  depreciation  reduced  taxable  income  by  $1. 
At  sale,  however,  of  each  $1  of  gain  attribut- 
able to  previous  straight  line  depreciation,  only 
40  cents  is  included  in  income.  The  net  effect  is 
to  convert  ordinary  income  fully  subject  to  tax 
into  capital  gain  income,  of  which  only  40%  is 
subject  to  tax.  This  conversion  of  ordinary  in- 
come to  capital  gains  is  one  of  the  most  impor- 
tant but  least  understood  tax  advantages  of 
investing  in  real  estate.  This  portion  of  any 
gain  is  still  considered  to  be  capital  gain  even  if 
accelerated  depreciation  was  used. 

3.  The  bottom  layer  of  gain  is  the  difference 
between  the  total  accelerated  depreciation  de- 
ducted and  the  total  deductions  that  would 
have  been  taken  if  the  straight  line  method  had 
been  used.  This  portion  of  the  gain  is  “recap- 
tured” as  ordinary  income.  The  benefit  of  tak- 
ing the  extra  depreciation  through  use  of 
accelerated  depreciation  is  not  to  reduce  total 
income  tax  but  to  simply  delay  payment  until 
the  future.  The  total  dollars  of  tax  paid  is  not 
reduced  on  this  portion.  The  benefit  comes 
from  delaying  payment  of  a dollar  in  tax  this 
year  and  then  paying  it  4 or  5 years  in  the 
future  with  inflated  dollars. 


ACQUISITION  IMPORTANT 

Simple  as  it  may  seem,  acquiring  a property 
may  be  one  of  the  biggest  hurdles  potential  real 
estate  investors  face.  The  investor  must  deter- 
mine the  proper  time,  place  and  terms  to  ac- 
quire a property.  Compounding  the  problem  is 
that  many  of  the  best  investments  may  be  in 
cities  hundreds  of  miles  from  the  investor. 

Once  the  property  is  acquired,  the  investor 
must  do  more  than  simply  collect  rents  and 
make  the  monthly  mortgage  payments.  He 
must  acquire  tenants,  provide  lawn  care  and 
routine  maintenance,  and  handle  tenant  com- 
plaints. Professional  management  companies 
or  on-site  managers  can  be  expensive  and  are 
not  always  reliable.  Also,  an  extended  vacancy 
in  a small  property  can  quickly  offset  the  tax 
advantages  of  owning  the  property. 

Disposing  of  the  property  can  be  more  com- 
plicated than  purchasing  it.  The  investor  must 
determine  the  time  to  sell,  solicit  offers  from 
potential  buyers,  and  negotiate  the  terms. 

Next  month's  follow-up  article  will  discuss 
how  real  estate  limited  partnerships  can  maxi- 
mize investor  objectives  and  minimize  investor 
problem  areas.  Guidelines  for  constructing  a 
limited  partnership  real  estate  portfolio  will  be 
summarized. 


UPCOMING  IMS  EVENTS 

Several  events  sponsored  by  the  Iowa 
Medical  Society  for  member  physicians  are 
scheduled  in  October. 

On  Wednesday,  October  3,  a day-long 
Financial  Planning  Seminar  will  occur  at  IMS 
headquarters.  It  is  presented  in  cooperation 
with  Mr.  David  Black  of  Coordinated  Financial 
Services  and  will  feature  expert  speakers  in  the 
investment  field  from  San  Francisco  and  Nash- 
ville. 

Two  IMS/AMA  Practice  Management  Semi- 
nars are  planned  for  the  afternoon  of  Tuesday, 
October  30,  and  the  full  day  Wednesday,  Octo- 
ber 31.  The  first  session  is  called,  "Managing 
Money  in  Your  Practice."  The  October  31 
workshop  is  titled,  "Insurance  Processing  and 
Coding  for  the  Medical  Office." 

More  information  on  these  programs  is 
available  from  IMS  headquarters. 
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ECG  STAT... 
wherever  you  are. 


If  you  can  use  a calculator,  you  can  now  expand 
the ‘heart’  of  your  practice  for  less  than  ever 
before  possible. 

With  the  new  MICRO-TRACER'"  ECG,  you  can 
provide  your  patients  with  the  benefits  of  a highly  sophis- 
ticated, yet  moderately  priced,  cardiac  diagnostic  center, 
wherever  you  are.  A product  of  space-age  miniaturization 
(only  1.3  lbs),  the  pocket-sized  MICRO-TRACER'"  offers 
features  that  make  other  portable  ECGs  outdated  and 
overweight!  □ Permanent  ECG  recordings  □ Up  to  12- 
vector  capability  □ Heart-rate  histogram  □ Continuous 
monitoring  with  its  own  alarm  system  □ Differential 
electronic  stethoscope.  Sold  with  handsome  binocu-  m 
lar-styled  carrying  case. 

MICRO-TRACER'"  I It’s  the  hospital-quality  ECG 
you  can  hold  in  your  hand! 


For  complete  information,  write; 
INTECH  Systems  Corp 
415  Rabro  Drive  East 
Hauppauge,  NY  11788 
(516)  582-8388 


INTECH 

Systems  Corp. 


New 


Use  it  for  your  nursing  home 
rounds.  For  house-calls.  In 
your  office.  Anywhere  you  go! 


micro-tracers 

INTECH  Systems  Corp. 


MICRO-TRACER^^^ 


The  first  truly  portable,  hospital-reliable 
and  affordable  ECG  available  today! 


Marion  E.  Alberts,  M.D. 

COMMENTING 

EDITORIALLY 

DOORS  OF  OPPORTUNITY 


The  practice  of  medicine  has  crossed  a new 
threshold.  Physicians  starting  practice  to- 
day face  a world  of  controls  not  imaginable  by 
the  young  physician  of  3 to  5 decades  ago.  The 
language  is  different,  the  mode  of  practice  is 
different,  the  patient-physician  relationship  is 
changed,  as  are  all  the  scientific  aspects  of  di- 
agnosis and  treatment. 

Many  “older"  physicians  resign  themselves 
to  the  new  way  of  medical  practice  with  the 
attitude,  “Tm  glad  1 can  retire  soon  and  be  rid 
of  the  restraints  of  present  day  medical  prac- 
tice." We  have  witnessed  the  advent  of  third- 
party  payors,  utilization  review.  Medicare  and 
Medicaid,  and  now  DRG's,  HMO's  and  PPO's. 
Are  the  opportunities  the  same? 

The  practice  of  medicine  is  highly  personal. 
Our  patients  take  us  into  their  confidence  and 
rightly  expect  us  to  rid  them  of  their  pains  and 
infirmities.  Traditionally,  it  has  been  a one-to- 
one  relationship  between  the  patient  and 
physician.  However,  to  perhaps  a greater  de- 
gree than  we  realize,  that  personal  relationship 
appears  to  be  waning.  Many  persons  will 
accept  being  directed  to  a given  physician  or 
clinic  by  the  provisions  of  their  insurance  poli- 
cy. The  closed  panels  of  physicians  claim  the 
patients  have  a choice;  that  is  true,  but  the 
choice  is  not  unlimited. 

Our  mode  of  life  often  dictates  to  the  patient 
his  choice  of  physician  — i.e. , geographic  loca- 
tion vs.  the  availability  of  a physician  close  by; 
lack  of  transportation  to  the  physician  of  first 
choice,  or  the  hours  of  availability.  The  practice 
arrangements  of  physicians  are  undergoing  a 
change.  More  and  more  physicians  are  provid- 
ing broadened  office  hours.  Thirty  or  more 


years  ago,  the  practitioner  was  in  his  office  7 
days  a week;  housecalls  were  common  place, 
and  the  relationship  between  physician  and 
patient  was  a close  one.  Then  housecalls  be- 
came less  frequent  due  to  demands  of  the 
office  practice  as  well  as  the  belief  that  home 
medical  service  was  less  desirable.  Saturdays 
and  Sundays  became  sacrosanct  regarding 
office  hours.  The  consumer  began  to  cry  at  the 
vendor.  The  patient  considered  the  physician 
unavailable.  The  emergency  room/outpatient 
facilities  of  hospitals  became  the  off-hours 
medical  care  oasis.  Now  more  physicians  are 
providing  evening  and  weekend  hours  at  their 
offices  for  medical  care.  We  have  come  nearly 
the  full  circle. 

There  is  much  meaning  behind  this  evolu- 
tion. It  is  obvious  that  the  onset  of  illness,  with 
its  resultant  pain  and  suffering,  is  not  a 9-5,  5 
days-a-week  proposition.  By  banding  together 
in  groups  or  clinics,  physicians  can  again  make 
medical  care  more  readily  available.  It  is  not 
"just  what  the  doctor  ordered";  it  is  "what  the 
patient  ordered." 

What  does  all  this  have  to  do  with  the 
younger  physicians  and  opportunity?  It  means 
that  the  new  generation  of  physicians  can 
serve  their  patients  as  they  want  to  be  served. 
Though  the  patient  is  less  dependent  upon  a 
close  relationship  with  his  own  "personal" 
physician,  he  can  obtain  medical  care  more 
readily.  Now  is  that  all  good,  or  quite  bad?  The 
days  of  the  solo  practitioner  are  said  to  be  dis- 
appearing over  the  horizon;  but,  there  still  is  a 
place  for  this  mode  of  practice  in  some  areas; 
limited,  to  be  sure,  as  far  as  the  future  appears. 
Solo  practitioners  oftimes  have  arrangements 
with  other  physicians  to  "cover"  at  regular  or 
irregular  intervals.  The  patient  receives  per- 
sonal attention  for  the  most  part,  and  the  solo 
physician  gets  some  free  time. 

(Please  turn  to  page  391) 
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Richard  M.  Caplan,  M.D. 

OUR  MAN 

IN  EDUCATION 

AN  INNOCENT  (YET)  ABROAD 

The  travelling  physician's  eye  continues 
its  perceptions. 

The  marvellous  Art  History  Museum  in 
Vienna  has  many  examples  in  painting  and 
sculpture  of  Adam  and  Eve,  always  displaying 
realistic  navels.  I've  yet  to  locate  a Greek  statue 
of  Pallas  Athene  with  her  torso  exposed,  so 
that  I might  see  whether  a navel  appears  on  a 
being  presumably  sprung  fullgrown  from  the 
brow  of  Zeus. 

The  many  portraits  there  of  the  Hapsburg 
monarchs  all  show  their  striking  family  pro- 
gnathism that,  impressive  as  it  was,  was 
bested  in  the  Natural  History  Museum  by  a 
25-foot-long  mandible  (of  a Greenland  whale). 
Wouldn't  those  Hapsburgs  be  rushing  to  the 
reconstructive  surgeons  these  days!  That  could 
allow  a display  of  the  surgical  instruments 
used  on  the  monarch,  as  there  is  now  a display 
at  London's  Hunterian  Museum  of  the  litho- 
trite  used  in  1873  in  a transurethral  maneuver 
to  crush  a bladder  stone  in  Napoleon  III,  as  had 
been  done  also  in  the  Belgian  King  Leopold  I 
eight  years  earlier.  Only  the  Frenchman  died 
from  the  effort,  or  perhaps  it  was  in  spite  of  the 
effort. 

Then  there  was  a self-portrait  of  Rembrandt 
at  age  49  showing  a gold  ring  through  his  ear 
lobe,  quite  in  style  with  all  those  young  men  on 
the  street  now  who've  taken  to  the  same 
fashion  along  with  punk  hairdos.  Reflecting 
about  hair  styles  made  me  think  how  excep- 
tional was  a 15th  century  Italian  bronze  statue 
of  Mercury  wearing  a mustache.  Many  statues 
from  antiquity  and  the  Renaissance  show  full 
beards  but  I don't  recall  ever  seeing  a depiction 
of  a Greek  god  with  a mustache  alone. 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  The 
University  of  Iowa  College  of  Medicine. 


Lucas  Cranach  the  Elder  (1472-1553)  dramat- 
ically depicted  Christ  with  blood  not  only  on 
the  forehead,  right  upper  quadrant,  hands  and 
feet,  but  drops  and  trickles  over  the  entire 
body.  And  speaking  of  blood,  another  Cranach 
painting  shows  Judith  holding  the  head  of 
Holofernes,  but  this  time  the  cut  stump  faces 


"In  case  one  thinks  of  corpulence  as  a 
modem  affliction,  its  informative  to 
study  the  many  splendid  canvasses  of 
Peter  Breughel  (the  Elder,  1525-1569)  and 
note  how  many  paunchy  men  and  women 
abounded  in  16th  century  Flanders." 


the  viewer  and  displays  a reasonable  likeness 
of  the  severed  anatomical  structures. 

In  case  one  thinks  of  corpulence  as  a modern 
affliction,  it's  informative  to  study  the  many 
splendid  canvases  of  Peter  Breughel  (the  Elder, 
1525-1569)  and  note  how  many  paunchy  men 
and  women  abounded  in  16th  century  Flan- 
ders. The  famous  Peasant's  Wedding  is  a good 
example.  What  an  enormous  luxury  to  be  able 
to  wander  a museum  on  one's  own  and  not  be 
rushed  from  one  special  item  to  another  as 
selected  by  some  tour  guide. 

And  back  on  the  street,  how  about  all  those 
condom  vending  machines  in  Vienna  — not 
just  in  men's  rooms  but  out  on  the  sidewalk, 
too.  It  would  be  interesting  to  compare  their 
VD  rates  with  ours. 

When  I settled  into  my  hotel  room,  I noticed 
with  interest  that  the  Gideon  bibles  there  use 
the  1520's  translation  of  Martin  Luther,  the 
German  analogue  of  the  1525  Tyndale  transla- 
tion that  served  as  the  basis  for  the  King  James 
version  of  1611.  Each  was  of  enormous  impor- 
tance in  codifying  its  respective  language  for 
several  centuries. 

What  would  one  expect  to  hear  from  the 
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evening  radio  in  a Viennese  hotel  room? 
Music,  of  course,  and  surely  the  music  of 
Haydn,  Mozart,  Beethoven,  Schubert, 
Brahms,  Bruckner,  Johann  Strauss,  Mahler,  all 
of  whom  lived  and  composed  there.  Well, 
what  a surprise  to  flip  the  switch  and  encoun- 


COMMENTING  EDITORIALLY 

(Continued  from  page  389) 


Governmental  regulations  cause  changes  in 
our  modes  of  practice;  yet,  the  physician  still 
has  considerable  freedom  of  action.  Osier  once 
said,  “The  young  physician  starts  life  with  20 
drugs  for  each  disease,  and  the  old  physician 
ends  life  with  one  drug  for  20  diseases." 
Perhaps  the  new  regulations  will  bring  about 
some  simplifications  in  the  rendering  of  medi- 
cal care.  Certainly,  we  do  not  wish  to  simplify 
at  the  cost  of  good  and  adequate  diagnosis  and 
proper  therapy;  also,  avoiding  repetitious  or 


ter  the  middle  of  the  Dvorak  string  quartet 
(“The  American")  that  he  wrote  in  Spillville, 
Iowa  when  he  spent  there  the  summer  of  1893. 
And  so,  Iowa  and  other  thoughts  of  home  in- 
trude on  the  traveller  to  mingle  deliciously 
with  all  the  day's  adventure. 

redundant  procedures  can  decrease  the  cost  of 
medicine  without  denigrating  the  \ alues  medi- 
cine has  gained  over  the  years. 

The  new  physician  has  great  opportunities. 
There  are  opportunities  to  provide  complete 
medical  care,  the  first  call  of  our  profession. 
There  are  opportunities  to  rise  above  the  com- 
plexities of  our  paper-ridden  society  (now  be- 
coming more  computer-stored)  and  working 
towards  methods  of  providing  medical  care 
advantageous  to  the  patient  (consumer),  the 
fiscal  agents  responsible  for  paying  the  bills,  as 
well  as  the  physician  (and  now  we  are  called 
vendors).  Doors  will  open;  some  will  slam  shut 
before  we  enter;  but  the  door  of  opportunity 
waits  to  be  opened,  and  so  it  shall.  — M.E.A. 


Dx: 

recurrent 

herpes  labialis 

"Herpecin-L  Lip  Balm  is  the  treatment  of 

choice  for  peri-oral  herpes.”  GP,  New  York 

for. 

In  the  management  of  herpes  labialis, 
Herpecin-L  is  a conservative  approach 

. 1 

with  low  risk  / high  benefit.  Derm.,  Miami 

“Staff  and  patients  find  Herpecin-L 
remarkably  effective.”  Derm.,  New  Orleans 

OTC.  See  P.D.R.  for  information. 

HeRpecm-a: 

For  trade  packages  to  make  your 
own  clinical  evaluation,  write; 
Campbell  Laboratories  Inc, 
P.O.  Box  812-M,  FDR,  NY,  NY  10150 

In  Iowa,  “Herpecin-L”  Cold  Sore  Lip 

Balm  is  available  at  all  Keystone, 

Osco,  Peoples  and  Revco  Drug  Stores  and  other  select  pharmacies. 

September  1984  / 391 


Keflex 

cephalexin 


Additional  infornnation 
available  to  the  profession 
on  request. 


^□ISTA 


420113 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


University  of  Iowa  Hospitals  & Clinics 

DRUG  THERAPY 

REVIEW 

Reynold  Spector,  M.D.,  Editor 

COMMON  AND  PREVENTABLE: 
PILL  ESOPHAGITIS 


IN  THE  STOMACH  and  the  duodenum,  mucosal 
lesions  have  long  been  known  to  result 
from  the  administration  of  some  drugs,  such  as 
aspirin  and  the  nonsteroidal  anti-in- 
flammatory drugs.  Esophageal  injury  from 
contact  with  corrosive  drugs  has  been  recog- 
nized only  in  recent  years.  The  increased  rec- 
ognition of  such  lesions,  called  “pill  esophagi- 
tis," partly  reflects  the  ability  of  endoscopists 
to  detect  mucosal  lesions  previously  missed  on 
barium  contrast  studies.  There  is  probably  also 
an  increased  incidence  of  "pill  esophagitis"  be- 
cause of  the  trend  to  reduce  the  frequency  of 
drug  administration  by  increasing  the  size  and 
the  concentration  of  oral  dosage  forms.  These 
bulky  tablets  or  capsules  remain  in  the  esopha- 
gus long  enough  to  disintegrate  and  cause  le- 
sions. Esophageal  hemorrhage,  perforation, 
and  stricture  formation  are  serious  and  life- 
threatening  complications  of  such  "pill 
esophagitis."  Also,  patients  dislike  drugs  that 
are  "hard  to  swallow,"  and  this  will  reduce 
their  compliance  with  therapeutic  regimens. 
Careful  instruction  of  patients  on  how  to  take 
drugs  can  circumvent  such  problems. 

DRUGS  INVOLVED 

More  than  200  cases  of  esophageal  injury 
related  to  drugs  have  been  reported  (Table  1). 
A great  number  of  cases  are  related  to  antibi- 
otics. Doxycycline  is  the  most  commonly  impli- 
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cated  drug.  Emepronium  bromide  — an  anti- 
cholinergic widely  used  in  Europe  to  increase 
bladder  capacity  — also  has  been  found  to 
cause  esophagitis  commonly.^® 

Other  health-related  preparations  common- 
ly invoked  are  wax-matrix  potassium  chloride 
tablets,^'  ^ ferrous  sulfate,'^  quinidine,^  non- 
steroidal anti-inflammatory  agents,^  and  Clin- 
itest  tablets.^  It  is  likely  that  many  additional 
cases  of  "pill  esophagitis"  have  occurred  with- 
out ever  being  recognized. 

ETIOLOGY  AND  PATHOPHYSIOLOGY 

The  acidity  or  alkalinity  of  a medication  is  a 
major  factor  in  its  caustic  action.  For  example, 
doxycycline,  tetracycline,  and  ferrous  sulfate 


TABLE  1 


Doxycycline 

Indomethacin 

Emepronium  bromide 

Quinidine 

Potassium  chloride 

clinitest  tablets 

Ferrous  sulfate 

Clindamycin 

Ascorbic  acid 

dissolved  in  water  form  solutions  with  pH 
values  of  3.0  or  less.^  Clinitest  tablets  contain 
sodium  hydroxide,  which  has  a basic  pH  and 
produces  heat  when  hydrated.  In  addition  to 
caustic  and  thermal  injury,^  some  medications 
have  an  anticholinergic  effect  and  may  pro- 
duce esophagitis  by  aggravating  gastro- 
esophageal reflux. 

Oval  tablets  have  faster  transit  times  than 
round  tablets,  and  coated  tablets  are  swal- 
lowed more  easily  than  uncoated  ones.^^  In 
supine  subjects,  barium  tablets  the  size  of  com- 
mercial aspirin  remain  in  the  esophagus  for  5 
to  30  minutes  and  sometimes  much  longer. 

(Please  turn  to  page  394) 
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Esophageal  transit  may  be  delayed  further  by 
peptic  strictures,  motility  disorders,  or  com- 
pression of  the  esophagus  by  the  aortic  arch  or 
left  atrium.  Most  instances  of  potassium  chlo- 
ride esophagitis  have  occurred  in  patients  with 
marked  cardiomegaly.® 

CLINICAL  AAANIFESTATIONS  AND  COMPLICATIONS 


ulcerations.  Potassium  chloride  and  quinidine 
tend  to  cause  injury  that  is  followed  by  the 
formation  of  esophageal  strictures.  Perforation 
has  been  described,  and  severe  hemorrhage 
may  also  occur.  Erosion  into  the  aortic  arch  is  a 
particularly  catastrophic  complication.® 

The  differential  diagnosis  of  pill  esophagitis 
includes  esophagitis  due  to  gastroesophageal 
reflux,  peptic  esophageal  stricture,  esophageal 
carcinoma,  and  esophageal  motility  disorders. 

RECOAAMENDATIONS  FOR  PREVENTION 


Drug-induced  esophageal  lesions  manifest 
themselves  by  the  sudden  onset  of  odynopha- 
gia and  retrosternal  discomfort,  or  dysphagia. 
Many  patients  give  a history  of  having  taken 
their  oral  preparations  without  adequate  liq- 
uids just  before  bedtime  and  have  noted  that 
the  tablet  or  capsule  “stuck  in  the  chest. 

At  endoscopy,  most  lesions  have  been 
found  to  be  circumscribed  and  located  in  the 
mid-esophagus.  Antibiotics  and  anti-flam- 
matory  agents  seem  to  cause  only  mucosal 
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PHYSICIANS 


ENJOY  the 

freedom  you  deserve 


Christian  Hospital,  a 728-bed  acute  care  regional 
health  care  center  in  suburban  North  St.  Louis 
County,  seeks  physicians  to  staff  our  expanding  epi- 
sodic care  centers  on  a full-  or  part-time  basis.  Take 
advantage  of  an  opportunity  to  use  your  training 
without  continuing  overhead  expenses  or  investment 
capital  In  addition,  our  staff  scheduling  offers  you 
the  freedom  to  spend  time  with  your  family  or  pursue 
the  recreational  and  cultural  advantages  of  metropol- 
itan St  Louis 

The  ideal  candidate  will  be  well  trained  in  Family 
Practice  or  Internal  Medicine 


Along  with  an  excellent  salary  and  compensation 
package,  we  offer  you  the  opportunity  to  |oin  an 
organization  that  is  on  the  leading  edge  of  the  chang- 
ing health  care  field  If 
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(u...... 

I I Physician  Recruiter 
Christian  Hospital  Northeast 

11133  OunnRd  •St  Louis  MO  63136 


this  unique  opportu- 
nity sounds  interesting 
to  you.  please  call 
(314)  355-2300.  ext 
5141  (collect)  for  fur- 
ther details 


AN  EQUAL  OPPORTUNITY  EMPLOYER  M . F H 


Patients  should  remain  upright  while  taking 
tablets  or  capsules,  and  they  should  swallow 
them  with  adequate  amounts  of  fluids  (75  cc- 
100  cc).  Patients  who  are  bedridden  or  who 
have  difficulty  swallowing  are  particularly  pre- 
disposed to  esophageal  injury.  They  should 
use  liquid  preparations  or  suspend  their 
medications  in  a suitable  vehicle  (water,  soft 
food)  before  swallowing  them.  The  latter 
approach  requires  confirming  that  the  drug  is 
chemically  stable  following  such  manipula- 
tions. 

Alternatively,  a preliminary  sip  of  water  will 
improve  deglutition  and  esophageal  transit. 
Therefore,  the  practice  of  assisting  patients 
into  a sitting  position  and  instructing  them  to 
take  a sip  of  water  before  swallowing  their 
medications  should  serve  to  prevent  this  com- 
plication. — Jeffrey  Murray,  M.D.,  and  Kon- 
rad Schulze,  M.D.,  Department  of  Medicine. 
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What  CAN 

GIVE  YOU  A BETTER 

RETURN  THAN 

A CEE,  MONEY 
MARKET  OR 
SAVINGS  ACCOUNT? 


^Jelieve  it  or  not,  it’s  your 
own  home.  Investing  in  ener- 
gy-saving improvements  in 
your  home  can  help  you  save 
money  and  make  money.  It’s 
one  of  the  best  investment 
choices  you  can  make — even 
better  than  a C.D.,  money 
market  or  savings  account. 

ow  is  energy  efficiency 
profitabie? 

Owning  an  energy  efficient 
house  can  make  you  money. 
Conservation  features  can 
more  than  pay  for  themselves 
through  reduced  energy 
costs,  giving  you  a handsome 
rate  of  return  on  your  initial 
investment.  And  the  money 
you  save  on  energy  is  tax- 
free.  The  same  holds  true 
when  you  buy  an  energy  effi- 
cient house.  The  graph  (right) 
illustrates  the  potential  return 
on  investing  an  additional 
$200  down  payment  in  a house 
with  $ 1 ,000  worth  of  energy- 
saving features. 


E>r  more  detaiis  on  these 
and  other  conservation  in- 
vestment tips,  write  the 
Aliiance  to  Save  Energy. 

Return  the  coupon  below  and 
you’ll  receive  Your  Home 
Energy  Portfolio,  a compre- 
hensive guide  to  conservation 
investment  opportunities  in 
your  own  home.  If  you’re 
looking  for  a great  invest- 
ment, there’s  no  place  like 
home. 


I 1 

I Pleiise  send  my  free  copy  of  Your  Home  Energy  Portfolio.  \ 

I Name i 

Address 

I City State Zip j 


Mail  tO:  Alliance  to  Save  Energy,  P.O.  Box 
57200,  Washington,  DC  20037 


ALLIANCE  TO  SAVE  ENERGY 


A public  service  message  from  this  magazine  and  the  Advertising  Council. 

Also  sponsored  by:  Federal  Home  Loan  Mortgage  Corporation.  Federal  National  Mortgage  Association.  National 
Institute  of  Building  Sciences.  U.S.  Department  of  Energy. 


FOR 

PROFESSIONAL  PROTECTION 
EXCLUSIVELY 


— YOUR  FIRST  STEP  TO  FIRST  QUAUTY  PROTECTION  — 

CONTACT  FIELD  REPRESENTATIVE 

Des  Moines  Office 
L.  ROGER  GARNER 

Suite  506,  Merle  Hoy  Tower,  3800  Merle  Hoy  Rood 
(515)  276-6202 

Mailing  Address:  P.O.  Box  3556,  Urbandale  Station,  Des  Moines,  Iowa  50322 
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STATE  DEPT.  OF 
PUBLIC  HEALTH 


QUALITY  AND  COSTS: 
ADVANCING  ON  BOTH  FRONTS 


This  material  has  been  prepared  by  Steve  Braun, 
Office  for  Health  Planning  and  Development. 

IN  A RECENT  editorial  on  the  State  Health  Facil- 
ity Council,  the  Des  Moines  Register  criti- 
cized a decision  to  approve  the  purchase  of 
shock  wave  lithotripters  by  the  University  of 
Iowa  and  a Des  Moines  organization.  While 
the  Register's  past  protests  against  unnecessary 
health  care  services,  equipment  and  expendi- 
tures have  been  on  target,  this  time  1 believe 
the  Register  took  a stand  against  the  best  in- 
terests of  consumers. 

Removing  kidney  stones  by  using  a shock 
wave  lithotripter  is  a very  new  technique  in  the 
United  States,  but  was  developed  in  the  early 
1970's  in  Germany  and  has  been  used  there 
ever  since.  Two  lithotripters  are  now  in  place 
in  the  U.S.  pending  expected  FDA  approval  of 
wider  installation. 

In  Germany  and  in  the  United  States,  doc- 
tors have  found  that  these  lithotripters  are  99% 
effective  in  removing  even  large  stones  with- 
out surgery  and  without  serious  side  effects. 
This  would  be  a remarkable  success  rate  for  an 
established  and  long-tested  technique,  much 
less  a recent  addition  to  medicine.  In  addition, 
it  has  been  conservatively  estimated  that  70% 
of  all  people  who  now  have  surgery  for  kidney 
and  ureter  stones  are  candidates  for  lithotripty . 

Using  a lithotripter  involves  no  surgery, 
which  involves  no  anesthesia,  no  risk  of  post- 
operative infection,  and  a hospital  stay  at  least 
6 days  shorter  than  surgery,  less  if  it  is  found 
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that  the  current  3-4  day  stay  can  be  reduced  to 
an  outpatient  visit.  The  direct  savings  for  all 
avoided  surgery  in  Iowa  for  one  year  are  esti- 
mated to  be  34%  more  than  the  cost  of  setting 
up  one  machine.  Indirect  savings  will  be  even 
greater  when  you  consider  that  5-8%  of  all  kid- 
ney surgery  results  in  loss  of  kidney  function 
because  of  the  surgery.  When  kidney  function  is 
lost,  either  more  surgery  is  required  (at  $2- 
5,000)  or  there  is  the  need  for  transplantation 
or  dialysis,  at  a cost  of  $25,000-30,000  per  pa- 
tient per  year.  At  this  rate  we  would  pay  for 
both  approved  units  with  the  indirect  savings 
alone  in  as  little  as  4 years.  If  direct  dollar 
savings  are  added,  both  units  could  be  paid  for 
in  13  months!  This  does  not  even  consider  the 
savings  from  a reduced  convalescence,  which 
can  be  2-4  weeks  following  surgery. 

This  also  does  not  take  into  account  the  real 
savings  to  individuals  in  reduced  travel  time, 
lodging  costs,  and  time  off  from  work  for  per- 
sons located  several  hours  from  either  Iowa 
City  or  Des  Moines.  Staff  people  at  the  Iowa 
State  Department  of  Health  estimated  this 
“out-of-pocket"  savings  at  over  $600  per  pa- 
tient. 

It  can  be  argued,  of  course,  that  one  center 
could  theoretically  serve  all  of  Iowa,  and  that 
savings  would  thus  be  higher  than  if  two  units 
were  established.  If  we  treat  only  those  requir- 
ing immediate  surgery  (acute  cases)  then  one 
center  could  probably  handle  all  of  Iowa's 
cases  and  have  some  time  left  for  referrals  from 
other  states.  Over  a period  of  10  years  the  net 
savings  from  performing  lithotripty  in  one  cen- 
ter would  be  about  22  million  dollars,  as 
opposed  to  12  million  dollar  net  savings  when 
2 centers  are  established. 

If,  on  the  other  hand,  lithotripters  are  used 
to  prevent  medical  hospital  stays,  due  to  recur- 
rent attacks  of  kidney  stones,  it  is  not  likely 
that  either  of  the  proposed  facilities  could 
handle  even  Iowa's  case  load  alone.  In  this 
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case,  2 units  will  produce  greatly  increased 
savings  over  one  facility. 

The  compelling  argument,  however,  in 
favor  of  both  projects,  is  not  economic  but  mor- 
al. A lithotripter  has  been  shown  to  be  a safer, 
more  effective  treatment  than  anything  cur- 
rently available  for  kidney  stones  — an  ex- 
tremely painful,  debilitating,  and  potentially 
fatal  condition.  Given  this,  it  is  our  obligation 
to  make  the  service  available  and  accessible  to 
all  our  citizens.  We  must  consider  the  long  lead 
time  to  develop  such  a complicated  service, 
and  that  neither  project  sponsor  estimated 
they  would  be  functioning  before  the  spring  of 
next  year.  Thus,  the  decision  of  the  Health 
Facilities  Council  is  a positive  one  on  several 
counts. 

Unlike  C.A.T.  scanners,  which  the  Register 
cites  as  another  example  of  an  expensive  tech- 
nology which  spread  too  fast  and  too  far,  shock 
wave  lithotripters  can  nearly  replace  previous 
techniques  and  services  rather  than  sup- 
plementing them.  Also,  shock  wave  lithotrip- 
ters do  not  generate  expensive  ancillary  ser- 
vices as  have  other  advances  in  technology  or 
technique,  such  as  open  heart  surgery.  There 
is  also  much  less  potential  for  abuse  or  over- 
use. Some  angina  pain  can  be  controlled  with 
medication.  The  use  of  coronary  by-pass 
surgery  to  treat  such  a condition  has  been 
rightly  criticized  and  has  undoubtedly  inflated 
our  bill  for  health  care.  Of  course,  the  heart 
surgeon  has  the  satisfaction  of  having  done 
everything  possible  when  he  operates  rather 
than  prescribe  medication.  There  is  also  a lar- 
ger fee.  The  incentives  are  reversed  with  lithot- 
ripty. 

It  is  ironic  that  the  Register,  which  has  sup- 
ported so  many  cost  saving  innovations  in  the 
finance  of  health  care,  should  oppose  the  rapid 
introduction  of  a revolutionary  service  which 
has  proven  so  effective  and  efficient  and  prom- 
ises even  more  in  the  future.  Unfortunately,  it 
is  easy  and  fashionable  today  to  oppose  invest- 
ment in  new  techniques  and  equipment  be- 
cause of  past  mistakes.  If  we  are  to  maintain 
and  improve  the  quality  of  our  health  care, 
everyone  must  be  willing  to  spend  time  ex- 
amining the  facts  of  each  proposal.  I believe 
that  the  Register  and  other  businesses  under- 
stand this  and  will  only  require  occasional  re- 
minders to  help  balance  their  attention  be- 
tween cost  containment,  quality,  and  access  to 
services. 


Disease 

July 

J984 

Total 

1984 

to 

Date 

1983 

to 

Date 

Most  July  Cases 
Reported  From 
These  Counties 

Amebiasis 

45 

6 

32 

Johnson,  Polk,  Scott 

Brucellosis 

0 

1 

1 

Chickenpox 

6384 

5 

5514 

Dubuque,  Polk 

Campylobacter 

152 

39 

203 

Scattered 

Cytomegalovirus 

0 

9 

9 

Eaton's  Agent 
infection 

6 

27 

100 

Johnson,  Muscatine, 

Encephalitis,  viral 

2 

9 

27 

Polk 

Johnson,  Wayne 

Erythema 

infectiosum 

0 

51 

25 

Gastroenteritis 

(GIV) 

7 

8751 

8537 

Black  Hawk 

Giardiasis 

35 

126 

96 

Scattered 

Hepatitis,  A 

11 

31 

18 

Scattered 

Hepatitis,  B 

11 

62 

52 

Scattered 

Hepatitis,  Non  A-B 

1 

12 

26 

Clayton 

Hepatitis 

type  unspecified 

0 

8 

7 

Herpes  Simplex 

60 

528 

571 

Scattered 

Herpes  Zoster 

0 

2 

6 

Histoplasmosis 

1 

16 

12 

Webster 

Infectious 

mononucleosis 

0 

100 

119 

Influenza, 

lab  confirmed 

6 

176 

107 

Appanoose,  Black  Hawk, 

Influenza-like 
illness  (URI) 

5 

30748 

28464 

Clinton,  Linn,  Polk 
Black  Hawk 

Legionellosis 

0 

1 

4 

Malaria 

0 

1 

3 

Meningitis 

aseptic 

4 

18 

40 

Dubuque,  Guthrie, 

bacterial 

9 

72 

99 

Jackson,  Scott 
Scattered 

meningococcal 

1 

19 

14 

Wapello 

Mumps 

0 

17 

35 

Pertussis 

2 

5 

5 

Polk,  Story 

Rabies  in  animals 

18 

96 

2567 

Scattered 

Reye  Syndrome 

0 

2 

2 

Rheumatic  Fever 

0 

0 

1 

Rubella 

(German  measles) 

1 

1 

0 

Polk 

Measles 

0 

0 

0 

Salmonellosis 

14 

125 

155 

Scattered 

Shigellosis 

4 

25 

19 

Dallas,  Hardin, 

Toxic  Shock 
Syndrome 

0 

9 

13 

Linn,  Pottawattamie 

Tuberculosis 
total  ill 

6 

40 

40 

Cedar,  Polk, 

boct.  pos. 

6 

34 

31 

Pottawattamie,  Woodbury 
Cedar,  Polk, 

Typhoid  Fever 

0 

0 

0 

Pottawattamie,  Woodbury 

Venereal  diseases: 
Gonorrhea 

332 

2448 

2567 

Scattered 

Syphilis 

0 

10 

10 

Other  Non-Reporfable  Diseases:  Ureaplasma  Urealyticum  — 9,  Johnson,  1, 
Dubuque,  3,  Polk,  1 , Scott,  1 , Webster;  Hookworm  — 1 , Polk,  1 , Scott,  1 , 
Webster;  Ascoris  — 3,  Polk,  1 , Johnson,-  Trich-Trich — 1 , Johnson;  Chlamy- 
dia — 1 , Johnson. 
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NEWS/PRODUCTS. 
PROGRAMS,  ETC. 


NEW  CONTAINER  FOR  CALAN®  — Calan® 
(verapamil  HCl,  Searle)  is  now  available  in  a 
new  easier-to-use  vial  (5mg  and  lOmg  sizes). 
Access  is  through  a rubber  stopper  after  re- 
moval of  a protective  flip-top  plastic  cap,  rather 
than  the  older-style  glass  ampuls. 

PHOTOMICROGRAPHY  CONTEST  — Interested  in 
a photomicrography  contest?  Polaroid  is  spon- 
soring a contest  for  unpublished  photomicro- 
graphs taken  on  Polaroid  instant  film.  Details 
may  be  obtained  by  writing  to  Polaroid  Photo- 
micrography Competition,  575-9P  Technology 
Sq.,  Cambridge,  Ma.  02139.  Entries  must  be 
postmarked  no  later  than  October  5. 

REFORMULATED  ADHESIVE  — Ciba  Phar- 
maceutical Company  has  reformulated  the 
adhesive  for  its  transdermal  nitroglycerin 
patch,  Transderm®-Nitro.  The  new  adhesive 
is  more  serviceable  for  patients  who  engage  in 
strenuous  exercises  such  as  tennis  or  swim- 
ming. No  significant  skin  irritations  were  re- 
ported in  extensive  testing  programs. 

APPROVED  BY  FDA  — Tagamet®  (cimetidine. 
Smith,  Kline  & French)  is  now  available  in  indi- 
vidual pre-filled,  disposable  syringes.  A Bec- 
ton  Dickinson  Hypak®  syringe  unit-dose  con- 
tains 300  mg  of  Tagamet®  in  2 cc  of  sterile 
water.  It  is  designed  for  intramuscular  admin- 
istration or  for  use  in  intravenous  admix  pro- 
grams. 

ACNP  SPEAKERS  BUREAU  — The  American  Col- 
lege of  Nuclear  Physicians  sponsors  a speak- 
ers' bureau  with  100  or  so  physicians  and  sci- 
entists in  nuclear  medicine.  At  no  cost,  these 
speakers  are  available  to  medical  specialty 
societies,  state  and  major  county  medical 
societies,  and  other  health  related  groups.  For 
further  information  call  Barbara  Teele  (collect 
at  202/857-1191),  or  write  to  American  College 


of  Nuclear  Physicians,  Suite  700,  1101  Con- 
necticut Avenue  N.W.,  Washington,  D.  C. 
20036.  (Attention:  Barbara  Teele,  Educational 
Coordinator). 

RHEUMATOID  ARTHRITIS  DRUG  — Smith,  Kline, 
and  French  Laboratories  are  awaiting  FDA 
approval  of  Ridaura®  (auranofin),  a disease 
modifying  product  for  rheumatoid  arthritis. 
This  orally  administered  drug  has  been  found 
comparable  in  efficacy  to  an  injected  gold  com- 
pound but  has  less  frequent  and  less  severe 
side  effects.  Indications  are  that  this  drug  alters 
biochemical  events  leading  to  tissue  injury  and 
affects  both  humoral  and  cell-mediated  im- 
munity by  a condition-dependent  immu- 
noregulatory  action. 

ACP  REPORTS  — The  American  College  of  Phy- 
sicians (ACP)  has  announced  the  dex- 
amethasone  suppression  test  (DST)  should  be 
considered  a diagnostic  tool  of  unproven  value 
in  the  detection,  prognosis,  and  management 
of  mild  to  moderate  depression.  Further  inves- 
tigation and  evaluation  is  pending.  Full  details 
are  reported  in  the  February  issue  of  annals  of 
INTERNAL  MEDICINE.  Also  reported  in  this  issue 
is  the  ACP  recommendation  that  the  use  of 
heparin  infusion  pumps  for  the  treatment  of 
thromboembolic  disease  be  restricted  to  clin- 
ical investigative  settings  only,  as  experience  in 
outpatient  use  is  limited. 

VISUAL  AID  — Hewlett-Packard  Company  has  a 
new  54-page  book  on  the  preparation  of  effec- 
tive business  graphs.  The  book  instructs  read- 
ers on  how  to  display  information  in  an  in- 
teresting and  intelligent  manner.  Subjects  in- 
clude how  to  choose  the  right  chart,  following 
design  principles,  writing  messages  clearly, 
and  working  with  color.  It  covers  the  prepara- 
tion of  35  mm  slides  as  well  as  how  to  create 
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charts  for  reports  and  presentations.  The  price 
is  $12.  Write  or  call  your  local  Hewlett-Packard 
sales  office. 

SHAKEN  BABY  SYNDROME  — The  February 
issue  of  the  annals  of  emergency  medicine 
has  an  informative  article  on  a form  of  child 
abuse  known  as  the  “Shaken  Baby  Syndrome" 
where  the  infant  suffers  whiplash  injury  of  the 
neck  when  shaken  vigorously. 

NEW  SOCIETY  — Board  Certified  Plastic 
Surgeons  have  formed  a new  society.  The 
Lipolysis  Society  of  North  America  has  several 
goals  — to  teach  a new  surgical  procedure  (that 
breaks  up  fat  cells  and  removes  them  from  the 


RECENT  BOOKS 


Pinckney,  Cathey  and  Pinckney,  Edward  R., 
1983,  Do-It-Yourself  Medical  Testing,  Facts  On 
File,  Inc.,  New  York,  New  York.  (Consumer 
participation  is  more  common  in  recent  years. 
This  guide  provides  information  on  over  160 
tests  that  can  be  performed  at  home.  Informa- 
tion is  given  where  test  materials  may  be 
purchased,  the  cost,  and  what  the  results  may 
indicate.  The  authors  wisely  suggest  medical 
consultation  in  many  instances.  No  treatment 
suggestions  are  given). 

Munley,  Ann,  1983,  The  Hospice  Alternative:  A 
New  Concept  for  Death  and  Dying,  Basic  Books, 
Inc.,  New  York,  N.  Y.,  $17.50.  The  author,  a 
sociologist,  discusses  the  hospice  experience. 
The  chapters  cover  the  problem  of  death  to- 
day, life  in  a hospice,  the  dynamics  of  dying, 
and  the  concerns  of  hospice  personnel. 

Doman,  Glenn,  1984,  How  To  Multiply  Your 
Baby's  Intelligence,  Doubleday  & Co.,  Inc.,  Gar- 
den City,  New  York,  $15.95.  Teach  a year-old 
child  to  read;  to  do  math  problems;  to  under- 
stand a foreign  language?  Doman's  Growth 
Revolution  is  to  give  every  child,  through  his 
parents,  a chance  to  excell.  Interesting  — con- 
troversial — what's  wrong  with  letting  a child 
be  a child? 


body  via  a suction  machine)  to  board  certified 
members  of  the  American  Society  of  Plastic 
and  Reconstructive  Surgeons;  to  provide  a 
forum  for  interchange  of  new  information  to  all 
members;  and  to  provide  a source  of  public 
information  on  lipolysis. 

NEW  DISINFECTANT  — The  Government's  Food 
and  Drug  Administration  and  the  Environ- 
mental Protection  Agency  have  accepted  Spor- 
icidin-HD®  (Sporicidin  Co.,  Washington, 
D.C.),  a new  disinfectant  for  hemodialysis 
machines  and  reused  dialyzers.  This  safe  glu- 
taraldehyde  replaces  the  use  of  formaldehyde 
and  bleach.  Sporicidin-HD  diluted  1 : 16  inacti- 
vates the  Hepatitis  B virus  in  10  minutes. 


Mitterauer,  Michael  and  Sieder,  Reinhard, 
1983,  The  European  Family,  University  of  Chica- 
go Press,  Chicago,  Illinois.  Translated  from 
German  by  Karla  Oostervean  and  Manfred 
Horzinger.  An  interesting  study  of  the  Euro- 
pean family  structure  and  function  from  the 
middle  ages  to  the  present.  Though  the  study 
does  not  concern  American  family  life,  those 
with  a European  background  will  find  the  data 
of  interest. 

Williams,  Roger  L.,  1984,  The  Horror  of  Life, 
University  of  Chicago  Press,  Chicago,  Illinois, 
$12.95.  Medical  and  social  histories  of  5 
nineteenth  century  French  writers  — Charles 
Baudelaire,  Jules  de  Goncourt,  Gustave 
Flaubert,  Guy  de  Maupassant  and  Alphone 
Daudel.  What  a life  those  individuals  led! 

Prospective  Payment:  What  It  Is,  How  to  Cope; 
Your  Questions  Answered,  1983,  International 
Health  Services,  Ltd.,  Concord,  Ma.,  $10. 
(Quantity  Discount.)  A summary  of  the  reac- 
tions of  providers,  particularly  hospitals. 

Seidel,  Linda,  and  Copeland,  Irene,  1984  The 
Art  of  Corrective  Makeup:  How  to  Camouflage  Un- 
attractive Scars  and  Blemishes,  Doubleday  & Co., 
Inc.,  Garden  City,  New  York,  $15.95.  The  au- 
thor, a makeup  artist,  reveals  techniques  of 
concealing  troublesome  skin  marks,  in  addi- 
tion to  aids  in  the  total  art  of  makeup. 
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TWO  LITTLE  WORDS 
CAN  MEAN 

A WORLD  OF  DIFFERENCE 
IN  HEALTH  CARE. 


r 


DOE  JOHN  E. 
482  78  9387 


DXL/INC  DIAG  OP 


140/141 

BC  PLAN  CODE 


Those  two  little  words,  “of  Iowa,”  following 
the  nation’s  most  widely  recognized  names  in 
health  care  can  mean  a big  difference  in 
terms  of  the  total  value  our  subscribers 
receive  for  their  health  care  dollar. 

That’s  because  unlike  most  commercial 
carriers,  we’re  involved  in  health  care 
planning  and  cost  containment  on  a local 
basis.  We  are  a part  of  the  fabric  of  health 
care  in  Iowa. 


And  because  we  work  with  lowans,  Iowa 
physicians,  and  Iowa  companies,  we  have  a 
unique  understanding  of  the  state’s  health 
care  needs  and  the  desire  to  obtain  quality 
health  care  affordably. 

Finally,  because  we  cover  more  than 
1 ,000,000  lowans,  we  have  a particular 
interest  in  maintaining  quality  health  care 
at  an  affordable  cost. 

No  wonder  we  say:  “No  one  takes  better 
care  of  lowans  than  we  do.” 

Blue  Cross 
Blue  Shield 

of  Iowa 

636  Grand  Avenue 

Des  Moines,  Iowa  50307 
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News  About  Colleagues 

ABOUT 

IOWA  PHYSICIANS 

Dr.  Joe  M.  Krigsteir,  Sioux  City  physician  for 
55  years,  recently  received  an  honorary  Doctor 
of  Public  Service  degree  from  Morningside 
College.  Dr.  Krigsten  was  cited  as  a dedicated 
member  of  the  medical  profession  and  as  a 
community  leader.  A life  member  of  the  Iowa 
Medical  Society,  he  has  been  the  Iowa  Health 
Care  Association  Physician  of  the  Year.  His 
community  service  includes  10  years  as  Wood- 
bury County  coroner,  and  12  years  on  the 
boards  of  the  State  Grievance  Committee  and 
State  Nursing  Home  Committee.  Dr.  Krigsten 
is  a past  president  of  the  Sioux  Valley  Medical 
Society,  St.  Joseph  Mercy  Hospital  staff  and 
Woodbury  Medical  Society.  He  has  been  a fel- 


low of  the  International  College  of  Surgeons 
for  29  years. 

A group  of  Clinton  physicians  recently  went  to 
bat  to  help  raise  $5,000  for  the  Ronald  McDon- 
ald House  in  Iowa  City.  The  doctors,  in  a 
prank-filled  bout  against  the  Clinton  Giants, 
were  the  victors  in  the  benefit  baseball  game. 
. . . Dr.  Douglas  B.  Dorner,  Des  Moines,  has 
received  a certificate  from  the  American  Board 
of  Surgery  for  special  qualifications  in  general 
vascular  surgery.  This  is  a new  certification  by 
the  American  Board  of  Surgery  recognizing 
vascular  surgery  as  a subspecialty  of  the 
General  Surgery  Board. 


IF  YOU  ARE  LOOKING  TO  BRING  DOWN  THE  COST  OF  YOUR 
OFFICE  MEDICAL  SUPPLIES,  WITHOUT  SACRIFICING  QUALITY, 

JUST  . . . ASK  FOR  rObCQ-^ 

LET  US  PUT  THE  BUYING  POWER  OF  THE  WORLD’S  LARGEST 
INDEPENDENT  MEDICAL  SUPPLY  BUYING  GROUP  TO  WORK  FOR 
YOU. 


Your  fObCO-^  dealer  is: 

Hawkeye  Medical  Supply,  Inc. 

HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  lA  52244  (319)  337-3121  IOWA  WATS 

BRANCH  OFFICE:  5737  UNIVERSITY  AVE.,  DES  MOINES,  lA  5031 1 (515)  274-4015  1-800-272-6448 

"After  the  sale  . . . it’s  the  SERVICE  that  counts. " 
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Anyone  Responsible 
KrAHalf  Million 
Dollars  ShouMif t Have 
ToWbrkTwoJobs. 


Making  money  is  a full  time  job. 
Unfortunately,  so  is  managing  it. 

And  most  people  and  companies  are 
far  better  at  getting  rich  than  they  are  at 
staying  that  way. 

Unless  they  hire  us.  Statesman 
Investment  Advisors. 

We  work  for  individuals,  corporations, 
endowment  funds,  pension  funds  and 
associations  with  manageable  assets  of  a 
half  million  dollars  or  more. 

And  we'll  manage  your  assets  on  a 
fee  basis,  designing  portfolios  that  are 
responsive  both  to  the  market  and  to  your 
gods  and  objectives. 

We  offer  no  products,  no  insurance 
and  receive  no  commissions. 

All  we  have  to  sell  is  a staff  with  35 
years  of  broad  investment  experience  and 
over  $150,000,000  under  management. 

Want  to  make  your  half  million 
whole?  Put  Statesman  Investment 
Advisors  to  work  for  you. 

CaU  515-284-7648. 

REGISTERED  INVESTMENT  ADVISORS 

a The  Statesman  Group,  Inc. 

Suite  804  Des  Moines  Building 
Des  Moines,  lA.  50309 
. (515)  284-7648 

Statesman  I nvtstm  en  t A d\  isors.  i nc; 


Dr.  Paul  M.  Seebohm,  executive  associate 
dean,  U.  of  I.  College  of  Medicine,  is  a recipient 
of  the  1984  Walter  L.  Bierring  Award  presented 
by  the  Iowa  Thoracic  Society,  the  medical  sec- 
tion of  the  American  Lung  Association  of 
Iowa.  Dr.  Seebohm  was  cited  for  his  contribu- 
tions to  the  improvement  of  control  over  tuber- 
culosis and  other  respiratory  diseases  in  Iowa. 
Dr.  Seebohm  has  been  active  in  the  teaching, 
training  and  research  programs  of  the  Pulmo- 
nary' and  Allergy  and  Immunology  Divisions  at 
the  U.  of  I.  College  of  Medicine.  . . . Dr.  Mark 
Johnson  recently  joined  the  Osage  Medical 
Group.  Dr.  Johnson  received  the  M.D.  degree 
at  the  University  of  Nebraska  School  of  Medi- 
cine and  completed  his  family  practice  residen- 
cy at  the  University  of  Oklahoma  Hospital  in 
Oklahoma  City.  . . . Dr.  Glen  Hanson  recently 
began  family  practice  in  Greenfield.  Dr.  Han- 
son received  the  M.D.  degree  at  the  University 
of  Minnesota  School  of  Medicine  and  com- 
pleted his  family  practice  residency  at  Iowa 
Lutheran  Medical  Center  in  Des  Moines. 


Dr.  Russell  Adams,  Waterloo,  recently  was 
selected  Citizen  of  the  Year  by  radio  station 
KBBG  in  Waterloo.  Dr.  Adams  was  chosen  for 
his  contributions  to  both  the  medical  profes- 
sion and  the  community  at  large.  . . . Dr. 
Robert  C.  Rutherford  and  Dr.  Clara  S. 
Creighton,  husband  and  wife,  recently  joined 
Dr.  R.  L.  Bendixen  in  family  practice  in  Den- 
ison. Both  are  U.  S.  Navy  flight  surgeons  who 
have  been  stationed  in  Pensacola,  Florida.  . . . 
Dr.  Jeffrey  K.  Larkin  recently  joined  the  Car- 
roll  Medical  Center.  Dr.  Larkin  received  the 
M.D.  degree  at  the  University  of  Minnesota 
School  of  Medicine  and  served  his  family  prac- 
tice residency  at  St.  Joseph-Mercy  Hospital  in 
Mason  City.  Dr.  Patricia  Siegfried  recently 
opened  an  office  for  family  practice  in  Missouri 
Valley.  Dr.  Siegfried  received  the  M.D.  degree 
at  the  University  of  Nebraska  School  of  Medi- 
cine, and  completed  residencies  in  both  family 
practice  and  pediatrics  at  the  University  of 
Nebraska  Medical  Center.  . . . Dr.  Brad  Borg- 
wardt  recently  joined  the  ophthalmology  de- 
partment at  Medical  Associates  in  Clinton.  Dr. 
Borgwardt  received  the  M.D.  degree  at  the 
University  of  Illinois  School  of  Medicine  and 
completed  his  ophthalmology  residency  at 
Tulane  University  in  New  Orleans,  Louisiana. 
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Dr.  David  Christ  recently  joined  Dr.  Walter  L. 
Mendenhall  in  the  practice  of  urology  in 
Spencer.  Dr.  Christ  received  the  M.D.  degree 
at  the  University  of  Kansas  School  of  Medicine 
and  completed  his  urology  residency  at  Kansas 
University  Medical  Center.  Dr.  Mendenhall  re- 
cently moved  his  office  to  the  Medical  Arts 
Building.  He  was  formerly  associated  with  Dr. 
Mary  Gannon.  . . . New  officers  of  the  Iowa 
Thoracic  Society  are  — Dr.  Craig  Bainbridge, 
Sioux  City,  president;  Dr.  Edward  G.  Nassif, 
Ames,  president-elect;  and  Dr.  Steven  Wan- 
zek,  Ames,  secretary-treasurer.  . . . Dr.  Mil- 
ton  E.  Barrent,  Clinton,  is  a recent  recipient  of 
the  Iowa  High  School  Athletic  Directors'  Asso- 
ciation 1984  Distinguished  Service  Award.  Dr. 
Barrent  was  cited  for  his  outstanding  contribu- 
tions to  Iowa  high  school  athletics.  . . . Dr. 
Howard  H.  Hildebrand,  senior  physician  at 
McFarland  Clinic  in  Ames,  is  retiring  after 
more  than  40  years.  Dr.  Hildebrand  received 
the  M.D.  degree  at  the  University  of  Nebraska 
School  of  Medicine;  interned  at  City  Hospital 
in  Cleveland,  Ohio;  and  completed  his  pediat- 
ric residency  at  Children's  Hospital  in  Buffalo, 
New  York.  He  is  a past  president  of  the  Iowa 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines.  Iowa  50308 
Phone:  515  243-3690  or  Iowa  toll-free:  1-800-622-8335 


CLARKSON  MEDICAL 


V 


LECTURE  SERIES 


OTOLARYNGOLOGY  FOR  THE  PRIMARY  CARE  PHYSICIAN 

Friday,  Nov.  16, 1984  Clarkson  Hospital  Storz  Pavilion 

8 a.m.  to5  p.m. 

Featured  speakers  include:  Charles  Bluestone,  m.d. 

Roger  Wehrs,  m.d. 


Topics  include: 

Pharmacology  of  ENT 

T and  A Controversy 

Rhinitis  and  Sinusitis 

The  Ear  in  Health  and  Disease 

ENT  Allergy  Evaluation  and  Treatment 

Current  Concepts  in  Otitis  Media 

The  “Dizzy”  Patient 


Homographs  and  Reconstructive  Middle 
Ear  and  Mastoid  Surgery 

Workshops 

Panel  Discussion 

C.M.E.  and  A.A.FP  credits  to  be  awarded 

Bishop  Clarkson  Memorial  Hospital 
44th  and  Dewey  Ave. 

Omaha,  Neb.  68105 


For  more  information  call  (402)  559-3378 
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OB-GYN  — 
PEDIATRICIAN  TEAM 

New  Hospital  Opening  in  Fall  of  1984 
in  Fulton,  Missouri 


This  represents  an  outstanding  medical 
practice  opportunity.  County  of  30,000 
primary  service  area  with  fine  small  com- 
munity of  12,000+  hosting  two  nationally 
known  colleges  and  a growing  industrial 
base.  We  are  close  to  the  Lake  of  the 
Ozarks  as  well  as  multiple  other  recreation- 
al opportunities  and  facilities.  The  Hospital 
has  a fine  tradition  of  strong  family-practice 
physicians  and  has  recently  recruited  an 
orthopedic  surgeon  to  build  its  surgical 
team  to  two.  There  are  over  400  births  in 
this  County  each  year,  and  the  pediatric 
population  is  growing  steadily.  Residents 
want  the  best  in  specialist  medical  care. 
For  further  information  regarding  guaran- 
tees or  other  considerations  contact  Shar- 
on R.  Heinlen,  Administrator,  Callaway 
Community  Hospital,  Hospital  Drive,  Ful- 
ton, MO  65251, 314-642-3376. 


Pediatric  Society;  past  chairman  of  the  Iowa 
Chapter  of  the  American  Academy  of  Pediatri- 
cians and  for  several  years  a member  of  the 
Governor's  Commission  for  Children  and 
Youth. 


Dr.  Harry  Snead  recently  joined  the  Depart- 
ment of  Internal  Medicine  at  Grinnell  General 
Hospital.  Dr.  Snead  received  the  M.D.  degree 
at  the  Medical  College  of  Georgia;  interned  and 
completed  his  internal  medicine  residency  at 
Emory  University  in  Atlanta.  Prior  to  locating 
in  Grinnell,  Dr.  Snead  was  associated  with  Em- 
ory University  Affiliated  Hospital.  . . . Dr. 
Michael  T.  Berstler  recently  was  named  presi- 
dent of  the  medical  staff  at  Waverly  Municipal 
Hospital.  Other  officers  elected  were  — Dr. 
William  E.  Hall,  vice  president  and  Dr.  David 
B.  MacMillan,  secretary-treasurer.  All  are 
Waverly  physicians.  . . . Dr.  David  A.  Ruen 
has  joined  Dr.  Jon  R.  Yankey  in  family  practice 
in  Mason  City.  Dr.  Ruen  received  the  M.D. 
degree  at  the  U.  of  I.  College  of  Medicine  and 
completed  his  family  practice  residency  at  St. 
Joseph  Mercy  Hospital  in  Mason  City.  . . . Dr. 
William  E.  Owen,  St.  Ansgar  physician  for  37 


ORTHOPEDICS  IN  FAMILY  PRACTICE 

Saturday,  October  6.  1 984 


Family 

Physician 

Series 

For  more  information  contact: 

Office  of  Continuing  Medical  Education 
Iowa  Methodist  Medical  Center 
1200  Pleasant  Street 
Des  Moines,  lA  50308 
(515)  283-6266 

Approved  for  AMA,  AAFP  Credit. 


ICWA 

METHODIST 

MEDICAL 

CENTER 

'OJ  CAN  DEPEND  ON  US 


TOPICS: 

• Evaluation  and  Treatment  of 
Neck  Pain 

• Evaluation  and  Treatment  of 
Shoulder  Pain 

• The  Challenge  of  Low  Back  Pain 

• Fractures  — Upper  Extremities 

• Fractures  — Lower  Extremities 

• Diagnosis  of  Acute  Knee  Injuries 

• Evaluation  and  Treatment  of 
Hand  Pain 

• Assessing  Adult  Foot  Problems 

• Office  Pediatric  Orthopedics 

• Athletic  Injuries  in  the  Immature 
Athlete 


GUEST  FACULTY: 

• Stuart  L.  Weinstein.  M.D. 
Associate  Professor  Orthopedic 
Surgery 

University  of  Iowa  College  of 
Medicine 

LOCAL  FACULTY: 

• Ronald  K.  Bunten,  M.D. 

• Thomas  A.  Carlstrom,  M.D. 

• Joe  F.  Fellows.  M.D. 

• Amis  Grundberg,  M.D. 

• John  H.  Kelley,  M.D. 

• Douglas  Reagan,  M.D. 

• Stephen  Taylor.  M.D. 
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years,  is  retiring  from  medical  practice.  Dr. 
Owen  received  the  M.D.  degree  at  Columbia 
University  in  1942  and  began  medical  practice 
in  St.  Ansgar  in  1947.  He  made  3 trips  to  Viet- 
nam on  assignment  for  the  American  Medical 
Association  of  Volunteer  Physicians  to  work  in 
hospitals  in  war  torn  areas.  Dr.  Owen  plans  to 
continue  to  live  in  St.  Ansgar. 


DEATHS 

Dr.  Alvin  E.  Evers,  69,  Pella,  died  July  5 at 
Iowa  Methodist  Medical  Center  in  Des  Moines. 
Dr.  Evers  received  the  M.D.  degree  at  the  U.  of 
I.  College  of  Medicine  and  interned  at  South 
Bend,  Indiana.  He  began  as  a solo  practitioner 
in  Pella  in  1947  and  later  joined  the  Pella 
Medical  Center  where  he  was  actively  practic- 
ing at  the  time  of  his  death.  He  was  a past 
president  of  the  Marion  County  Medical 
Society;  member  of  the  American  Academy  of 
Family  Physicians;  health  officer  of  the  city  of 
Pella  and  team  doctor  for  the  athletic  programs 
at  Pella  Public  High  School  for  35  years. 


Dffl© 

could  be  used  to  buy  real  estate! 


It's  true!  Current  tax  law  makes  it  possible  for  you  to  own  resort 
real  estate  from  what  you've  been  paying  in  withholding  taxes. 
For  all  the  details  on  how  you  can  stay  FREE  for  three  days 
and  two  nights,  vacation  in  a Bermuda-like  atmosphere,  play 
golf  in  Scotland,  all  within  30  minutes  of  Sarasota... and  maybe 
come  away  with  a piece  of  real  estate  that'll  turn  your  1040  into 
a blessing. ..write  today!  Or,  for  faster  action,  call  collect 
1-813-493-2500. 
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Each  issue  filled  with  diverse 
practical  information  in  all  areas 
of  medical  practice  including: 

• IM  Subspecialties 

• Pediatrics 

• Obstetrics/ Gynecology 

• Emergency  Medicine 

• Other  Key  Clinical  Areas 
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HEALTH  PROFESSIONALS! 

The  Army  Medical  Department  represents  the  largest  comprehensive  system  of  health  care  in  the  United  States  and 
offers  unique  advantages  to  the  student,  resident,  and  practitioner  in  the  following  professions: 

• Physician  • Environmental  Scientist 

• Dentist  • Civil  Engineer 

• Veterinarian  • Podiatrist 

• Optometrist  • Audiologist 

• Psychologist  • Pharmacist 

• Nuclear  Scientist  • Laboratory  Scientist 

As  an  Army  Officer,  you  will  receive  substantial  compensation,  an  annual  paid 
vacation,  and  participate  in  a remarkable  non-contributory  retirement  plan. 

For  more  information  just  fill  out  the  attached  form  and  mail.  Or  call:  (913) 

684-4898/4860.  (Collect  calls  accepted.) 

PLEASE  SEND  MORE  INFORMATION  ABOUT  OPPORTUNITIES 
IN  THE  ARMY  MEDICAL  DEPARTMENT 


NAME 
ADDRESS 
ZIP 


Mail  or  Call:  U S.  Army  Medical  Department,  Bldg,  268  (Dodge  Hall), 
Ft.  Leavenworth.  KS  66027  (913)  684-4860  4898 

AGE 


PHONE  (AC) 


SCHOOL  AnENDED/AnENDING 
GRADUATION  DATE 


DEGREE 


SPECIALTY  AREA  OF  INTEREST 


406  / Iowa  Medicine 


CLASSIFIED 

ADVERTISING 


NEEDED  FOR  THREE  IOWA  LOCATIONS  — Emergency  Room  and 
Neighborhood  Clinic  physicians  needed  for  three  Iowa  locations.  Com- 
pensation $70,000-$100,000  annually.  Contact  Central  Iowa  Medical, 
P.C.,  P.  O.  Box  65574,  West  Des  Moines,  Iowa  50265  or  call  515/223-9378. 


FAMILY  PRACTICE  — Opportunity  to  associate  with  modern,  growing 
primary  care  medical  group  in  eastern  Iowa.  Dynamic  group  of  6 FP's,  2 
Pediatricians,  and  2 Internal  Medicine  physicians.  New  30,000  sq.  ft. 
clinic  located  next  to  community  hospital.  Excellent  fringes  and  corpo- 
rate package.  Call  319/264-3258  collect  or  write  Michael  Sundall,  Musca- 
tine Health  Center,  1514  Mulberry  Avenue,  Muscatine,  Iowa  52761. 


THE  MONROE  CLINIC  — 50-physician  multispecialty  group  practice 
located  in  southern  Wisconsin,  has  openings  for  family  physicians  in 
multiple  staff  satellite  locations.  Also  openings  in  Departments  of 
Orthopedic  Surgery,  Neurology,  Otolaryngology,  and  Ob/Gyn.  Contact 
Robert  Rieder,  Administrator,  The  Monroe  Clinic,  Monroe,  Wisconsin 
53566.  Telephone  608/328-7381. 


FAMILY  PHYSICIAN  WANTED  — For  diagnosis,  treatment  and  patient 
care  in  all  areas  of  family  practice  medicine;  requires  M.D.  degree,  three 
years  training  as  a medical  resident  and  one  year  related  experience  as  a 
physician;  40  hours  per  week;  $60,000  per  year.  Apply  or  send  resume  to 
Job  Service  of  Iowa,  150  Des  Moines  Street,  Des  Moines,  Iowa  50316. 
J.  O.  #IA1581337. 


WANTED  — Good,  used  three-channel  EKG  machine,  laryngoscope 
with  adult  blade,  ambu  bag,  and  wheelchair.  Write  Box  410,  Le  Mars, 
Iowa  51031. 


GENERAL  SURGEON  — Board  certified  or  Board  eligible.  To  join 
eight-member  family  practice  medical  center.  Have  full-time  radiolo- 
gist. Major  specialties  consult  on  regular  basis.  Located  at  International 
Falls  in  northern  Minnesota.  Near  Voyageurs  National  Park.  Year 
around  outdoor  recreation  abounds.  Served  by  major  airline.  Popula- 
tion, 20,000.  Send  curriculum  vitae  to  Dr.  James  R.  Schuft,  Falls  Medical 
Center,  Shorewood  Drive,  International  Falls,  Minnesota  56649. 


URGENT  CARE  CENTER  — Position  available  for  physician  trained/ 
experienced  in  primary  care  (family  practice,  internal  medicine, 
emergency  medicine)  in  center  in  eastern  Iowa  (approx.  400,000  pop.). 
Emphasis  on  quality  of  care  with  opportunity  for  personal  and  financial 
growth.  Contact  J.  Koehler,  M.D.,  East  Kimberly  Urgent  Care  Center, 
2120  East  Kimberly  Road,  Davenport,  Iowa  52807.  319/359-1301. 


MEDICAL  EQUIPMENT  FOR  SALE  — Two  green  examining  tables, 
mid-mark  medical  number  104  (standard  examining  table);  two  green 
stools  on  wheels;  one  Mayo  stand;  one  IV  fluid  stand;  two  rectangular 
lobby  tables;  one  round  lobby  table;  three  lobby  chairs  that  are  attached; 
two  four-drawer  file  cabinets;  one  three-drawer  file  cabinet;  one  seven 
foot  book  shelf;  two  bedside  cabinets;  and  one  Mayo  stand-type  table. 
For  further  information,  phone  712/262-6214. 


FAMILY  PRACTITIONER  POSITION  — available  in  rural  setting.  20 
minutes  from  Des  Moines.  Busy  clinic  with  young  Board  Certified 
Family  Practitioners.  Write  Box  238,  Indianola,  Iowa  50125. 


FAMILY  PRACTICE  POSITION  — Join  group  of  6 M.D.'s  in  south 
central  Iowa  town  of  11,000.  Clinic  located  adjacent  to  77-bed  hospital. 
Excellent  working  hours  with  limited  call  schedule.  Good  salary  and 
fringe  benefits.  Call  collect  515/673-6762  or  write  Business  Manager,  1225 
C Avenue  East,  Oskaloosa,  Iowa  52577. 


FOR  SALE  — Burdick  microwave  diathermy  MW  200;  wall  mounted 
X-ray  cassette  holder;  lead  lined  film  box;  new  3 compartment  X-ray 
developing  tank;  X-ray  time  clock  (GE);  X-ray  solution  thermometer; 
floor  stand  Burton  spotlight  with  extra  bulb;  and  Grafco  electronic 
stethoscope  (battery  model).  For  further  information  contact  Roger  W. 
Boulden,  M.D.,  201  North  Main  Street,  Lenox,  Iowa  50851.  Phone  515/ 
333-2815. 


FOR  SALE  — Complete  office  furniture;  equipment  and  small  instru- 
ments. GE  X-ray  300  MA  with  fluroscope;  5 examining  tables  available; 
X-ray  metal  files;  other  3-drawer  metal  files;  brown  electrodermatome 
with  steel  case  and  new  blades.  Like  new.  Write  or  call  Dan  L.  Bray, 
M.D.,  Box  596,  Algona,  Iowa  50511.  Phone  515/295-2828. 


MEDICAL  DIRECTOR  — Opportunity  for  physician  with  experience  in 
medical  group  practice  administration  to  join  established  HMO  in  Madi- 
son, Wisconsin.  Group  Health  serves  29,000  patients  with  its  staff  of  20 
physicians  and  total  staff  of  180.  Excellent  salary  and  benefit  program. 
This  represents  a rewarding  opportunity  to  develop  or  progress  your 
career  in  medical  administration.  Contact  John  Mueller,  Group  Health 
Cooperative,  1 South  Park  Street,  Madison,  Wisconsin  53715.  Phone 
608/251-4156. 


FAMILY  PRACTICE  — Rapidly  expanding  staff  model  HMO  in  Madi- 
son, Wisconsin,  has  opportunities  for  additional  family  practice  physi- 
cians. Competitive  salary  with  excellent  benefits  and  attractive  practice 
setting.  GHC  is  an  established,  rapidly  growing  HMO  serving  29,000 
patients.  Current  staff  totals  180  employees,  including  20  physicians. 
Contact  John  Mueller,  Group  Health  Cooperative,  1 South  Park  Street, 
Madison,  Wisconsin  53715.  Phone  608/251-4156. 


OB/GYN  — Group  Health  Cooperative  has  1984  opening  for  Board 
Certified/Eligible  obstetrician  and  gynecologist.  GHC  is  an  established, 
rapidly  expanding  HMO.  Staff  enjoy  a stable  salary  plus  excellent  ben- 
efit program  including  5-6  weeks  of  time  off  plus  $3,000  CME  funding. 
Madison  is  a city  of  200,000  population;  University  of  Wisconsin;  and  4 
lakes.  Contact  John  Mueller,  Group  Health  Cooperative,  1 South  Park 
Street,  Madison,  Wisconsin  53715.  Phone  608/251-4156. 


GENERAL  SURGEON  — Board  Certified  or  eligible,  to  join  seven- 
doctor  family  practice  clinic  in  Cloquet,  Minnesota,  a community  of 
12,000  (30,000  service  area)  located  20  minutes  from  Duluth-Superior. 
Clinic  facility  is  located  one  block  from  modern,  well-equipped  77-bed 
hospital.  Cloquet  enjoys  a stable  economy  (forest  products).  Additional- 
ly, our  community  is  noted  for  its  excellent  school  system.  First  year 
salary  guarantee,  paid  malpractice,  health  and  disability  insurance, 
vacation  and  study  time.  Contact  John  Turonie,  Administrator,  Raiter 
Clinic,  Ltd.,  417  Skyline  Blvd.,  Cloquet,  Minnesota  55720.  Telephone 
218/879-1271. 


FAMILY  PRACTITIONERS  — Do  you  find  yourself  wishing  you  could 
just  practice  medicine  again?  A well  established,  comprehensive  Family 
Practice  group  is  seeking  a Board  Eligible  or  Board  Certified  Family 
Practitioner.  An  opportunity  for  established  physicians  to  become  part 
of  a medical  team  affiliated  with  a large  central-Iowa  Medical  Center. 
OB  required.  Salary  negotiable  based  on  experience  and  qualifications. 
Appropriate  benefits  available.  Interested  physicians  should  send  CV 
and  reply  to:  IOWA  MEDICINE,  No.  1556,  1001  Grand  Avenue,  West 
Des  Moines,  Iowa  50265.  ALL  INQUIRIES  CONFIDENTIAL. 


CENTRAL  IOWA  MEDICAL  PRACTICE  NEEDS  LOCUM  TENENS 
PHYSICIAN  — Time  flexible.  For  further  information  write  or  call 
Wiltfang-Paulson  Clinic,  Box  715,  1129  Spencer  Street,  Grinnell,  Iowa 
50112.  Phone  515/236-3163. 


ORTHOPEDIC  SURGERY  POSITION  AVAILABLE  IN  EASTERN 
IOWA  — Well  established  multispecialty  group  with  2 orthopedic 
surgeons  in  need  of  another.  Modern  clinic  building  located  near  the 
picturesque  Mississippi  River.  Competitive  salary  guarantee  plus 
bonuses  complimented  by  a full  range  of  benefits.  Affiliation  with  2 
150-bed  hospitals  and  teaching  available  at  nearby  medical  school.  Rec- 
reational and  cultural  activities  abound  in  addition  to  a nationally  re- 
spected school  system.  For  more  information  reply  in  confidence  to: 
Physician  International,  716/366-8600  or  write  405-1  Central  Avenue, 
Dunkirk,  New  York  14048. 
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ALLERGY 


RICHARD  L.  COOLEY,  M.D. 

PARK  CLINIC 
MASON  CITY 
515/421-5677 
PEDIATRIC  ALLERGISTS,  P.C. 

GEORGE  G.  CAUDILL,  M.D. 

VEUKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MDINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
OES  MOINES  50309 
515/243-86766 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

QA*)  1QTU 

DES  MDINES  50311 
515/288-6097 

PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


GYNECOLOGY 


LANE  A.  REEVES,  M.D.,  P.C. 

MEDICAL  ARTS  CENTER,  SUITE  355 
2055  KIMBALL  AVENUE 
WATERLOO  50702 
319/291-2000 

PRACTICE  LIMITED  TO  GYNECOLOGY 
REPRODUCTIVE  ENDOCRINOLOGY 
AND  INFERTILITY 


HEMATOLOGY-ONCOLOGY 


JASJEET  SANGHA,  M.D. 

3118  BROCKWAY  ROAD 
WATERLDO  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & ASSDCIATES,  P.C. 
DANIEL  H.  GERVICH,  M.D. 

INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MDINES  50311 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


PULMONARY  MEDICINE,  P.C. 
STEVEN  K.  ZDRN,  M.D. 
GREGDRY  HICKLIN,  M.D. 
4060  WESTOWN  PKWY. 
WEST  DES  MDINES  50265 
515/225-8452 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
ROGER  T.  LUI,  M.D. 

STEVEN  G.  BERRY,  M.D. 

DONALD  L.  BURRDWS,  M.D. 

PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MDINES  50311 
24  HOUR  515/224-1777 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.O. 

NEWBORN  SPECIALIST,  P.C. 
421  LAUREL 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MDINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGDOD,  D.O. 

1440  EAST  GRAND  AVENUE.  SUITE  2-C 
DES  MDINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES,  M.D., 
STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG.  M.D. 

SCHDITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL.  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 
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ROBERT  A.  HAYNE,  M.D. 

THOMAS  A.  CARLSTROM,  M.D. 

METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 

MICHEL  ANDRE,  M.D. 

1420  WOODLAND 
DES  MOINES  50309 
515/243-5014 

PRACTICE  LIMITED  TO  NEUROSURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  0.  WOLFE,  M.D.,  RUSSELL  H.  WAH,  M.O., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R.  WIDNER,  M.D., 
GILBERT  W.  HARRIS,  M.D.,  JAMES  A.  DAVISON,  M.D. 
309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 

OPHTHALMIC  ASSOCIATES,  P.C. 

ARTHUR  C.  WISE,  M.D.,  ROBERT  0.  WHINERY, 

M.D.,  STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 

NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D., 

MICHAEL  L.  LONG,  M.D. 

U.  JOHN  BERZINS,  M.D. 

BRADLEY  L.  ISAAK,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1481 
MASON  CITY  50401 
515/423-8861 

GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER.  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE,  M.D., 
GERALD  J.  COLLINS,  M.D.,  JAMES  E.  SPODEN,  M.D. 
310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 

ROBERT  T.  BROWN,  M.D., 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 

OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

939  OFFICE  PARK  RD.,  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

EAR,  NOSE  AND  THROAT  SURGERY, 

HEAD  AND  NECK  SURGERY,  FACIAL 
PLASTIC  SURGERY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D., 
GERALD  W.  HOWE,  M.D., 

JAMES  J.  PUHL,  M.D., 

EDWARD  A.  DYKSTRA,  M.D., 
MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  OR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY,  M.D., 

A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-2590 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D., 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 

MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 

CLINICAL  LABORATORIES 

O.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P. O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  0.  DEGRAVELLES,  JR.,  M.D. 

CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

A.  SUZANNE  MORSTAD,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION  CENTER 
IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 
2416  TOWNCREST  DR. 
IOWA  CITY  52240 
319/338-7941 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SER- 
VICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


SAHERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 
2928  HAMILTON  BLVD. 

SIOUX  CITY  51104 
712/277-2379 

PSYCHIATRIC  THERAPY  — ALL  AGES 


JEAN  ARNOLD,  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY  — ALL  AGES 
COUPLE  COUNSELING 


ASSOCIATES  FOR  PSYCHIATRY  P.C. 

WM.  J.  MOERSHEL,  M.D.; 

CHAS.  G.  WELLSO,  M.D.; 

EDICK  HARTUNIAN,  M.D.; 

S.  ORTEGA,  M.D.; 

FRANCIS  A.  VASQUEZ,  M.D. 

717  A AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/364-0116 

Telephone  answered  day  or  night 

ADULT  AND  CHILD  PSYCHIATRY 
MARRIAGE  AND  FAMILY  COUNSELING 
PSYCHOLOGICAL  TESTING 


SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 


PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


UROLOGY 


A.  W.  WOODWARD,  M.D. 

3116  BROCKWAY  RD. 

WATERLOO  50702 

PRACTICE  LIMITED  TO  UROLOGY 
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A Monthly  Commentary 

IN  THE 

PUBLIC  INTEREST 

IMS  Judicial  Council 

The  IOWA  MEDICAL  SOCIETY  is  an  organiza- 
tion of  physicians  established  nearly  135 
years  ago  to  serve  the  interests  of  the  public 
and  the  profession.  This  basic  and  worthy  goal 
is  pursued  steadily  in  different  ways  by  differ- 
ent components  of  the  Society. 

One  such  component  of  the  IMS  is  its  Judi- 
cial Council.  The  physician  members  of  this 
important  Council  are  called  the  Society's 
peacemakers,  meaning  obviously  they  hear 
and  mediate  those  disputes  which  are  inevi- 
table. They  are  asked  to  look  at  and  resolve 
questions  addressed  by  members  of  the  public 
as  well  as  concerns  raised  by  physicians. 

The  Judicial  Council  is  selected  for  comment 
here  in  part  because  of  action  taken  this  year  by 
the  Society  to  expand  its  ranks.  Three  new 
councilors  were  authorized  in  May  bringing  to 
16  the  number  of  physicians  serving  in  this 
capacity.  The  Socie^s  councilors  represent  16 
geographical  districts  within  Iowa.  They  are 
chosen  by  colleagues  in  their  districts. 

What  are  the  duties  of  an  IMS  district  councilor? 

Here's  what  it  says  in  the  Society  bylaws: 
"Each  councilor  shall  be  the  organizer  and 
peacemaker  of  the  district.  It  shall  be  the  coun- 
cilor's duty  to  visit  and  meet  with  each  compo- 
nent society  in  the  district  at  least  once  each 
year.  . . ."  This  responsibility  is  discharged  in 
various  ways.  For  example,  the  councilors  con- 
duct a district  caucus  early  each  year  to  which 
physicians  from  the  county  medical  societies 
are  invited.  These  caucuses  provide  a forum 
for  the  discussion  of  issues  impacting  the  de- 
livery of  quality  medical  care. 

Matters  of  membership  in  the  Iowa  Medical 
Society  are  the  responsibility  of  the  Judicial 
Council.  In  the  formal  context,  the  Council  has 
supreme  charge  of  all  questions  of  ethics  and 
discipline.  It  decides  any  questions  of  ethics, 
discipline  or  right  to  membership;  it  has  the 


authority  to  expel  or  suspend  from  mem- 
bership any  member  found  guilty  of  violating 
any  rule  of  conduct.  Such  actions  are  infre- 
quent; when  necessary,  they  allow  appro- 
priately for  appeal  considerations. 

Those  Iowa  physicians  forming  the  1984-85 
Judicial  Council  deserve  acknowledgment  for 
their  service;  they  need  to  be  known  to  their 
constituent  physician  colleagues.  Here  is  a 
rundown  of  the  IMS  councilor  districts: 

District  1 — Robert  L.  Kent,  M.D.,  Burlington.  Counties:  Des 
Moines,  Henry',  Jefferson,  Keokuk,  Lee,  Louisa,  Van  Buren,  and 
Washington. 

District  1 — Kenneth  D.  Dolan,  M.D.,  Iowa  City.  County: 
Johnson. 

District  3 — Harold  W.  Miller,  M.D.,  Davenport.  Counties: 
Clinton,  Muscatine,  and  Scott. 

District4  — Russell  W.  Conkling,  M.D.,  Cedar  Rapids.  Coun- 
ties: Cedar,  Jones,  and  Linn. 

District  5 — Robert  T.  Melgaard,  M.D.,  Dubuque.  Counties: 
Allamakee,  Clayton,  Delaware,  Dubuque,  and  Jackson. 

District  6 — Kent  D.  Miller,  D.O.,  Waterloo.  Counties:  Black 
Hawk,  Bremer,  Buchanan,  Chickasaw,  Fayette,  Howard,  and 
Winneshiek. 

District  7 — Sidney  A.  Smith,  M.D.,  Oskaloosa.  Counties: 
Appanoose,  Clarke,  Davis,  Decatur,  Lucas,  Mahaska,  Marion, 
Monroe,  Ringgold,  Wapello,  and  Wayne. 

District  8 — Lester  Beachy,  M.D.,  Des  Moines.  Counties: 
Madison,  Polk,  and  Warren. 

Districts  — John  H.  Gay,  M.D.,  Des  Moines.  Counties:  Madi- 
son, Polk,  and  Warren. 

District  10  — James  F.  Black,  M.D.,  Marshalltown.  Counties: 
Benton,  Iowa,  Jasper,  Marshall,  Poweshiek,  and  Tama. 

District  11  — Thomas  C.  Graham,  M.D.,  Iowa  Falls.  Counties: 
Boone,  Grundy,  Hamilton,  Hardin,  and  Story’. 

District  12  — R.  Bruce  Trimble,  M.D.,  Mason  City.  Counties: 
Butler,  Cerro  Gordo,  Floy'd,  Franklin,  Hancock,  Mitchell,  Win- 
nebago, Worth,  and  Wright. 

District  13  — Max  E.  Olsen,  M.D.,  Minden.  Counties:  Adair, 
Adams,  Audubon,  Cass,  Fremont,  Harrison,  Mills,  Montgom- 
ery, Page,  Pottawattamie,  Shelby,  Taylor,  and  Union. 

District  14  — Donald  J.  Soil,  M.D.,  Denison.  Counties: 
Calhoun,  Carroll,  Crawford,  Dallas,  Greene,  Guthrie,  Ida,  Sac, 
and  Webster. 

District  15  — Donald  F.  Rodawig,  M.D.,  Spirit  Lake.  Coun- 
ties: Buena  Vista,  Cherokee,  Clay,  Dickinson,  Emmett,  Hum- 
boldt, Kossuth,  Lyon,  O'Brien,  Osceola,  Palo  Alto,  Pocahontas, 
and  Sioux. 

District  16  — Robert  A.  Boldus,  M.D.,  Sioux  City.  Counties: 
Monona,  Plymouth,  and  Woodbury'. 
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FOP,  THE  PPEDIQABILITY 
CONFIRMED  BY  EXPERIENCE 

QALMAHEiE 

flurozepom  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset‘s 

• More  total  sleep  time" 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^ 

• Patients  usually  awake  rested  and  refreshed'" 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy'  ^ 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy. 
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flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its, in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  prwnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommend^  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedalion,  dizziness,  confusion  and 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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SINCE  1955 


WE  ARE  PROUD  to  have  been  insurance  administrators  and  counselors  for 
the  Iowa  Medical  Society  since  1955.  We  count  it  a privilege  to  furnish 
assistance  to  Iowa  physicians  on  insurance  and  other  financial  matters. 


PROTECTION,  SECURITY  AND  INCOME  GROWTH  are  mutual  goals  we 
desire  for  you  and  your  family.  Among  the  coverages  we  have  available  ex- 
clusively for  IMS  member  physicians  are  these: 

• ACCIDENT/SICKNESS  DISABILITY  (2  OPTIONS) 

• OFFICE  OVERHEAD  DISABILITY 

• LIFE  INSURANCE  (SEVERAL  OPTIONS) 

• MEDICAL  INSURANCE  PLAN 

• EXCESS  MAJOR  MEDICAL 

• ACCIDENTAL  DEATH/DISMEMBERMENT 

• SPECIAL  MODIFIED  PERMANENT  LIFE  PLAN 

• FULL  INSURANCE  AND  FINANCIAL  SERVICES 


WE  WELCOME  THE  OPPORTUNITY  to  serve  you  as  a member  of  the  Iowa 
Medical  Society.  Requests  for  information  by  telephone  or  mail  will  receive 
prompt  attention. 


JOHN  A.  RENO  • BERNIE  LOWE,  JR.,  C.L.U.,  R.H.U. 
RICHARD  J.  KAUTH  • HOWARD  HOGAN,  C.L.U. 
KENNETH  C.  KAUTH,  CONSULTANT 


INSURANCE  ADMINISTRATORS  AND  COUNSELORS 
2600  72nd  Street,  Suite  0 — Des  Moines,  Iowa  50322 
Telephone  515/278-5580  or  Toll  Free  1/800-532-1105 


Volume  74  Number  10  Journal  of  the  Iowa  Medical  Society 


REGULAR  FEATURES  IN  THIS  ISSUE 


417 

President's  Privilege 

423 

419 

Commenting  Editorially 

421 

Questions  and  Answers 

435 

Our  Man  in  Education 

429 

439 

Drug  Therapy  Review 

445 

State  Department  of  Public  Health 

432 

447 

About  Iowa  Physicians 

454 

In  the  Public  Interest 

Bladder  Cancer  in  Iowa 

Comparison  of  Iowa  incidence  with  national  data 

Splenic  Abscess  in  a Patient  with  Sickle  Trait 

A case  report  stressing  importance  of  early  surgery 

Smart  Real  Estate  Investing 

Part  II  of  a series 


439  Oral  Contraceptives  in  1984 

An  update  from  U.  of  I.  Department  of  Obstetrics  and  Gynecology 


ABOUT  THE  COVER 


454  In  the  Public  Interest 

Future  of  physicians  in  the  1980's 


lowaMedicirie 

Journal  of  the  Iowa  Medical  Society 


ABOUT  THE  COVER  — This  month's  cover  colls 
graphic  attention  to  our  major  scientific  pres- 
entation on  page  423.  This  discussion  of  blad- 
der cancer  indicates  that  Iowa  follows  closely 
national  incidence  rates  with  respect  to  mortal- 
ity and  survival.  Incidence  between  1969  and 
1980  is  reported. 
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TO  SCORE  BIG, 
YOU’VE  GOT  TO  CALL 
THE  RIGHT  PLAYS. 


\ \ 


When  it  comes  to  providing  growth- 
oriented  employee  benefit  fund 
management,  Bankers  Trust  fields  a 
strong  team.  We  work  closely  with 
our  clients  and  their  other  financial 
advisors  to  assure  understanding  of 
goals  and  agreement  on  methods  of 
achieving  them. 

Our  seasoned  investment  profes- 
sionals have  a winning  record  of 
successful  portfolio  management. 

And  we  provide  a complete  turnkey 
service  package.  We  handle  all  of 
the  custodial  and  reporting  details  of 
fund  administration. 

What's  more,  we  help  our  clients 
hold  the  line  on  costs.  Our  fees  are 
fully  competitive.  And  because  we  re 
right  here,  you  enjoy  a home  field 
advantage. 

We  invite  you  to  discuss  your 
investment  goals  with  our  senior 
trust  officers.  Call  today;  245-2800. 

Or  phone  toll-free  from  anywhere  in 
Iowa:  800-362-1688.  Member  FDIC. 
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PRESIDENT'S 

PRIVILEGE 


A PROMISING  INNOVATION 


Each  year  the  IMS  House  of  Delegates  in- 
structs the  Board  of  Trustees  to  maintain  a 
close  working  relationship  with  the  Iowa 
Foundation  for  Medical  Care.  In  the  past  this 
has  involved,  in  addition  to  staff  relationships, 
several  meetings  a year  with  key  IMS  and 
IFMC  leaders. 

In  order  to  improve  relationships  further, 
the  Board  of  Trustees  proposed  the  idea  of  a 
liaison  committee  to  the  Foundation  including 
representatives  from  the  IMS,  Iowa  Hospital 
Association,  Iowa  Osteopathic  Medical  Asso- 
ciation and  the  Iowa  Health  Care  Association. 
Each  group  was  to  nominate  3 persons  for  the 
committee. 

This  committee  was  designed  to  function  in 
two  ways: 

1.  To  review  proposed  IFMC  actions  and  offer 
comments  and  suggestions;  and 
2.  To  bring  to  the  Foundation  leadership  those 
concerns,  questions,  and  comments  expressed  by  the 
membership  of  the  organization  which  they  repre- 
sent. 

It  is  the  hope  of  the  IMS  leadership  that  its 


membership  will  forward,  in  writing,  in- 
quiries, comments  and  concerns  to  IMS  head- 
quarters, c/o  Eldon  Huston,  executive  vice 
president.  These  letters  will  be  forwarded  to 
the  IMS  representatives  on  the  committee  for 
consideration  at  their  next  meeting. 

Your  leaders  hope  that  this  new  avenue  for 
IMS  members  to  be  heard  by  the  Foundation 
leadership  will  be  used  frequently,  construc- 
tively and  persistently.  Get  your  comments 
and  concerns  in  writing  now.  You  have  a fine 
committee  which  will  represent  you  well. 


4 TuTVMLftiL  ^ YVb 

John  E.  Tyrrell,  M.D. 
President 
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MERCY  HOSPITAL  MEDICAL  CENTER 

DES  MOINES,  IOWA 
PRESENTS 

“UPDATE  ON 
SPORTS  MEDICINE” 
WEDNESDAY,  NOVEMBER  14,  1984 

8:00  A.M.  TO  4:00  P.M. 


GUEST  FACULTY: 

JOHN  ALBRIGHT.  M.D. 

ASSOCIATE  PROFESSOR 
DEPARTMENT  OF  ORTHOPAEDIC  SURGERY 
DIRECTOR,  SPORTS  MEDICINE  SERVICE 
UNIVERSITY  OF  IOWA 
IOWA  CITY,  IOWA 

RUDOLPH  A.  KLASSEN,  M.D. 

DEPARTMENT  OF  ORTHOPAEDIC  SURGERY 
MAYO  FOUNDATION 
ROCHESTER,  MINNESOTA 


TOPICS: 

“COMMON  KNEE  INJURIES  IN 
ATHLETES” 

“DRUGS  AND  DOPING  IN 
ATHLETES” 

“EMOTIONAL  STRESS  FACTORS  ON 
YOUNG  CHILDREN  AND 
ADOLESCENTS  IN  COMPETITIVE 
SPORTING  EVENTS” 


BEVERLEY  T.  MEAD,  M.D. 

PROFESSOR  OF  PSYCHIATRY 
CREIGHTON  UNIVERSITY 
OMAHA,  NEBRASKA 


“PATTERNS  OF  HEAD  AND  NECK 
INJURIES  IN  COLLEGE 
FOOTBALL:  INFLUENTIAL 
FACTORS” 


MORRIS  MELLION,  M.D. 

ASSISTANT  PROFESSOR  OF  FAMILY  PRACTICE 
AND  ORTHOPAEDIC  SURGERY  AND 
REHABILITATION 

UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
OMAHA,  NEBRASKA 


“CLINICAL  STUDY  OF  BASEBALL 
PITCHERS:  CORRELATION  OF 
THROWING  ARM  INJURIES  TO 
METHOD  OF  DELIVERY” 

“PEDIATRIC  SPORTS  INJURIES” 


W.  MICHAEL  WALSH.  M.D. 

ASSISTANT  PROFESSOR 
DIRECTOR  OF  SPORTS  MEDICINE 
UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
OMAHA,  NEBRASKA 


Physicians  Fee  S50.00 

Physicians’  Assistants  Fee  $20.00 

Nursing  Fee $20.00 

Paramedical  Fee  $20  00 

Complimentary  Residents, 


Interns  & Medical  Students 
ADVANCED  REGISTRATION  REQUESTED! 


THE  SEMINAR  WILL  BE  HELD  IN  BEH  AUDITORIUM  SOUTH-1 
Medical  Education  Department 

contact: 

Mercy  Hospital  Medical  Center 
Sixth  and  University 
Des  Moines,  Iowa  50314 
Ph.#  (515)  247-3042 


A M. A.  Approved  for  6 hours  Category  1 of 
the  Physician's  Recognition  Award  of  the 
American  Medical  Association. 

Approved  A.A.F.P.  6 hours  Prescribed  Credit. 
A.O.A.  6 hours  Category  2-D  Credit. 

CEU's:  0.6  (6  contact  hours) 
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Marion  E.  Alberts,  M.D. 


COMMEIMTIIMG 

EDITORIALLY 


IOWA  MEDICINE  HOSTS 
SAAJAB  CONFERENCE 

The  IOWA  MEDICAL  SOCIETY  and  IOWA  MEDI- 
cine  had  the  pleasure  of  hosting  the  bien- 
nial meeting  of  the  State  Medical  Journal 
Advertising  Bureau  (SMJAB)  on  October  5 and 
6.  SMJAB  represents  its  31-member  medical 
journals  in  national  advertising  sales.  Head- 
quartered in  Oak  Park,  Illinois,  this  organiza- 
tion has  represented  our  journal  in  national 
advertising  for  many  years.  The  selling  skills  of 
United  Media  Associates,  Greenwich,  Connec- 
ticut, are  used  to  attract  national  advertisers  for 
any  or  all  of  the  member  state  medical  journals. 
This  advertising  is  then  coordinated  and  billed 
by  SMJAB. 

The  Board  of  Directors  and  the  Advisory 
Board  of  SMJAB  is  composed  of  representa- 
tives of  the  various  medical  journals.  These 
include  physicians  as  well  as  representatives  of 
the  medical  societies  — managing  editors,  ex- 
ecutive secretaries  and  advertising  managers. 
Your  scientific  editor  has  served  on  the  SMJAB 
Advisory  Board  for  a number  of  years. 

The  October  SMJAB  Journal  Conference 
offered  a diversified  program  covering  most 
aspects  of  medical  journal  publishing.  We  feel 


fortunate  to  have  had  Des  Moines  chosen  for 
this  year's  meeting  and  hope  those  in  attend- 
ance felt  welcome.  Sandoz  Pharmaceuticals, 
Inc.,  sponsored  a workshop  on  improving 
writing  and  editing  skills  presented  by  Don 
Ranly,  Ph.D.,  professor  of  journalism.  Uni- 
versity of  Missouri.  Dr.  Ranly  is  a communica- 
tor who  teaches  communications.  He  has  pre- 
sented nearly  200  communications  seminars 
throughout  the  United  States. 

Other  speakers  on  the  program  included 
Dan  Kaercher,  health  and  education  editor, 
BETTER  HOMES  AND  GARDENS;  Karl  Messerrly, 
president.  United  Media  Associates,  William 
L.  Valentine,  president.  Publishers  Marketing 
Services,  Ovid  Bell,  president.  The  Ovid  Bell 
Press,  Inc.  (our  printer),  and  George  D.  Lund- 
berg,  M.D.,  editor  of  jama.  Don  Neumann  and 
Polly  Lynch  of  our  staff  did  the  lion's  share  of 
developing  the  program  and  securing  the 
speakers  and  the  meeting  resources.  To  them 
the  participants  owe  a vote  of  gratitude;  and  to 
the  Iowa  Medical  Society  the  editors  of  iowa 
MEDICINE  give  thanks  for  helping  us  promote 
this  important  meeting  in  Des  Moines,  giving 
participants  from  various  parts  of  the  United 
States  an  opportunity  to  visit  Des  Moines  — 
The  Surprising  Place  — and  Iowa  — A Place  to 
Grow.  — M.E.A. 


THE  CENTER  OF  LIFE 

Newsweek  quotes  Geraldine  Ferraro  as 
having  said  "John  and  Tip  — the  two 
men  in  my  life."  Well,  that's  fine,  real  nice;  but 
Ms.  Ferraro  isn't  the  only  one  with  men  in  her 
life.  L.  L.  Larison  Cudmore  dedicates  her 
book.  The  Center  Of  Life*  as  follows:  "For  the 


* L.  L.  Larison  Cudmore:  THE  CENTER  OF  LIFE,  New  York,  New 
York,  Quadrangle/The  New  York  Times  Book  Co.,  1977. 


men  of  my  life:  Patrick,  Colin,  and  Sean."  We 
know  something  about  John  and  Tip,  but  noth- 
ing about  Patrick,  Colin,  and  Sean.  We  do 
know,  however,  that  a woman  in  their  lives 
has  written  a delightful  and  informative  book. 

L.  L.  Larison  Cudmore  is  a cell  biologist.  Cell 
biologists,  she  writes,  are  a sad  lot  who,  "like 
the  furtive  collectors  of  stolen  art,  are  forced  to 
be  lonely  admirers  of  spectacular  architecture, 
exquisite  symmetry,  drama  of  violence  and 
death,  nobility  of  self-sacrifice,  and,  yes,  roco- 
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CO  sex.  All  found  in  the  world  of  the  cell.  Cells 
have  everything.  But  visibility." 

WHY  THE  TITLE,  The  Center  Of  Life?  Listen; 

"Every  living  thing  is  made  of  cells,  and 
everything  a living  thing  does  is  done  by  the 
cells  that  make  it  up.  That  is  the  truth  and  there 
are  no  exceptions.  . . . Cells  let  us  walk,  talk, 
think,  make  love,  and  realize  the  bath  water  is 
getting  cold." 

What  of  someone  who  says  "See  one  cell  and 
you've  seen  them  all"?  L.L.L.C. : "Actually  you 
have  to  see  two  cells  to  have  seen  them  all."  — 
the  eukaryotes  (with  a nucleus)  and  the  pro- 
karyotes (without  a nucleus),  "the  haves  and 
the  have-nots,"  both  of  whom  carry  their  he- 
reditary information  in  DNA.  . . . "The  blue- 
prints for  the  construction  of  one  human  being 


"Every  page  of  The  Center  of  Life  is  a 
source  of  vivid  descriptions  and 
picturesque  expression,  making  quotation 
irresistible." 


requires  only  a meter  of  DNA  and  one  tiny  cell. 
That's  all.  It's  comforting  to  know  that  even 
Mozart  started  out  this  way." 

Every  page  of  The  Center  Of  Life  is  a source  of 
vivid  descriptions  and  picturesque  expression, 
making  quotation  irresistible.  If  you  have  not 
already  noted  this,  you  will  pardon  a few  more 
examples: 

"The  kidney  is  not  what  you  would  call  a 
popular  organ,  except  as  a culinary  treat  for 
some,  and  it  certainly  has  not  inspired  roman- 
tic feelings  in  any  of  us.  . . . But  the  talents  of 
the  kidney  are  truly  prodigious.  . . .It  handles 
waste  disposal,  recycling,  and  reclamation 
with  ease." 

About  sex:  "Now,  sex  is  important.  Aside 
from  its  recreational  and  entertainment  possi- 
bilities, it  has  considerable  biological  signifi- 
cance. The  biological  significance  was  there 
first;  the  entertainment  value  came  only  re- 
cently. Sex  is  really  just  a three-letter  word  for 
the  exchange  of  genetic  material." 

In  a discussion  of  biochemistry:  "Everyone 
uses  carbohydrates  to  get  energy  and  the  great 
American  disease,  'fat,'  whose  epidemic  pro- 
portions are  mirrored  in  the  litter  of  reducing 
plans  — books,  exercises,  or  some  diet  devised 


by  a thin  but  shifty-looking  physician  with  an 
appropriately  thin  but  dyed  mustache." 

The  beginning  of  life:  "Unbelievable,  unset- 
tling and  sometimes  unexplained  things  are 
going  on  inside  our  bodies.  And  the  beginning 
of  all  of  this  is  a single  cell,  a fertilized  egg. 
Frantically  swimming  sperm  meets  lonely 
awaiting  egg.  They  fuse.  The  egg  gives  a small, 
swift  shiver,  a slight  electrical  frisson.  A wave 
of  electrical  charge  sweeps  over  its  surface.  A 
tiny  thunderbolt  and  shazam!  A new  organism 
begins.  All  that  organism  can  ever  be  is  no 
more  than  can  be  carried  in  this  pinpoint-sized 
fragment  of  jelly.  This  is  spectacular;  the  start 
of  everything  is  simply  this  single  cell  splitting 
in  half  and  then  in  half  again.  And  again.  One 
cell  becomes  two  cells,  then  four  cells,  eight, 
and  ultimately  two  thousand  billion  cells.  No 
longer  just  cells,  but  a child  with  hair,  finger- 
nails, a heart,  hair,  and  stomach.  This  isn't 
solved  yet,  how  a single  cell  gets  to  be  such  a 
wonderful  thing  as  a baby  mammal." 

In  response  to  those  who  may  view  natural 
selection  as  forgetful,  whimsical,  and  sloppy: 
"It  is  none  of  these.  It  may  leave  an  appendix 
hanging  around  with  no  apparent  function 
other  than  to  provide  surgeons  with  fees  when 
heart  transplanting  is  slow,  but  in  general  it  is  a 
ruthlessly  efficient  force." 

Everything,  however,  is  not  all  sweetness 
and  light  in  the  world  of  cell  biology.  There  is  a 
difference  of  opinion  as  to  whether  endosym- 
biosis  can  become  hereditary.  Here  is  how 
L.L.L.C.  reacts  to  the  many  who  reject  her 
viewpoint:  ".  . . The  alternative  explanation 
requires  wilder  leaps  of  illogic  than  any  fairy 
tale  my  mother  ever  told  me  ...  I happen  to 
like  logic." 

This  report  will  have  served  its  purpose  if  it 
leads  you  to  read  The  Center  Of  Life.  What 
more  can  be  said?  Let  us  end,  then,  with  two 
more  quotations  — good  news  and  bad  news. 
The  good  news:  "Our  blood  types  — A,B,0 
and  AB  — are  shared  with  chimpanzees,  oran- 
gutans and  gibbons,  but  not  with  baboons  or 
pigtailed  macaques." 

The  bad  news:  "In  evolutionary  terms  . . . 
we  are  useless  to  the  species  after  we  have 
reproduced  and  made  our  genetic  contribution 
. . . just  around,  clotting  up  the  landscape  . . . 
of  no  use  whatever."  Daniel  F.  Crowley, 
M.D.,  Des  Moines,  Iowa. 
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Patricia  Minchin 

QUESTIONS 

AND  ANSWERS 

ABOUT  THE  AUXILIARY 


Mrs.  Minchin  is  the  1984-85  Iowa 
Medical  Society  Auxiliary  president.  She 
resides  in  Council  Bluffs  where  her 
husband,  Dallas,  is  an  anesthesiologist. 
Mrs.  Minchin  has  served  her  community 
in  many  roles  ranging  from  hospital 
auxiliary  president  to  OperalOmaha 
Guild  board  member,  to  name  only  a 
few. 


What  are  the  basic  goals  of  the  Auxiliary? 

The  basic  goals  of  the  Auxiliary  are  closely 
tied  to  our  purpose.  This  purpose  is  one  of 
supporting  the  Medical  Society  in  its  efforts  to 
improve  health  and  quality  of  life.  The  Auxil- 
iary promotes  health  education,  encourages 
volunteer  participation  in  activities  meeting 
health  needs,  and  it  supports  health-related 
charitable  endeavors.  We  pursue  these  goals 
through  the  AMA  Auxiliary  "Shape  Up  For 
Life"  programs.  We  have  used  these  programs 
in  Iowa  to  promote  health  education  in  school 
health  career  days.  Additionally,  we  have  fos- 
tered infant  car  restraint  programs  and  adoles- 
cent chemical  abuse  programs.  We  have 
shown  concern  for  those  environmental  issues 
which  might  threaten  good  health.  Our  focus 
this  year  will  be  on  child  abuse. 

The  work  of  the  Auxiliary  continues  to  ex- 
pand. In  what  fall  activities  are  you  involved? 

The  Auxiliary  is  expanding  its  activities  in 
both  amount  and  importance.  We  are  ad- 
dressing the  challenges  of  the  eighties.  Our  fall 
activities  attempt  to  meet  these  challenges.  The 
Auxiliary  will  have  a skills  development  semi- 
nar on  October  31.  Dr.  David  Schor  of  the  U.  of 


I.  pediatrics  department  will  speak  on  child 
and  sexual  abuse.  As  a member  of  the  Iowa 
Coalition  for  Comprehensive  School  Health 
Education,  we  will  sponsor  a conference  in 
Ames  in  November  for  those  involved  and/or 
interested  in  school  health  education. 


One  Auxiliary  program  involves  voter  reg- 
istration. How  is  it  going? 

The  Auxiliary  is  working  with  IMS  staff  on 
voter  registration.  We  have  been  amazed  to 
learn  as  many  as  25%  of  Iowa  physicians  and 
their  families  are  not  registered  voters. 

Are  you  satisfied  with  your  membership 
levels  in  recent  years? 

Since  1978  our  membership  has  fluctuated 
between  1,250  and  1,350.  These  figures  are 
satisfactory.  However,  recognizing  the  mem- 
bership potential,  we  know  growth  is  possible 
and  appropriate.  There  are  approximately 
3,500  physicians  in  Iowa.  Assuming  70%  have 
spouses,  we  have  the  potential  for  2,400  mem- 
bers. Through  a new  approach  to  membership 
recruitment,  we  hope  to  contact  personally 
each  of  these  potential  members. 


Should  the  IMS  member  physician  urge  his  or 
her  spouse  to  become  active  in  the  IMS  Aux- 
iliary? 

Most  certainly!  Physicians  and  spouses 
should  belong  to  the  Society  and  the  Auxiliary. 
Both  organizations  promote  the  betterment  of 
health.  The  Society  brings  together  and  organ- 
ize the  medical  profession  in  the  state.  Its  Aux- 
iliary is  there  to  supply  support  and  assistance. 
The  Auxiliary  promotes  fellowship  and  open 
communication  between  medical  families.  Join 
us.  Together  we  can  do  more. 
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DES  MOINES  AREA  HOSPITAL  CONSORTIUM 

DIRECTORS  OF  MEDICAL  EDUCATION  COMMITTEE* * 
Des  Moines,  Iowa 
Presents  for  1 984  A Seminar  on 


REI^ODUCTIVE 


7MEDICINE 


FRIDAY  and  SATURDAY,  OCTOBER  26  and  OCTOBER  27 
8:30  A.M.-4:30  RM.  — 8:30  A.M.-12:15  RM. 


Guest  Faculty: 

• Daniel  H.  Belsky,  D.O. 

New  Jersey  School  of  Osteo.  Med. 
Camden,  New  Jersey 

• Mohamed  Y.  Dawood,  M.D. 

University  of  Illinois 
Chicago,  Illinois 

• David  L.  Hennsell,  M.D. 

University  of  Texas 
Dallas,  Texas 

• Andre  J.  Nahmias,  M.D. 

Emory  University 
Atlanta,  Georgia 

• Kenneth  L.  Noller,  M.D. 

Mayo  Clinic 

Rochester,  Minnesota 

• Roy  M.  Pitkin,  M.D. 

University  of  Iowa 
Iowa  City,  Iowa 

• Elvoy  Raines,  J.D. 

American  College  of  OB/GYN 
Washington  D.C. 

• Edward  Slotnick,  D.O. 

Philadelphia  College  of  Osteo.  Med. 
Philadelphia,  Pennsylvania 

• Ronald  C.  Strickler,  M.D. 

Washington  University 
St.  Louis,  Missouri 

• Roger  Williamson,  M.D. 

University  of  Iowa 
Iowa  City,  Iowa 


CME/CEU  Approved  for  AOA,  AMA, 
AAFP.  Nursing  Credits  Pending. 


Topics: 

• Obstetrical  Jurisprudence 

• Prenatal  Counseling 

• High  Risk  Pregnancies  & Deliveries 

• Antenatal  Fetal  Diagnosis  & Mgmt. 

• T.O.R.C.H.  Update 

• Pelvic  Inflammatory  Disease 

(Diagn.  Sc  Mgmt.) 

• Newer  Diagnostic  Sc  Therapeutic 

Modalities  in  Obstetrics 

• Hormones,  Minerals  Sc  Menopause 

• Pelvic  Abscesses 
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Bladder  Cancer  in  Iowa 


AMBATI  S.  NARAYANA,  M.D.,  and 
PETER  J.  WEYER 
Iowa  City,  Iowa 


The  incidence  of  bladder  carcinoma  in 
Iowa  is  keeping  in  line  with  the  national 
trend  even  though  the  state  is  part  of  the 
American  agricultural  "heartland."  Iowa 
closely  follows  national  averages  with 
regard  to  mortality  and  survival  rates  for 
bladder  cancer  patients. 


Carcinoma  of  the  urinary  bladder  consti- 
tutes a major  portion  of  the  cancer  deaths 
in  the  United  States.  It  is  the  fifth  leading  cause 
of  death  in  males  over  75  years  of  age,  indicat- 
ing that  invasive  bladder  cancer  is  primarily  a 
disease  of  the  elderly.  The  incidence  of  bladder 
cancer  in  the  northeastern  United  States  is  sub- 
stantially higher  than  in  the  rest  of  the  country. 
This  is  a review  of  bladder  cancer  incidence  in 
Iowa  from  1969  through  1980  (1972  is  omitted 
due  to  incomplete  data  collection). 

Iowa  is  near  the  geographic  center  of  the 
United  States  and  is  part  of  the  American  agri- 
cultural “heartland."  Iowa's  population  (2.91 
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million)  is  97.5%  white.  The  demographics  are 
largely  rural  with  nearly  one-half  of  the 
population  living  in  communities  of  less  than 
2,500  persons.  The  per  capita  income  in  Iowa 
has  risen  from  $3,750  in  1970  to  $9,178  in  1980, 
which  falls  within  the  middle  rather  than  high 
average  income  group. ^ The  principal  ethnic 
groups  in  the  state  are  northern  European: 
Germans  account  for  the  largest  percentage 
(25%),  followed  by  Danes  and  Swedes. 

From  1969  through  1971,  cancer  incidence 
data  were  collected  statewide  by  the  Iowa  Can- 
cer Information  System  (ICIS)  which  partici- 
pated in  the  National  Cancer  Institute's  Third 
National  Cancer  Survey  (TNCS).  This  survey 
collected  data  from  9 areas  around  the  United 
States;  7 metropolitan  areas  and  2 entire  states, 
including  Iowa.  At  the  conclusion  of  the 
TNCS,  no  further  funding  was  available,  and 
therefore  no  statewide  incidence  information 
was  collected  for  1972. 

In  1973  the  NCI  established  the  Surveillance, 
Epidemiology  and  End  Results  (SEER)  Pro- 
gram, which  is  an  outgrowth  of  two  earlier 
efforts,  the  National  Cancer  Surveys  and  the 
End  Results  Group  Program.  The  reorganized 
State  Cancer  Registry  of  Iowa  joined  the  SEER 
Program  in  1973  and  is  one  of  10  SEER  reg- 
istries operational  in  the  United  States.  The 
population  of  the  geographic  areas  covered  by 
these  registries  is  roughly  representative  of  the 
U.S.  population;  the  data  collected  provide  a 
good  overview  of  the  cancer  incidence  across 
the  country.  The  registry  was  renamed  the 
State  Health  Registry  of  Iowa  in  1979. 
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AAATERIAL  AND  METHODS 

Bladder  cancer  data  were  collected  statewide 
from  1969  through  1980  (excluding  1972)  by 
registry  field  representatives  on  regular  visits 
to  each  of  the  hospitals  and  clinics  in  their 
respective  areas  throughout  Iowa.  Information 
was  also  obtained  from  institutions  in  nearby 
areas  outside  the  state,  such  as  Omaha,  Ne- 
braska and  Rochester,  Minnesota,  where  Iowa 
residents  might  be  receiving  treatment.  The 
field  representatives  visited  medical  records 
departments,  extracting  information  from  hos- 
pital charts  as  well  as  from  records  available  in 
radiology  departments,  pathology  depart- 
ments and  private  clinics.  Iowa  death  certifi- 
cates were  examined  and  relevant  information 
on  cancer  deaths  recorded. 

Information  on  staging  at  diagnosis  and  the 
types  of  primary  treatments  was  reviewed 
from  the  years  1973  through  1980.  Survival 
data  were  collected  separately  for  males  and 
females  for  these  same  years.  Comparisons  of 
Iowa's  age-adjusted  incidence  and  mortality 


rates  of  bladder  cancer  are  made  with  similar 
rates  from  the  Third  National  Cancer  Survey 
(1969-71  incidence)^  and  the  SEER  Program 
(1973-77^  incidence  and  mortality.) 

RESULTS 

A total  of  5,660  Iowa  residents  were  found  to 
have  carcinoma  of  the  bladder  from  1969 
through  1980  (excluding  1972).  The  ratio  of 
male  to  female  cases  (4,268  males;  1,392 
females)  is  3.1:1,  which  is  comparable  to 
national  data.  The  greatest  number  of  cases, 
576,  was  seen  in  1979,  and  the  fewest,  406,  in 
1970.  The  age  group  with  the  highest  percent- 
age of  male  bladder  cancer  cases  was  the 
eighth  decade  followed  by  the  seventh  decade 
with  34%  and  27%  respectively,  and  in  females 
the  eighth  and  ninth  decade  with  32%  in  each 
decade  (Figure  1).  Average  annual  age-specific 
incidence  rates  are  presented  in  Table  1.  Fif- 
teen females  and  51  males  under  the  age  of  35 
were  diagnosed  to  have  bladder  cancer  during 
the  period  surveyed. 


AVERAGE  ANNUAL  AGE-ADJUSTED  INCIDENCE  RATES  PER  100, ODO  OF  BLADOER  CANCERS 
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The  average  annual  age-adjusted  incidence 
rate  of  bladder  cancer  (for  sexes  combined)  in 
Iowa  was  17.1  per  100,000  population  for  the 
period.  Annual  sex-specific  age-adjusted  rates 
are  presented  in  Table  2.  Of  the  total  number  of 
patients  found  to  have  bladder  cancer  during 
1973-80,  81.9%  had  localized  bladder  tumor, 
8.6%  regional  disease,  3.6%  distant  disease 
and  5.9%  were  unstaged  (Figure  2).  During 
these  same  years  the  bulk  of  the  patients, 
78.4%  were  treated  surgically,  while  9.9%  were 
treated  with  a combination  of  surgery  and 
radiation  therapy  (Figure  2). 

Survival  for  male  patients  is  shown  in  Figure 
3,  and  for  female  patients  in  Figure  4.  (Survival 
figures  are  observed  rates,  unless  otherwise 
specified.)  For  male  patients  with  localized  dis- 
ease the  3-year  survival  rate  is  64.9%;  the  5- 
year  rate  is  49.4%.  For  male  patients  with 
tumor  outside  the  bladder  the  3-  and  5-year 
survivals  are  23%  and  14.4%,  respectively.  The 
3-year  survival  rate  for  females  with  localized 
bladder  tumor  is  66.7%  and  the  5-year,  51.8%. 
Of  the  females  with  regional  and/or  distant 


BLRDDER  CRNCER 
1969  - 1980- 


sex 

S,  E3  MfiLE 
O FEtlRLE 


-EXCLUDING  1G72 


Figure  1 


RELATIVE  FREQUENCIES  OF  STAGE  AND  THERAPY 
BLADDER  DANCER  IN  IOWA  RESIDENTS 
1973  - 1980  DIAGNOSES 
TOTAL  CASES  - 4360 


STAGE  AT  DIAGNOSIS 


Figure  2 
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TABLE  1 

AVERAGE  ANNUAL  AGE-SPECIFIC  INCIDENCE  RATES*  PER  100,000  OF  URINARY  BUDDER  CANCER  IN  IOWA  RESIDENTS  1 969-1 980t 


Age 

0-4 

5-9  10-U  15-19  20-24  25-29  30-34  35-39 

40-44 

45-49 

50-54 

55-59 

60-64 

65-69 

70-74 

75-79 

80-84 

85 -t- 

Male 

— 

— — — 1 1 1 3 

8 

13 

25 

40 

70 

112 

165 

218 

259 

276 

Female 

— 

— — — — — — 1 

1 

4 

6 

11 

17 

24 

34 

46 

60 

79 

* Iowa  population  1970-79.  1979  population  used  as  an  estimate  for  1980.  Rates  rounded  to  nearest  integer, 
t Excluding  1972. 


TABLE  2 

ANNUAL*  AGE-ADJUSTED  INCIDENCE  RATESt  PER  100,000  OF  URINARY  BLADDER  CANCER  IN  IOWA  RESIDENTS 


Average 

Annual 


Rate 

1969 

1970 

1971 

1973 

1974 

1975 

1976 

1977 

1978 

1979 

1980 

Male 

26.9 

24.9 

23.2 

23.8 

27.4 

30.4 

26.2 

27.7 

27.9 

28.5 

29.0 

27.3 

Female 

7.9 

7.9 

6.0 

7.5 

7.9 

7.7 

9.1 

9.5 

8.1 

8.2 

8.4 

6.6 

* Excluding  1972. 

t Standard  — 1970  Iowa  population. 


TABLE  3* 

AVERAGE  ANNUAL  AGE-ADJUSTEDt  INCIDENCE  RATES  PER  100,000  OF  BLADDER  CANCER  IN  WHITES, 
BY  GEOGRAPHIC  AREA,  THIRD  NATIONAL  CANCER  SURVEY,  1969-71 


All 

Areas 

Iowa 

Detroit 

SMSA 

Pittsburgh 

SMSA 

Atlanta 

SMSA 

Birmingham 

SMSA 

Dallas-Ft. 

Worth 

SMSA 

Minneapolis- 
St.  Paul 
SMSA 

Son  Francisco 
Oakland 
SMSA 

Colorada 

Male 

23.5 

21.8 

26.0 

25.2 

19.2 

19.4 

19.2 

22.6 

25.1 

24.6 

Female 

6.2 

5.2 

6.8 

7.1 

4.7 

3.8 

4.9 

6.7 

7.3 

5.9 

* Third  National  Cancer  Survey:  Incidence  Data.^ 
t 1970  Standard. 


TABLE  4* 

AVERAGE  ANNUAL  AGE-ADJUSTEDt  INCIDENCE  RATES  PER  100,000  OF  BLADDER  CANCER  IN  WHITES, 
BY  GEOGRAPHIC  AREA,  SEER  PROGRAM,  1973-77 


Detroit 

Atlanta 

New 

San  Francisco 

Seattle- 

All 

Metro 

Metro 

Orleans 

New 

Oakland 

Puget 

Areas 

Iowa 

Area 

Connecticut 

Area 

Metro  Area 

Mexico 

Utah 

SMSA 

Sound 

Flawaii 

Male 

27.0 

25.7 

28.3 

29.7 

26.3 

32.9 

20.0 

21.6 

26.8 

27.4 

31.3 

Female 

7.1 

6.1 

7.3 

7.9 

6.3 

8.6 

6.1 

5.9 

7.4 

7.3 

5.2 

* SEER:  Incidence  and  Mortality  Data,  1973-77.^ 
t 1 970  Standard. 
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TABLE  5* 

AVERAGE  ANNUAL  AGE-ADJUSTEDt  MORTALITY  RATES  PER  100,000  OF  BLADDER  CANCER  IN  WHITES, 
BY  GEOGRAPHIC  AREA  AND  PERIOD,  SEER  PROGRAM 


Unifed 

All  Seer 

Conned- 

New 

New 

Son  Francisco 

Seattle 

States 

Areas 

Iowa 

Detroit 

icut 

Atlanta 

Orleans 

Mexico 

Utah 

Oakland 

Puget  Sound 

Hawaii 

1973-77 

1973-77 

1973-77 

1973-77 

1973-77 

1975-77 

1974-77 

1973-77 

1973-77 

1973-77 

1974-77 

1973-77 

Male 

7.4 

7.7 

7.4 

8.1 

8.4 

7.3 

9.2 

5.6 

5.5 

8.2 

7.7 

7.2 

Female 

2.1 

2.2 

1.7 

2.3 

2.5 

2.7 

3.1 

2.0 

1.4 

2.2 

2.5 

2.0 

* SEER:  Incidence  and  Mortality  Data,  1973-77^ 
t 1970  Standard 


TABLE  6* 

5 YEAR  RELATIVE  SURVIVAL  RATES  OF  WHITE  BLADDER  CANCER  PATIENTSt,  SEER  PROGRAM,  1973-79  DIAGNOSES 


All 

New 

Son  Francisco 

Seattle 

Areas 

Iowa 

Detroit 

Connecticut 

Atlanta 

Mexico 

Utah 

Oakland 

Puget  Sound 

Hawaii 

Male 

72 

70 

71 

72 

64 

70 

74 

71 

72 

89 

Female 

69 

72 

69 

70 

59t 

57t 

72 

65 

71 

89| 

* Cancer  Patient  Survival;  SEER  Program,  1973-79* 
t All  ages,  stages  of  disease,  and  treatments  combined 
Standard  error  is  equal  to  or  greater  than  10%  of  the  rate 


metastatic  disease,  23.9%  survived  for  three 
years  and  22.5%  for  five  years. 

DISCUSSION 

The  number  of  bladder  cancer  cases  in  Iowa 
has  been  steadily  increasing  over  the  years, 
keeping  in  line  with  the  national  trend. 
However,  a comparison  of  Iowa's  age-adjusted 
incidence  rates  with  both  Third  National  Can- 
cer Survey  (1969-71)2  and  SEER  (1973-77)3 
shows  Iowa  rates  to  be  slightly  below  the  total 
national  figures  (Tables  3 and  4).  Bladder  can- 
cer incidence  in  the  United  States  is  highest  in 
urban  areas,  perhaps  due  to  increased  expo- 
sure to  known  bladder  carcinogens  found  in 
some  industrial  environments,  as  well  as  the 
greater  incidence  of  smoking  in  urban  popula- 
tions. 

A recent  study  examined  source  of  drinking 
water,  size  of  municipality  and  cancer  rates  in 
Iowa  for  the  period  1969-78.^  A slight  gradient 
was  found  of  increasing  incidence  of  bladder 
cancer  in  males  with  increasing  size  of  munici- 
pality, with  the  highest  rates  found  in  the 
largest  population  centers.  This  gradient  does 


not  exist  for  females.'^  Increased  incidence 
rates  of  bladder  cancer  have  been  found  in 
male  residents  of  a number  of  small  towns 
(population  1,000-10,000)  whose  only  source  of 
drinking  water  comes  from  wells  drilled  deep 
into  the  Jordan  and  Dakota  sandstone 
aquifers. 3 These  aquifers  contain  high  levels  of 
naturally  occurring  radium  226.  Researchers 
found  gradients  of  increasing  male  rates  with 
increasing  levels  of  radium  226  in  the  water  for 
the  periods  1973-75  and  1976-78.^  Figure  5 
shows  average  annual  age-adjusted  incidence 
rates  for  the  period  1969-80  (excluding  1972), 
sexes  combined,  by  county  of  residence  at  the 
time  of  diagnosis. 

Bladder  carcinoma  is  generally  described  as 
a malignancy  with  a very  long  latency.  This 
observation  probably  arises  from  the  fact  that 
bladder  tumor  is  a disease  of  the  elderly  with 
disease  primarily  found  in  persons  in  their  six- 
ties and  seventies.  In  Iowa  the  highest  number 
of  bladder  cancer  cases  was  found  in  males  in 
their  eighth  decade,  closely  followed  by  the 
seventh  decade.  For  females  the  number  of 
(Please  turn  to  page  428) 
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STATEWIDE  SURVIVAL  FOR  CANCER  OF  THE  BLADDER 
MALE  RESIDENTS  OF  IOWA  1973-1980 

(CURVES  +/-  2 STANDARD  ERRORS) 


Figure  3 


cases  is  almost  the  same  for  the  eighth  and 
ninth  decades  (Figure  1). 

It  has  been  reported  previously  that  approx- 
imately 70%  of  all  bladder  cancers  are  localized 
at  the  time  of  diagnosis.  In  Iowa,  81.9%  of  the 
patients  were  found  to  have  their  carcinoma 
localized  to  the  bladder.  The  primary  modality 
of  treatment  for  bladder  cancer  is  surgery.  The 
surgical  procedures  which  carrv^  the  potential 
for  cure  for  patients  with  invasive  bladder  car- 
cinoma are  transurethral  resection  and  various 
types  of  cystectomy.  In  Iowa,  78.4%  of  the 
patients  (1973-80  diagnoses)  underv\^ent  sur- 
gical treatment;  9.9%  received  a combination  of 
radiation  therapy  and  surgery  (Figure  2). 

Iowa  closely  follows  national  averages  with 
regard  to  mortality  and  survival  rates  for  blad- 
der cancer  patients,  based  on  data  collected  by 
the  SEER  Program.  A\"erage  annual  age- 
adjusted  mortality  rates  for  white  lowans  were 
equal  to  or  slightly  below  the  national  rates  for 
the  period  1973-77  (Table  5).^  Eive-year  relative 
survival  rates  for  bladder  cancer  patients  di- 
agnosed during  1973-79  show  Iowa's  survival 
comparable  to  the  overall  SEER  rate  (Table  6).^ 

The  published  data  on  bladder  cancer  show 
a higher  mortality  rate  for  men  than  for 
women.  Analysis  of  the  Iowa  data  for  diagno- 


STATEWIDE SURVIVAL  FOR  CANCER  OF  THE  BLADDER 
FEMALE  RESIDENTS  OF  IOWA  1973-1980 
(CURVES  +/-  2 STANDARD  ERRORS) 


U 


i I I 1 1 1 

0 12  3 4 5 

YEARS  FROM  TIME  OF  DIAGNOSIS 
Figure  4 


sis  years  1973-80  reveals  the  following 
obseiv^ed  survival  rates,  which  concur  with  the 
literature.  The  3-year  survival  for  localized  dis- 
ease in  males  is  64.9%,  and  in  females  66.7%. 
The  5-year  survival  for  localized  disease  in 
males  and  females  is  49.4%  and  51.8%  respec- 
tively. The  ov'erall  3-year  surviv'al  for  patients 
with  regional  and/or  distant  metastatic  disease 
is  23%  and  23.9%  for  males  and  females,  re- 
spectively, and  the  5-year  survival  is  14.4%  for 
males  and  22.5%  for  females  (Eigures  3 and  4). 
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splenic  Abscess  in  a Patient 
with  Sickle  Trait 


BETTY  A.  HIBLER,  M.D.  and 
PETER  R.  JOCHIMSEN,  M.D. 
Iowa  City,  Iowa 


A case  report  of  a healthy  young  man 
whose  only  predisposition  was  a known 
sickle  cell  trait.  Presumed  source  of 
bacteremia  was  self- administered 
intravenous  drugs. 


Abscesses  of  the  spleen  are  relatively  rare, 
have  a high  mortality,  and  are  usually 
not  diagnosed  antemortem.  A plethora  of  case 
reports  of  splenic  abscess  exist,  most  occurring 
in  elderly  or  debilitated  individuals,  those  with 
sepsis,  bacterial  endocarditis,  or  with  other  ob- 
vious sources  of  infection.  Splenic  abscesses, 
therefore,  occur  most  frequently  in  conjunc- 
tion with  abscesses  of  other  intra-abdominal 
organs. 

This  case  is  of  interest  because  it  occurred  in 
a healthy  young  man  whose  only  predisposi- 
tion consisted  of  known  sickle  cell  trait,  and 
whose  presumed  source  of  bacteremia  was 
self-administered  intravenous  drugs. 

CASE  REPORT 

A 24-year-old  black  man,  an  inmate  for  the 
previous  2 weeks  at  the  Iowa  State  Prison,  was 
seen  in  the  emergency  room  at  University  Hos- 
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pitals  with  a 5-day  history  of  abdominal  pain. 
The  pain  was  located  in  the  left  upper  quad- 
rant, was  severe  and  unremitting  and  without 
radiation.  He  reported  episodic  fevers,  and  a 
single  episode  of  emesis  3 days  previously.  He 
denied  jaundice,  any  gastrointestinal,  geni- 
tourinary, or  hematologic  symptoms.  Weight 
had  been  stable.  He  had  no  previous  history  of 
intra-abdominal  disease,  trauma,  surgery  or 
recent  illnesses.  His  history  of  alcohol  intake 
was  unimpressive,  but  he  did  admit  to  past 
abuse  of  intravenous  drugs.  He  was  also 
known  to  have  sickle  trait. 

He  was  a thin  man,  extremely  restless  and 
agitated.  His  temperature  was  38. 5C  orally, 
and  his  pulse  rate  was  90-100/min  with  a nor- 
mal blood  pressure.  He  had  no  palpable  ade- 
nopathy. Breath  sounds  were  decreased  at 
both  lung  bases.  In  the  left  upper  quadrant  of 
the  abdomen  was  a large  mass  which  was 
tense  and  exquisitely  tender,  extending  over 
the  midline  to  the  right  and  below  the  umbili- 
cus inferiorly.  There  was  no  hepatomegaly  nor 
evidence  of  peritoneal  irritation. 

Laboratory  evaluation  disclosed  a WBC  of 
10.5/mm^  with  a left  shift,  platelet  count  of 
659,000/mm^,  normal  hemoglobin  and  hema- 
tocrit, and  a normal  serum  amylase.  Coagula- 
tion tests  and  electrolytes  were  normal.  Sickle 
screen  was  positive.  Blood  cultures  were  nega- 
tive. 

Chest  x-ray  and  abdominal  films  (Figure  1) 
revealed  a gasless  left  upper  abdomen,  and  CT 
scan  (Figure  2)  verified  the  presence  of  a large 
cystic  mass  in  the  left  upper  quadrant,  totally 
obscuring  the  spleen  and  the  tail  of  the  pan- 
creas. Our  differential  diagnosis  was  pancre- 
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Figure  1 . Upright  chest  x-ray  revealing  elevated  left  hemi- 
diaphragm  and  gasless  left  upper  quadrant. 


atic  pseudocyst  vs.  splenic  hematoma  vs. 
splenic  abscess. 

Exploratory  laparotomy  revealed  a massive 
abscess  of  the  spleen,  totally  obscuring  any 
normal  splenic  tissue.  The  cyst  was  markedly 
tense,  containing  approximately  2 liters  of  foul- 
smelling purulent  material.  Culture  of  the  cyst 
fluid  produced  peptostreptococcus.  Splenec- 
tomy was  performed.  Histologic  examination 
revealed  multiple  cysts  with  abscesses  (Figure 
3). 

The  patient's  postoperative  course  was  un- 
eventful. His  fever  defervesced,  his  wound 
healed  well  following  delayed  primary  closure, 
and  he  was  discharged  on  the  ninth  postopera- 
tive day  after  7 days  of  intravenous  antibiotic 
followed  by  7-day  course  of  oral  antibiotic. 
When  seen  in  follow-up  at  4 weeks  postoper- 
atively  he  remained  well. 

DISCUSSION 

Splenic  abscess  is  a relatively  rare  disease 
entity,  with  even  large  medical  centers  usually 
reporting  only  a single  case  per  year.^  Several 


Figure  2.  Abdominal  CT  scan  demonstrating  large  cystic  mass  in 
left  upper  quadrant  obliterating  spleen  and  tail  of  pancreas. 

autopsy  series  have  reported  an  incidence  of 
0. 14%  to  0.70% . Seventy-five  percent  of  splenic 
abscesses  are  considered  to  be  due  to  metastat- 
ic spread  of  bacteria  to  the  spleen  from  another 
source;  15%  are  secondary  to  trauma,  and  10% 
are  thought  to  result  from  direct  spread  of  in- 
fection from  a contiguous  area.^ 

Only  50%  of  patients  have  findings  refer- 
rable  to  the  spleen,  such  as  left  upper  quadrant 
pain  or  mass,  left  shoulder  pain  or  left  pleural 
effusion.^'  Most  patients  (95%)  will  have  fe- 
ver, and  many  have  abdominal  pain  (60%). 
The  most  common  infecting  organism  is  strep- 
tococcus, followed  by  staphylococcus  and 
salmonella.^  However,  virtually  every  bacte- 
rial organism  has  been  implicated  except 
gonococcus.'^'  ® 

Diagnosis  can  be  aided  by  radionuclide  scan 
of  the  spleen,  angiography,  ultrasound,  or,  as 
in  this  case,  CT  scan.  Prior  to  the  availability  of 
CT  scanning,  however,  the  diagnosis  was 
usually  made  postmortem. 

The  only  effective  definitive  therapy  is 
splenectomy,  usually  in  combination  with 
antibiotics.  The  prognosis  is  best  with 
splenectomy  early  in  the  course,  the  mortality 
being  approximately  13%;  if  surgery  is  delayed 
or  rupture  occurs,  the  mortality  rises  to  40- 
70% . Without  splenectomy  the  mortality  is  vir- 
tually 100%. 

The  normal  spleen  appears  to  have  an  im- 
munologic function,  as  it  sequesters  and  filters 
foreign  macromolecules  (i.e.,  bacteria)  from 
the  blood.  Any  disease  or  illness  which  alters 
splenic  function  may  predispose  one  to  the 
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development  of  splenic  abscess.  Previous  case 
reports  have  noted  the  occurrence  of  splenic 
abscesses  in  patients  with  leukemia,  polycy- 
themia rubra  vera,  and  thallasemia,  disorders 
known  to  alter  splenic  function."^'  ^ The 
incidence  of  splenic  abscess  in  patients  with 
sickle  cell  disease  is  low  since  the  spleen  be- 
comes infarcted,  fibrosed  and  nonfunctional  at 
an  early  age.^  With  sickle  trait,  however,  the 
spleen  remains  viable  and  continues  its  filter- 
ing function.  The  sickling  of  red  blood  cells  and 
resultant  flow  of  blood  through  the  spleen  may 
then  lead  to  microscopic  infarctions,  predis- 
posing the  spleen  to  abscess  formation.  This 
has  been  demonstrated  in  reports  from  African 
nations  where  approximately  25%  of  popula- 
tion are  carriers  of  sickle  hemoglobin,  yet  74% 


SUAAMARY 

A 24-year-old  man  with  sickle  trait,  in- 
travenous drug  abuse,  and  splenic  abscess  is 
presented.  A brief  review  of  the  clinical  pre- 
sentation, diagnostic  modalities,  and  impor- 
tance of  early  surgical  therapy  has  been  dis- 
cussed. 
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Figure  3.  Section  of  excised  spleen  and  abscess  cavities. 


of  patients  with  splenic  abscess  have  sickle 
hemoglobin.^ 

Despite  the  presence  of  predisposing  fac- 
tors, an  inoculating  source  of  bacteria  must  be 
present  in  order  for  the  abscesses  to  develop. 
The  patient  presented  had  no  history  of  pre- 
vious illness  or  infection,  but  was  an  abuser  of 
intravenous  drugs.  Previous  case  reports  have 
documented  intravenous  drug  abuse  as  a risk 
factor  in  development  of  splenic  abscess.^' 
® In  fact,  the  association  of  sickle  trait,  in- 
travenous drug  abuse  and  splenic  abscess  was 
noted  in  a previous  report. 

This  report  serves  to  note  again  this  associa- 
tion. The  prognosis  is  extremely  poor  without 
prompt  operative  therapy;  therefore  a thor- 
ough history  must  be  taken,  the  diagnosis  en- 
tertained and  the  appropriate  diagnostic  stud- 
ies performed  early  in  the  patient's  course. 
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Smart  Real  Estate  Investing 
(Part  II) 


FRED  FERNATT,  C.P.A.,  C.F.P.,  and 
DAVID  BLACK,  C.F.P. 

West  Des  Moines,  Iowa 


Factors  associated  with  investing  in  real 
estate  were  discussed  in  the  September 
issue  of  IOWA  MEDICINE.  This  second  and 
concluding  part  of  the  discussion  covers 
additional  and  specific  aspects  of  this 
form  of  investment. 


Fortunately  most  of  the  problems  of  invest- 
ing in  real  estate  have  been  addressed  by 
the  formation  of  limited  partnerships.  Typical- 
ly, the  general  partner  invests  some  of  his  own 
funds  in  the  property  but  his  primary  function 
is  to  provide  the  limited  partners  with  services 
in  acquiring,  managing  and  selling  the  proper- 
ty. The  limited  partners  contribute  the  funds 
used  to  buy  the  property;  they  receive  the 
lion's  share  of  the  tax  deductions.  Normally, 
the  general  partners  and  the  limited  partner 
share  in  the  appreciation  of  the  property. 

Many  general  partners  have  large  organiza- 
tions to  handle  each  phase  of  the  operation. 
By  pooling  the  funds  of  many  investors  and 
using  the  expertise  of  its  organization,  the 
general  partner  is  able  to  acquire  large  prop- 
erties in  better  locations  and  with  more  favor- 
able terms  than  would  be  available  to  indi- 


Fred  Fematt  is  a partner  in  Coordinated  Financial  Services,  a West  Des 
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seminars.  A seminar  is  planned  at  IMS  headquarters  for  member  physi- 
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vidual  investors.  Since  limited  partnership 
arrangements  are  so  attractive  both  for  the  lim- 
ited partners  and  for  the  general  partners,  the 
investor  must  be  cautious  in  selecting  the  lim- 
ited partnership  in  which  to  invest.  There  are 
many  wolves  among  the  sheep. 

Before  investing  in  any  limited  partnership, 
the  investor  should  investigate  the  general 
partner,  review  his  previous  performance  with 
other  properties,  and  be  especially  attentive  to 
his  success  in  selling  other  properties  for  a 
profit  within  5 to  7 years  of  purchase.  Financial 
strength,  which  translates  to  depth  of  staying 
power  during  down  cycles  of  real  estate,  is 
essential.  Management  company  depth  and 
number  of  years  in  the  real  estate  syndication 
business  also  are  critical  factors  to  evaluate. 
Minimums  of  10  years  experience  and  10  mil- 
lion dollars  net  worth  are  good  general  starting 
points  to  use  in  screening  potential  general 
partners. 

EVALUATE  PROPERTY  MANAGEMENT 

The  role  of  effective  and  progressive  proper- 
ty management  is  probably  most  often  over- 
looked by  advisors  and  investors  alike.  Evalua- 
tion of  competency  of  the  management  team 
may  also  be  categorized  in  the  3 main  phases  of 
real  estate  life  cycle:  acquisition,  holding,  and 
selling. 

During  the  acquisition  period  it  is  critical 
that  management  remain  independent  in  its 
analysis  of  the  property  from  the  pressure  of 
aggressive  acquisition  authority.  Property 
management  must  be  sophisticated  enough  to 
properly  analyze  needed  property  improve- 
ments and  audit  current  rent  rolls/projected 
turnover  in  order  to  produce  an  accurate  cash 
flow  projection  and  operating  budget.  Detailed 
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market  and  area  surveys  should  include  spe- 
cifics on  construction  starts  and  demographics 
as  well  as  dozens  of  calculations  on  competi- 
tive rent  levels  per  square  foot,  vacancy  rates, 
and  projected  vacancy  rates. 

The  holding  period  activity  is  characterized 
by  managements  efforts  in  aggressively 
marketing  the  financial  occupancy  in  balance 
with  the  physical  occupancy.  The  use  of  disci- 
plined procedures  in  prospecting  the  corporate 
market  as  well  as  the  general  public  pays  off  as 
apartments  are  preleased  for  anticipated 
vacancies  and  rent  is  raised  routinely.  Larger 
property  management  companies  have  dis- 
tinct advantages  in  using  area  staff  to  service 
several  properties  as  well  as  negotiate  lower 
cost  purchasing  contracts  for  goods  and  ser- 
vices like  carpet  and  insurance. 

Selling  period  activity  should  be  limited  to 
cosmetic  maintenance  and  participation  in 
some  form  of  bonus  program  for  a job  well 
done. 

DIVERSIFY 

As  usual,  it  is  wise  to  avoid  putting  all  your 
investment  eggs  in  one  basket  when  it  comes 
to  real  estate  partnerships.  The  investor  may 


use  a combination  of  strategies  to  lower  finan- 
cial and  tax  risk  over  a period  of  years.  The 
most  obvious  methods  are  to  invest  in  several 
syndications  over  several  years  with  one 
chosen  sponsor  or  to  invest  in  one  type  of  real 
estate  with  several  different  sponsors.  Tax 
shelter  oriented  limited  partnerships  should  be 
scrutinized  to  avoid  too  heavy  a concentration 
of  one  particular  write-off  source.  Geographi- 
cal diversification  is  advisable  when  it  comes  to 
apartment  unit  size  and  population  center  size. 
The  heavy  emphasis  on  sun  belt  consideration 
needs  to  be  weighed.  More  complex  param- 
eters for  planning  include  a mix  of  projected 
holding  periods,  disposition  philosophies 
advocated  by  the  general  partner,  and  varying 
degrees  of  leverage. 

Selecting  a reliable  general  partner  and  then 
choosing  a specific  limited  partnership  in 
which  to  invest  can  be  a lot  of  work.  This  bur- 
den can  be  substantially  eased  by  working 
with  advisors  who  perform  this  type  of  due 
diligence  work  on  a daily  basis.  With  proper 
guidance  the  investor  can  avoid  the  many  pit- 
falls  of  investing  in  real  estate  and  enjoy  its 
substantial  rewards. 
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Richard  M.  Caplan,  M.D. 

OUR  MAN 

IN  EDUCATION 

CENTURY  II  OF 
THE  REVOLUTION 


How  EXCITING,  or  threatening,  it  must  have 
been  to  practice  medicine  just  a century 
ago.  Two  major  developments  must  have 
made  practitioners  feel  their  professional 
world  was  in  turmoil.  The  2 enormous  de- 
velopments arose,  of  course,  with  anesthesia 
and  bacteriology.  Having  true  relief  of  pain,  or 
induced  sleep,  allowed  marvels  of  surgical 
maneuvers  to  develop.  With  knowledge  about 
microbes,  one's  understanding  of  pathogene- 
sis was  altered  drastically,  and  that  led  to  enor- 
mous changes  in  public  sanitation  and  surgical 
antisepsis. 

Many  practitioners  must  have  felt  they 
couldn't  learn  the  new  information  and  proce- 
dures. They  may  have  considered  leaving 
practice.  Others  doubtless  perceived  great 
opportunities  in  the  new  knowledge.  I recently 
acquired  a text  for  medical  practice  dated  1885. 
For  each  illness  discussed,  therapy  is  advised 
in  4 different  manners,  depending  on  whether 
the  practitioner's  inclinations  were  allopathic, 
homeopathic,  eclectic  or  herbal.  It  makes  in- 
credible reading,  I assure  you. 

Bacteriologic  knowledge  opened  the  door  to 
the  purification  of  water  supplies,  the  antibi- 
otic era,  vaccines,  transfusions  and  all  the  rest 
of  immunology,  to  cite  just  a few  items.  What 
advances  might  we  cite  as  the  major  mile- 
stones of  this  century?  Our  lists  might  differ 
some,  but  wouldn't  we  both  be  likely  to  in- 
clude antibiotics,  cortisone,  imaging  tech- 
niques (starting  with  Roentgen's  rays  in  1895, 
and  surging  forward  in  the  1970's  and  80's  with 
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ultrasound,  computerized  tomography,  iso- 
tope scans,  and  magnetic  resonance),  trans- 
plantation, microsurgery  and  the  eradication 
of  such  major  scourges  as  smallpox,  typhoid 
fever,  tuberculosis,  measles  and  polio?  It's 
hard  to  keep  a list  like  this  short. 

But  parallel  to  these  changes  in  chemicals 
and  technical  procedures  came  enormous 
changes  in  the  "administrative"  or  "social" 
side  of  medical  work:  the  advance  of  depart- 
ments of  health  and  other  governmental  in- 
volvement in  care;  the  rise  of  health  insurance; 
the  response  of  medical  schools  to  the  "doctor 
shortage"  of  the  1960's  and  70's;  the  growth  of 
specialty  practice  and  certification;  the  support 
and  success  of  programs  of  research  in  basic 
and  clinical  sciences;  and  now  the  advent  of  an 
alleged  glut  of  doctors  with  associated  tech- 
niques for  competition  in  the  health  care  in- 
dustry with  HMO,  PRO,  IPA  and  so  on;  chains 
of  for-profit  hospitals;  medicare  and  medicaid; 
and  now  the  attempts  at  cost  control  through 
techniques  of  prospective  payment  and 
DRG's.  This  list  also  staggers  the  mind. 

IF  ALL  SUCH  events  have  needed  a century  to 
develop,  how  can  it  be  spoken  of  as  a rev- 
olution? My  notions  about  the  abruptness  of 
revolution  changed  a good  deal  after  I learned 
how  Marx  described  the  proletarian  revolu- 
tion, and  after  I had  a conversation  with  a wise 
Mexican  physician  who  was  telling  me  of  his 
country.  After  he  made  several  references  to 
the  "Mexican  revolution  now  in  progress,"  I 
furrowed  my  brow  and  asked  when  the  rev- 
olution began.  His  prompt  answer:  1810. 
Although  our  present  "revolution"  in  the  ad- 
vances of  medical  care  might  be  said  to  be 
entering  its  second  century,  a good  case  might 
be  made  for  saying  our  present  revolution 
started  even  several  hundred  years  earlier. 
(Please  turn  to  page  436) 
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(Continued  from  page  435) 


Most  times,  to  those  living  them,  probably 
seem  like  times  of  great  change;  but  in  retro- 
spect, the  rate  of  that  change  may  range  from 
exceedingly  slow  to  exceedingly  fast.  The  tur- 
moil of  nineteenth  century  scientific  advance 
and  industrialization  could  not  exist  alone; 
swirling  in  one  part  of  society's  stream  always 
produces  movement  in  all  other  parts.  So  the 
seeming  moral  stodginess  of  the  Victorian  era 
was  breaking  apart  as  nineteenth  century  tech- 
nology advanced.  In  1886,  as  Freud  was  de- 
veloping his  ideas  of  the  id  and  the  superego, 
Stevenson's  tale  about  Dr.  Jekyll  and  Mr.  Hyde 
captured  the  public  fancy  by  making  explicit 


the  tormented,  sinister,  secret  self  that  lay  be- 
hind conventional  respectability,  and  one  of 
the  great  symbols  and  spokesmen  of  drastic 
change,  Oscar  Wilde,  would  write  in  The  Pic- 
ture of  Dorian  Gray  (1892)  that  "Nowadays  all 
the  married  men  live  like  bachelors  and  all  the 
bachelors  like  married  men."  The  changes  at 
the  end  of  the  century  were  given  the  French 
name  "fin  de  siecle"  not  merely  to  name  a 
time,  but  to  refer  to  a growing  recklessness  of 
spirit  and  manners. 

Long  periods  of  seeming  stability  seem  al- 
ways followed  by,  maybe  even  induced  by, 
movements  of  iconoclasm  and  a spirit  of  avant 
garde.  Metaphors  involving  cycles  and  pendu- 
lums seem  unavoidable.  The  ancient  Greek 
philosopher  Heraclitus  put  it  thus,  "Change  is 
the  only  constant,"  and  the  modern  Ameri- 
can Bob  Dylan  thus,  "The  Times,  They  Are 
A-changin'." 


Is  Your  Net  Worth  Increasing? 
Spending  Too  Much? 
Insurance  Poor? 

Is  Inflation  Winning? 


Uncomfortable  With  Existing  Risk? 
Taxes  Too  High? 

Worried  About  Retirement? 
College  Costs  Out  of  Sight? 


We  Can  Help  You  Answer  These  Questions  And  More  Through  A Team  Of  Specialists  Working  For 
You  In  Business  And  Personal  Planning. 


David  E.  Black,  CFP  Edward  L Grab,  CFP 

Duane  C.  Abbey,  Ph.D.,  CFP  Fred  R.  Fernatt,  CPA,  CFP 

Attend  IMS/CFS  Special  Workshops 
Free  Initial  Interview 

Computer  Based  Planning  and  Asset  Tracking 


COORDINATED  FINANCIAL  SERVICES 

939  Office  Park  Road,  Suite  329 
West  Des  Moines,  Iowa  50265 
(515)  224-0550 

SECURITIES  TRANSACTIONS  THROUGH  ESC  SECURITIES  CORPORATION 
A REGISTERED  BROKER/DEALER  • MEMBER  NASD  • MEMBER  SIPC 


436  / Iowa  Medicine 


Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules*  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
inlormalion 

Indications  and  Usage  Ceclor'  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  resDitatorv  infections,  including  pneumonia  caused  by 
Sirepiococcus  pneumoniae  iDiplococcus  pneumoniae).  Haemoph- 
ilus inllueniae  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  Of  PARTIAL 
CROSS  ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins):  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Closinpium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precauiions  ~ If  an  allergic  reaction  to 
Ceclor'  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobutin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
lor  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling  s solutions  and  also  with  Clmitest’' 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip, 
USP,  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  m Pregnancy  - Pregnancy  Caiegory  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to 'Ceclor'  (cefaclor.  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Molhers  - Small  amounts  of  Ceclor  have  been  defected 
in  mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 ll  0.20. 0.21 . and  0 lo  mcg/ml  at  two. 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is- administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  lor 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gasirointeslinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensiiiviiy  reactions  have  been  reported  in  about  l 5 
ercent  of  patients  and  include  morbiliform  eruptions  |1  in  100) 
ruritus.  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(er^hema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  freouently.  fever)  have  been  reported 
These  reactions  are  apparently  due  lo  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor.  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  SO  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients). 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SCOT,  SGPT,  or  alkaline 
phosphatase  values  |1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  |1  in  40) 

flena/-  Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

[061782R] 


Note  Ceclor’  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-alleigic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
©1984,  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  request  from 
Ell  Lilly  and  Company 
Indianapolis  Indiana  46285 
Eli  Lilly  Industries,  Inc 
Carolina.  Puerto  Rico  00630 


5% 


Brand  name 
diuaor 
generic  drug? 


libui  better  judgement  is  the  best  prescription. 


It's  up  to  you,  the  doctor,  to 
decide  whether  to  prescribe 
brand  name  or  generic  drugs. 
When  you  think  generics  are  in 
the  best  interest  of  your  patients. 
Peoples  Drug  Stores  can  save 
them  up  to  50%  on  the  cost  of 
their  prescriptions. 

Peoples  is  a leader  in 
offering  generic  drugs  equivalent 


in  quality  to  brand  name  drugs. 
We  were  one  of  the  first  chains  in 
America  to  initiate  a comprehen- 
sive generic  drug  program. 

Today  we  believe  we  stock  the 
largest  supply  of  both  brand 
name  and  generic  drugs. 

If  you  have  a question  about 
a generic  drug  or  need  any  other 
assistance  from  a Peoples 


pharmacist,  use  our  special 
unlisted  phone  number.  Each 
Peoples  Drug  Store  has  one.  It's 
given  only  to  doctors  and 
answered  only  by  our  pharma- 
cists. If  you  don't  have  this 
number  yet,  just  call  your  nearest 
Peoples  Drug  Store  and  ask  the 
pharmacist  for  the  special 
"doctors  only " number. 
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Before  prescribing,  see  compiete  prescribing  information  in 
SK&F  CO.  iiterature  or  PDR.  The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management  Treatment  of  hypertension  and  edema 
IS  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amilonde.  Further  use 
in  anuna,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  rK>t  use  potassium  supplements,  dietary  or  other- 
wise, unless  hypokalemia  develops  or  dietary  intake  of  potas- 
sium is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities  It 
IS  more  likely  in  the  severely  ill,  with  urine  volume  less  than  one 
liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency.  Periodically,  serum  K’*'  levels  should  be  deter- 
mined If  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K’*'  intake  Associated  widened  QRS  comptex  or  arrhyth- 
mia requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  tri- 
amterene may  appear  in  breast  milk  If  their  use  is  essential,  the 
patient  should  stop  nursing.  Ad^uate  information  on  use  in 
children  is  not  available.  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asthma. 
Possible  exacerbation  or  activation  of  systemic  lupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics. 

Precautions:  Do  periodic  serum  electrolyte  determinations  (par- 
ticularly important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
or  corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  in 
the  elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency.  Cumulative  effects  of  the  drug  may  develop  in 
patients  with  impaired  renal  function.  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function  They  can 
precipitate  coma  in  patients  with  severe  liver  disease  Observe 
regularly  for  possible  blood  dyscrasias.  liver  damage,  other  idio- 
syncratic reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides  Thiazides  may  cause  manifestation 
of  latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may 
be  decreased  when  used  concurrently  with  hydrochlorothiazide; 
dosage  adjustments  may  be  necessary.  Clinically  insignificant 
reductions  in  arterial  responsiveness  to  norepinephrine  have 
been  reported  Thiazides  have  also  been  shown  to  increase  the 
paralyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
tubocuranne  Triamterene  is  a weak  folic  acid  antagonist.  Do 
periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients  Triamterene  has 
been  found  in  renal  stones  in  association  with  the  other  usual 
calculus  components.  Therefore,  Dyazide'  should  be  used  with 
caution  in  patients  with  histories  of  stone  formation  A few  occur- 
rences of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents 
with  'Dyazide'.  The  following  may  occur:  transient  elevated  BUN 
or  creatinine  or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis.  Dyazide'  interferes  with  fluores- 
cent measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  It  develop,  corrective  measures  should  be 
taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  measures  should  be 
instituted  cautiously  and  serum  potassium  levels  determined 
Discontinue  corrective  measures  and  Dyazide'  should  labora- 
tory values  reveal  elevated  serum  potassium.  Chloride  deficit 
may  occur  as  well  as  dilutional  hyponatremia.  Concurrent  use 
with  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
natremia. ^rum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance.  Calcium  excretion  is  decreased  by  thiazides. 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  para- 
thyroid function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
tensive drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk 
of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  head- 
ache, dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity, 
purpura,  other  dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  disturbances:  pos- 
tural hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics)  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialade- 
nitis, and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual 
calculus  components.  Rare  incidents  of  acute  interstitial  nephritis 
have  been  reported.  Impotence  has  been  reported  in  a tew 
patients  on  Dyazide'.  although  a causal  relationship  has  not 
been  established 

Supplied:  'Dyazide'  is  supplied  In  bottles  of  1000  csp»des; 
Single  Unit  Packages  (unit-dose)  of  100  (Intended  for  institu- 
tional use  only);  in  Patient-Pak"  unit-of-use  bottles  of  100. 


In  Hypertension... 
When  Need  to 
Conserve 


Remember  the  Unique 
Red  and  White  Capsule: 
^ur  Assurance  of 
SK&F  QuaUty 


Potassium-  Sparing 

DYAZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand 
of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 

Over  17  'fears  of  Confidence 


The  unique 
red  and  white 
D>azide®  capsule: 
"feur  assurance  of 
SK&F  qualiw. 

w ^ 


a product  of 

SKGF  CO. 

Carolina,  P.R.  00630 


©SK&F  Co..  1983 


1 


Tciking  The  Bite  Out  Of  The  Bear. 


Some  Wall  Street  investors  spend  a lot  of  time 
looking  over  their  shoulder.  Even  during  bull 
markets,  when  things  are  surging  ahead,  they 
worry  about  the  bear  showing  up  to  take  a bite 
out  of  them. 

But  you  can  get  the  best  of  the  bull  and  take  the 
bite  out  of  the  bear,  if  you  join  the  Payroll  Sav- 
ings Plan  and  buy  U.S.  ^vings  Bonds  every  payday. 

Bonds  have  a variable  interest  rate,  so  when 
the  bull  is  leading  the  Wall  Street  parade,  you 


get  to  share  in  those  higher  returns.  And  where 
others  may  quake  at  the  coming  of  the  bear, 
you’re  protected  by  a guaranteed  minimum. 

Bonds  let  you  relax  and  enjoy  the  bull  markets, 
knowing  that  if  the  bear  does  ^ 

pearance,  for 
you,  his 
growl  will  be 
worse  than 
his  bite. 
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DRUG  THERAPY 

REVIEW 

Reynold  Spector,  M.D.,  Editor 

ORAL  CONTRACEPTIVES  IN  1984 


Although  oral  contraceptives  are  the 
most  effective  reversible  method  of  con- 
traception, their  use  has  gradually  declined 
over  the  past  10  years.  The  explanation  for  this 
has  been  legitimate  concern  over  cardiovascu- 
lar side  effects  and  the  widely  publicized  but 
unfounded  fear  that  oral  contraceptives  can 
cause  cancer.  Low-dose  estrogen  tablets,  con- 
taining less  than  50  meg  of  ethinyl  estradiol 
were  formulated  because  of  the  recognized 
dose  response  relationship  with  the  steroid 
content  of  the  tablet  and  side  effects.  These 
new  oral  contraceptives  have  been  shown  to  be 
as  effective  in  providing  contraception  as  the 
older  high-dose  oral  contraceptives.  Available 
evidence  report  fewer  side  effects.  The  benefit 
of  the  low-dose  estrogen  preparations  should 
be  emphasized  to  patients  so  that  it  will  be- 
come the  standard  oral  contraceptive  of  the 
1980s. 

PHARAAACOLOGY 

Addition  of  an  ethinyl  group  at  the  C-17 
position  slows  hydro xy la tion  and  conjugation 
of  synthetic  steroids,  thus  allowing  them  to  be 
taken  orally.  Ethinyl  estradiol  is  the  only 
estrogen  used  in  the  low-dose  combination 
oral  contraceptive.  There  are  several  synthetic 
progestins;  norethindrone,  norethindrone  ace- 
tate, norgestrel,  levonorgestrel,  and  ethyno- 
diol  diacetate.  All  are  derivatives  of  testoster- 
one and  are  called  19-nortestosterones  because 
of  the  removal  of  the  19  carbon  which  mini- 
mizes androgen  effect.  These  progestins  have 

This  information  for  Iowa  physicians  is  furnished  and  sponsored  by  the 
University  of  Iowa  Hospitals  and  Chnics. 


different  potencies  so  the  pharmacologic  activ- 
ity cannot  be  accurately  predicted  based  on  the 
amount  present  in  the  tablet.  Norethindrone  is 
the  weakest,  its  acetate  slightly  stronger,  ethy- 
nodiol  diacetate  much  stronger,  and  norgestrel 
the  most  potent.  The  synthetic  steroids  in  oral 
contraceptives  are  absorbed  in  the  small  intes- 
tine, metabolized  in  the  liver,  excreted  in  the 
bile  and  feces  with  a half-life  of  24  hours. 

MECHANISM  OF  ACTION 

The  low-dose  estrogen  combination  prepa- 
ration is  taken  3 out  of  every  4 weeks.  Its  con- 
traceptive effect  is  primarily  a result  of 
hypothalamic  mediated  gonadotropin  sup- 
pression with  subsequent  inhibition  of  ovula- 
tion. The  estrogen  component  exerts  a nega- 
tive feedback  effect  on  FSH  secretion,  stabilizes 
the  endometrium  to  prevent  shedding,  and 
augments  the  effectiveness  of  the  progesta- 
tional agent  by  increasing  intracellular  pro- 
gestin receptors.  The  progestational  agent  sup- 
presses LH,  renders  the  endometrium  unre- 
ceptive  to  implantation,  increases  the  viscosity 
of  cervical  mucus,  and  alters  tubal  motility  and 
secretion.  With  appropriate  use  the  failure  rate 
of  the  oral  contraceptive  is  less  than  1%,  but 
because  of  incorrect  dosing  the  actual  overall 
failure  rate  is  closer  to  2%.  Most  failures  are 
due  to  delay  in  starting  the  medication  after  the 
7-day  “pill-free”  interval.  Use  of  a 28-day  pack, 
which  has  7 inert  tablets,  minimizes  this  error. 

CONTRAINDICATIONS 

The  contraindications  to  taking  the  low-dose 
oral  contraceptive  are  the  same  as  for  the  high- 
er dose  oral  contraceptives:  thromboembolic  or 
cardiovascular  disease,  estrogen  dependent 
neoplasia,  markedly  impaired  liver  function, 

(Please  turn  to  page  440) 
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LOW-DOSE  ESTROGEN  COMBINATION  PILLS 


Estrogen  (meg) 
(Ethinyl  Estradiol) 

Progestogen  (mg) 

Loestrin  1/20 

20 

Norethindrone  acetate  1.0 

Loestrin  1.5/30 

30 

Norethindrone  acetate  1.5 

Lo/Ovral 

30 

Norgestrel  0.3 

Brevicon 

35 

Norethindrone  0.5 

Demulen  35 

35 

Ethynodiol  diacetate  1 .0 

Modicon 

35 

Norethindrone  0.5 

Norinyl  1 -H  35 

35 

Norethindrone  1.0 

Ortho-Novum  1/35 

35 

Norethindrone  1.0 

Ortho-Novum  10/11 

35 

Norethindrone  0.5 
(ten  pills) 

Norethindrone  1.0 
(eleven  pills) 

Ortho-Novum  7/7/7 

35 

Norethindrone  0.5 
(seven  pills) 
Norethindrone  0.75 
(seven  pills) 
Norethindrone  1.0 
(seven  pills) 

Ovcon-35 

35 

Norethindrone  0.4 

Nordetfe 

30 

Levonorgestrel  0. 1 5 

undiagnosed  genital  bleeding,  congenital 
hyperlipidemia,  pregnancy,  and  women  over 
the  age  of  35  who  smoke.  Relative  contrain- 
dications include  hypertension,  diabetes  melli- 
tus,  migraine  headaches,  uterine  myomas,  and 
epilepsy. 

SIDE  EFFECTS 

Cardiovascular  Disease:  The  often  quoted 
two-  to  fivefold  increased  incidence  of  throm- 
boembolic disease,  myocardial  infarction,  and 
stroke  is  based  on  large  epidemiologic  studies 
involving  patients  taking  the  older  higher  dose 
oral  contraceptives.  Current  data  from  patients 
taking  the  newer  low-dose  medication  demon- 
strate minimal  if  any  increased  incidence  of 
these  problems  in  young  women  who  do  not 
smoke.  Since  estrogen  is  believed  to  be  the 
culprit  in  causing  hypercoagulability  of  the 
blood  and  predisposing  to  thrombus  forma- 
tion, this  change  is  not  totally  unexpected.  In 
addition,  the  type  and  amount  of  progestin  has 
also  been  identified  as  a contributing  factor  to 
the  pathogenesis  of  myocardial  infarction;  it 
then  stands  to  reason  that  the  less  the  steroid 
content  of  the  oral  contraceptive,  the  less  the 
incidence  of  problems.  Other  associated  risk 
factors  such  as  hypertension,  obesity,  diabetes 
mellitus,  and  especialy  smoking  seem  to  have 
a major  influence.  The  significant  risk  of  car- 
diovascular disorders  seems  concentrated  in 
women  35  years  of  age  or  older  who  smoke. 

Lipid  Metabolism:  Both  components  of  the 


combination  pill  are  known  to  effect  lipid 
levels.  The  older  high-dose  oral  contraceptive 
caused  a significant  increase  in  cholesterol, 
triglycerides,  and  lipoprotein  fractions  LDL 
and  VLDL.  The  low-dose  estrogen  oral  con- 
traceptives have  minimal  effect  on  these  levels. 
Attention  has  been  directed  to  alterations  in 
HDL  in  patients  taking  oral  contraceptives. 
Estrogens  increased  and  progestogens  de- 
creased HDL  with  some  variability  being  re- 
ported. Norethindrone  appears  to  have  the 
least  effect  on  lowering  HDL.  The  clinical  sig- 
nificance of  this  difference  in  potential  for 
altering  lipoprotein  lipid  levels  is  not  known. 

Hypertension:  Early  reports  of  patients  us- 
ing the  low-dose  oral  contraceptive  have 
shown  little  if  any  increased  incidence  of 
hypertension.  Use  of  the  older,  stronger  oral 
contraceptive  preparation  revealed  that  5%  of 
the  patients  were  unable  to  compensate  for  the 
increased  angiotensin  production  and  became 
hypertensive.  If  hypertension  does  develop, 
stopping  the  oral  contraceptive  will  correct  it. 

Carbohydrate  Metabolism:  Use  of  the  com- 
bination oral  contraceptive  causes  glucose  in- 
tolerance. This  impairment  may  be  due  to  a 
decrease  in  insulin  sensitivity  through  a reduc- 
tion of  insulin  receptors.  Both  the  progestin 
and  estrogen  component  have  an  effect.  Evi- 
dence supports  the  dose  relationship  re- 
sponse, and  the  low-dose  oral  contraceptives 
have  little  effect  on  glucose  tolerance.  There  is 
no  evidence  to  show  an  increased  incidence  of 
overt  diabetes  in  oral  contraceptive  users. 

Cancer:  There  is  no  evidence  that  use  of  the 
combination  oral  contraceptive  causes  an  in- 
crease in  cancer  of  the  cervix,  uterus,  or  ova- 
ries. Recent  concern  about  a possible  link  be- 
tween breast  cancer  and  oral  contraceptives 
has  been  refuted.  Benign  hepato-cellular  ade- 
nomas have  been  reported  to  be  increased  in 
patients  who  take  oral  contraceptives  for  long- 
er than  5 years;  however,  the  risk  is  low,  1 per 
250,000  users. 

Minor  Side  Effects:  Clinical  complaints  such 
as  nausea,  breast  discomfort,  chloasma, 
weight  changes,  and  depression  are  reduced 
with  the  low-dose  estrogen  preparation. 

PROBLEMS  WITH  THE  LOW-DOSE  ESTROGEN 
ORAL  CONTRACEPTIVE 

Hypomenorrhea  while  taking  the  oral  con- 
traceptive occasionally  occurs  because  the  low- 

( Please  turn  to  page  442) 
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DRUG  THERAPY  REVIEW 

(Continued  from  page  440) 


er  dose  of  estrogen  is  insufficient  to  stimulate 
the  endometrial  growth  in  face  of  the  predomi- 
nant progestin-atrophy  effect.  Concern  about 
possible  pregnancy  may  be  resolved  by  use  of 
the  sensitive  blood  pregnancy  test,  which  mea- 
sures the  beta  subunit  of  HCG.  If  the  problem 
persists,  a stronger  formulation  may  be  indi- 
cated. 

Breakthrough  bleeding  while  taking  oral 
contraceptives  is  the  most  common  clinical 
problem  associated  with  the  low-dose  estrogen 
preparation.  If  it  occurs  during  the  first  few 
cycles,  it  is  usually  self-limiting  and  nothing 
need  be  done.  If  it  occurs  later,  it  may  be  treat- 
ed with  7 days  of  estrogen  administration  (con- 
jugated estrogen  2.5  mg/day  or  EE2  20  meg/ 
day).  If  unsuccessful,  a change  of  oral  con- 
traceptive may  be  warranted. 

Several  recent  alterations  in  oral  contracep- 
tive formulation  have  been  made  to  minimize 
breakthrough  bleeding.  Ortho-Novum  10/11 
provides  twice  as  much  norethindrone  the  last 
11  days  of  the  cycle.  Ortho-Novum  7/7/7  starts 
with  0.5  mg  of  norethindrone  the  first  7 days, 
increased  to  0.75  mg  for  7 days,  and  then  ends 


NEW  PRODUCTS 


NEW  FROM  HEWLETT-PACKARD  — Hewlett- 
Packard  Company  has  introduced  a new  fami- 
ly of  compact,  micro-processor-based  neonatal 
monitors,  designed  to  manage  the  full  spec- 
trum of  neonatal-care  applications.  If  in- 
terested, contact  your  local  Hewlett-Packard 
sales  office,  and  ask  about  the  HP  78831A, 
78832A,  and  the  78833A  monitors. 

MUSCLE  RELAXANT  — Tracrium®  (Burroughs 
Wellcome  Co.)  is  a non-depolarizing  surgical 
muscle  relaxant  of  intermediate  duration  for 
use  by  anesthesiologists.  Atracurium  besylate 
differs  from  currently  available  muscle  relax- 
ants  because  it  can  be  used  in  patients  with 
impaired  renal,  hepatic  and  circulatory  func- 


with 1 mg  the  last  7 days  while  maintaining  the 
estrogen  level  at  35  meg. 

DRUG  INTERACTION 

Rifampin  (antitubercular  drug)  has  been  re- 
ported to  lower  the  effectiveness  of  oral  con- 
traceptives by  inducing  hepatic  enzymes  that 
accelerate  drug  metabolism.  Ampicillin  and 
tetracycline  have  also  been  reported  to  lower 
the  effectiveness  of  oral  contraceptives  by  dis- 
ruption of  gut  flora  and  altering  enterohepatic 
recirculation  of  the  drug.  Although  not 
proven,  this  possible  decreased  effectiveness 
of  the  low-dose  oral  contraceptive  may  be 
offset  by  the  use  of  additional  contraceptive 
methods  when  taking  these  medications.  — 
E.  K.  Chapler,  M.D.,  Director,  Division  of 
Reproductive  Endocrinology,  Department 
OF  Obstetrics  and  Cynecology. 
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tions.  It  is  metabolized  in  the  bloodstream, 
thus  being  self-degrading.  This  drug  should  be 
used  only  by  adequately  trained  individuals 
familiar  with  its  actions,  characteristics  and 
hazards. 

DRUG  HAILED  WORLDWIDE  — A drug  hailed 
worldwide  as  a breakthrough  in  preventing 
rejection  of  transplanted  organs  has  been  in- 
troduced by  Sandoz,  Inc.  Sandimmune®  (cy- 
closporine) suppresses  the  immune  reaction  in 
the  body  that  is  responsible  for  rejecting  for- 
eign tissue,  but  unlike  standard  immunosup- 
pressants, it  leaves  the  patient's  infection- 
fighting defenses  virtually  intact.  Interesting- 
ly, Sandimmune®  was  originally  studied  as  a 
drug  for  antibiotic  properties,  which  proved 
weak,  but  further  studies  showed  this  soil  fun- 
gus derivative  to  have  immunosuppressive 
activity. 
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ECG  STAT... 
wherever  you  are. 


Use  it  for  your  nursing  home 
rounds.  For  house-calls.  In 
your  office.  Anywhere  you  go! 


INTECH 

Systems  Corp. 


micro-tracer^^ 

intech  Systems  Cap. 


l»ON  PiLT 


If  you  can  use  a calculator,  you  can  now  expand 
the ‘heart’  of  your  practice  for  less  than  ever 
before  possible. 


With  the  new  MICRO-TRACER™  ECG,  you  can 
provide  your  patients  with  the  benefits  of  a highly  sophis- 
ticated, yet  moderately  priced,  cardiac  diagnostic  center, 
wherever  you  are.  A product  of  space-age  miniaturization 
(only  1.3  lbs),  the  pocket-sized  MICRO-TRACER™  offers 
features  that  make  other  portable  ECGs  outdated  and 
overweight!  □ Permanent  ECG  recordings  □ Up  to  12- 
vector  capability  □ Heart-rate  histogram  □ Continuous 
monitoring  with  its  own  alarm  system  □ Differential 
electronic  stethoscope.  Sold  with  handsome  binocu-  ^ 
lar-styled  carrying  case. 

MICRO-TRACER™ ! It’s  the  hospital-quality  ECG 
you  can  hold  in  your  hand! 


For  complete  information,  write:  INTECH  Systems 
Corp.,  415  Rabro  Drive  East,  Hauppauge, 

NY  11788,  or  call  toll-free  (800)  854-8376 
(outside  New  York)  or  call  collect 
(516)  582-8388  (in  New  York). 


The  first  truly  portable,  hospital-reliable 
and  affordable  ECG  available  today! 
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BC  PLAN  CODE 


Those  two  little  words,  “of  Iowa,”  following 
the  nation’s  most  widely  recognized  names  in 
health  care  can  mean  a big  difference  in 
terms  of  the  total  value  our  subscribers 
receive  for  their  health  care  dollar. 

That’s  because  unlike  most  commercial 
carriers,  we’re  involved  in  health  care 
planning  and  cost  containment  on  a local 
basis.  We  are  a part  of  the  fabric  of  health 
care  in  Iowa. 


And  because  we  work  with  lowans,  Iowa 
physicians,  and  Iowa  companies,  we  have  a 
unique  understanding  of  the  state’s  health 
care  needs  and  the  desire  to  obtain  quality 
health  care  affordably. 

Finally,  because  we  cover  more  than 
1 ,000,000  lowans,  we  have  a particular 
interest  in  maintaining  quality  health  care 
at  an  affordable  cost. 

No  wonder  we  say:  “No  one  takes  better 
care  of  lowans  than  we  do.” 

Blue  Cross 
Blue  Shield 

of  Iowa 

636  Grand  Avenue 

Des  Moines.  Iowa  50307 
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SELF-ADMINISTRATION  OF 
MEDICATIONS  IN  LONG  TERM 
CARE  FACILITIES 

Residents  of  long  term  care  facilities  who 
self-administer  medications  can  do  so 
only  with  the  written  approval  of  their  physi- 
cian. Some  confusion  has  occurred  regarding 
the  meaning  of  the  term  “self-administration 
of  medications"  and  the  degree  of  assistance,  if 
any,  which  can  be  provided  to  residents  so 
certified. 

Self-administration  of  medications  by  resi- 
dents in  long  term  care  facilities  means  the 
residents  are  capable  of  taking  their  own 
medications  without  staff  assistance,  supervi- 
sion or  prompting.  These  medications  may  be 
retained  in  locked  storage  in  the  residents' 
bedrooms,  but  this  is  not  required  by  the  rules. 
Regardless  of  the  location,  each  resident  certi- 
fied must  be  totally  independent  in  administer- 
ing their  own  medications. 

Many  facilities  are  not  comfortable  leaving 
medications  in  the  residents'  rooms.  Rationale 
usually  given  is  the  residents'  capability  for 
self-administration  and  concern  other  resi- 
dents may  tamper  with  or  take  the  medica- 
tions. If  their  concerns  are  valid,  residents  are 
probably  not  capable  of  assuming  total  respon- 
sibility for  their  medications.  Residents  who 
require  assistance  or  supervision  or  must  be 
reminded  to  take  their  medications  cannot  be 
classified  as  capable  of  self-administration. 
Medication  must  then  be  administered  by 
licensed  nurses  or  by  medication  aides  who 
have  successfully  completed  the  state- 
approved  course  for  administration  of  non- 
parenteral  medications. 

In  what  appears  to  be  an  effort  to  circumvent 
the  rules  governing  the  operation  of  Residen- 


This  information  on  public  matters  is  furnished  and  sponsored  by  the 
Iowa  State  Department  of  Health. 


tial  Care  Facilities  and  RCF's  for  the  Mentally 
Retarded,  facility  staff  have  obtained  certifica- 
tion for  self-administration  of  medications  for 
residents  who  are  not  capable  of  meeting  the 
criteria  described  thus  avoiding  the  need  for 
qualified  staff.  Staff  who  are  qualified  to  ad- 
minister medications  and  knowledgeable  of 
their  actions  are  needed  to  teach  residents 
what,  when,  why  and  how  to  take  their 
medications  as  well  as  adverse  reactions  which 
may  occur.  Observations  by  staff  for  adverse 
reactions  are  also  necessary  since  many  free 
standing  residential  facilities  have  a high 
population  of  residents  who  are  retarded  or 
have  a mental  health  diagnosis  and  may  not 
comprehend  the  significance  of  symptoms  dis- 
played. 

Department  policy  regarding  self-admin- 
istration of  medication  is  not  meant  to  discour- 
age the  teaching  of  skills  so  residents  can  be- 
come more  independent,  but  is  designed  to 
assure  responsible  administrative  practices  in 
facilities. 


SEND  FOR  FREE  REPORT  — The  American  Coun- 
cil on  Science  and  Health  (ACSH)  has  deter- 
mined that  video  display  terminals  are  not  a 
radiation  hazard,  but  other  problems  may  be 
associated  with  their  use.  Computer  terminals, 
word  processors,  and  similar  devices  do  not 
cause  cataracts,  permanent  damage  to  vision, 
miscarriage  or  birth  defects.  However, 
through  poor  design  or  improperly  designed 
work  stations  with  improper  lighting,  ill-fitting 
chairs,  and  improper  table  heights,  the  oper- 
ators may  develop  burning  and  itching  of  the 
eyes,  headaches,  back,  neck  and  arm  aches,  as 
well  as  fatigue.  A copy  of  the  report,  "Health 
and  Safety  Aspects  of  Video  Display  Term- 
inals," can  be  obtained  from  ACSH,  47  Maple 
Street,  Summit,  New  Jersey  07901.  Enclose  a 
self-addressed  stamped  (37c),  business  size 
(#10)  envelope. 
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Anyone  Responsible 
KrAHalf  Million 
Dollars  ShouMift  Have 
ToWorkTwoJobs. 


Making  money  is  a full  time  job. 
Unfortunately,  so  is  managing  it. 

And  most  people  and  companies  are 
far  better  at  getting  rich  than  they  are  at 
staying  that  way. 

Unless  they  hire  us.  Statesman 
Investment  Advisors. 

We  work  for  individuals,  corporations, 
endowment  funds,  pension  funds  and 
associations  with  manageable  assets  of  a 
half  million  dollars  or  more. 

And  we'll  manage  your  assets  on  a 
fee  basis,  designing  portfolios  that  are 
responsive  both  to  the  market  and  to  your 
goals  and  objectives. 

We  offer  no  products,  no  insurance 
and  receive  no  commissions. 

All  we  have  to  sell  is  a staff  with  35 
years  of  broad  investment  experience  and 
over  $150,000,000  under  management. 

Want  to  make  your  half  million 
whole?  Put  Statesman  Investment 
Advisors  to  work  for  you. 

CaU  515-284-7648. 

REGISTERED  INVESTMENT  ADVISORS 

^1116  Statesman  Group,  Inc. 

Suite  804  Des  Moines  Building 
Des  Moines,  lA.  50309 
- (515)  284-7648 

Statesman  Investment  Advisors,  inc  . 


August 

1984 

1983 

Most  August  Cases 

1984 

to 

to 

Reported  From 

Disease 

Total 

Date 

Date 

These  Counties 

Amebiasis 

7 

52 

32 

Boone,  Clinton, 

Brucellosis 

0 

1 

3 

Harrison,  Johnson 

Chickenpox 

3 

6387 

5514 

Dubuque 

Campylobacter 

49 

201 

252 

Scattered 

Cytomegalovirus 

1 

10 

9 

Black  Hawk 

Eaton's  Agent 
infection 

1 

28 

101 

Johnson 

Encephalitis,  viral 

11 

20 

41 

Scattered 

Erythema 

infectiosum 

0 

51 

25 

Gastroenteritis 

(GIV) 

8 

8759 

8550 

Black  Hawk 

Giardiasis 

84 

210 

145 

Scattered 

Hepatitis,  A 

3 

34 

21 

Johnson 

Hepatitis,  B 

9 

71 

57 

Scattered 

Hepatitis,  Non  A-B 

1 

13 

30 

Pottawattamie 

Hepatitis 

type  unspecified 

0 

8 

8 

Herpes  Simplex 

101 

629 

640 

Scattered 

Herpes  Zoster 

0 

2 

6 

Histoplasmosis 

0 

16 

12 

Infectious 

mononucleosis 

1 

101 

120 

Kossuth 

Influenza, 

lab  confirmed 

0 

176 

207 

Influenza-like 
illness  (URI) 

56 

8759 

8550 

Black  Hawk,  Johnson 

Legionellosis 

2 

3 

5 

Howard,  Lyon 

Malaria 

0 

1 

3 

Meningitis 

aseptic 

11 

30 

78 

Scottered 

bacterial 

12 

83 

113 

Scattered 

meningococcal 

2 

21 

14 

Benton,  Scott 

Mumps 

2 

19 

36 

Buena  Vista,  Scott 

Pertussis 

4 

9 

5 

Clinton,  Jackson,  Polk 

Rabies  in  animals 

17 

113 

165 

Scattered 

Reye  Syndrome 

0 

2 

2 

Rheumatic  Fever 

0 

0 

1 

Rubella 

(German  measles) 

0 

1 

0 

Measles 

0 

0 

0 

Salmonellosis 

29 

154 

207 

Scattered 

Shigellosis 

3 

28 

32 

Lee,  Mitchell, 

Toxic  Shock 
Syndrome 

1 

10 

13 

Washington 

Polk 

Tuberculosis 
totol  ill 

5 

45 

49 

Johnson,  Linn,  Marion, 

bact.  pos. 

5 

39 

39 

Polk,  Woodbury 
Johnson,  Linn,  Marion 

Typhoid  Fever 

0 

0 

0 

Polk,  Woodbury 

Venereal  diseases: 
Gonorrhea 

490 

2938 

3082 

Scattered 

Syphilis 

1 

11 

14 

Scott 

Other  Non-Repoiiable  Diseases:  Ascaria  — 3,  Johnson;  Chlamydia  — 6, 
Johnson,  2,  Polk;  Clonorchis — 1,  Clinton,  2,  O'Brien,  1,  Iowa;  Hookworm 

— 1,  Polk,  2,  Muscatine;  Parainfluenzae — 1,  Hardin;  Trichuris-Trichiura 

— 1 , Muscatine;  Ureaplasma  urealyticum  — 1 , Black  Hawk,  2,  Johnson,  3, 
Linn,  2,  Polk. 
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Motrin  reduces 
inflainmation,  pain 

lice 


New  low  price...major  savings 

The  dramatic  reduction  in  the  price  of  Motrin  Tablets  means  substantial  savings 
from  now  on  for  your  patients  and  for  patients  all  across  the  country  for  whom  Motrin 

Tablets  are  prescribed. 

Motrin  is  priced  lower  than  Clinoril,  Feldene,  or  Naprosyn. 

The  price  of  Motrin  Tablets  to  pharmacies  has  been  reduced  as  much  as  35%. 
Patients  taking  the  average  dosage  should  now  pay  less  for  therapy  with  Motrin  Tablets 
than  for  almost  any  other  nonsteroidal  anti-inflammatory  drug  you 
prescribe...  less,  for  example,  than  for  Clinoril,  Feldene,  or  Naprosyn.  And,  of  course, 
all  strengths  of  Motrin  Tablets  continue  to  be  available  by  prescription  only. 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


iDUDraen 


Good  medicine...good  value 


TABLETS 

ma 


© 1984  The  Upjohn  Company 


The  Upjohn  Company 


Upjohn 


Kalamazoo,  Michigan  49001 


Motrin ' Tablets  (ibuprofen) 

Contraindications:  Anaphylactoid  reactions  have  occurred  in  individuals  hypersensitive  to 
Motrin  Tablets  or  with  the  syndrome  of  nasal  polyps,  angioedema  and  bronchospastic  reactivity 
to  aspirin,  iodides,  or  other  nonsteroidal  anti-inflammatory  agents. 

Warnings:  Peptic  ulceration  and  Gl  bleeding,  sometimes  severe,  have  been  reported  Ulceration, 
perforation  and  bleeding  may  end  fatally.  An  association  has  not  been  established  Use  Motrin 
Tablets  under  close  supervision  in  patients  with  a history  of  upper  gastrointestinal  tract  disease, 
after  consulting  ADVERSE  REACTIONS  In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  try  nonulcerogenic  drugs,  such  as  gold.  If  Motrin  Tablets  are  used,  observe 
the  patient  closely  for  signs  of  ulcer  perforation  or  Gl  bleeding 
Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  with  papillary  edema  and 
necrosis  Renal  papillary  necrosis  has  rarely  been  shown  in  humans  treated  with  Motrin  Tablets 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have 
been  reported  If  these  develop,  discontinue  Motrin  Tablets  and  the  patient  should  have  an 
ophthalmologic  examination,  including  central  visual  fields  and  color  vision  testing. 

Fluid  retention  and  edema  have  been  associated  with  Motrin  Tablets:  use  with  caution  in  patients 
with  a history  of  cardiac  decompensation  or  hypertension.  In  patients  with  renal  impairment, 
reduced  dosage  may  be  necessary  Prospective  studies  of  Motrin  Tablets  safety  in  patients  with 
chronic  renal  failure  have  not  been  done 

Motrin  Tablets  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  detects  and  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  skin  rash, 
weight  gam,  or  edema. 

Patients  on  prolonged  corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin 
Tablets  are  added 

The  antipyretic,  anti-inflammatory  activity  of  Motrin  Tablets  may  mask  inflammation  and  fever 
As  with  other  nonsteroidal  anti-inflammatory  drugs,  borderline  elevations  of  liver  tests  may 
occur  in  up  to  15%  of  patients.  These  abnormalities  may  progress,  may  remain  essentially 
unchanged,  or  may  be  transient  with  continued  therapy  Meaningful  elevations  of  SGPT  or  SGOT 
(AST)  occurred  in  controlled  clinical  trials  in  less  than  1%  of  patients  Severe  hepatic  reactions, 
including  laundice  and  cases  of  fatal  hepatitis,  have  been  reported  with  ibuprofen  as  with  other 
nonsteroidal  anti-intlammatory  drugs  If  liver  disease  develops  or  if  systemic  manifestations 
occur  (e  g eosinophilia,  rash,  etc,),  Motrin  should  be  discontinued. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 

Coumarin  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 

Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by  nursing 

mothers 

Adverse  Reactions:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  of  which  one  or  more  occurred  in  4%  to  16%  of  the  patients 
Incidence  Greater  than  Wo  (but  less  lhan  3%)-Probable  Causal  Relalionsbip 
Gastrointestinal:  Nausea,*  epigastric  pain*  heartburn^  diarrhea,  abdominal  distress,  nausea 
and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating 
and  flatulence).  Central  Nervous  System:  Dizziness,*  headache,  nervousness.  Dermatologic: 
Rash*  (including  maculopapular  type),  pruritus.  Special  Senses:  Tinnitus,  Metabolic/Endocrine: 
Decreased  appetite.  Cardiovascular:  Edema,  fluid  retention  (generally  responds  promptly  to 
drug  discontinuation:  see  PRECAUTIONS). 

Incidence  less  lhan  1%-Probable  Causal  Relalionsbip** 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastrointestinal 
hemorrhage,  melena,  gastritis,  hepatitis,  laundice,  abnormal  liver  function  tests.  Central 
Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence,  aseptic 
meningitis  with  fever  and  coma.  Dermatologic:  Vesiculobullous  eruptions,  urticaria,  erythema 
multiforme,  Stevens-Johnson  syndrome,  alopecia.  Special  Senses:  Hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision)  (see  PRECAU- 
TIONS), Hematologic:  Neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (some- 
times Coombs  positive),  thrombocytopenia  with  or  without  purpura,  eosinophilia,  decreases  in 
hemoglobin  and  hematocrit.  Cardiovascular:  Congestive  heart  failure  in  patients  with  marginal 
cardiac  function,  elevated  blood  pressure,  palpitations.  Allergic:  Syndrome  of  abdominal  pain, 
fever,  chills,  nausea  and  vomiting:  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIONS): 
Renal:  Acute  renal  failure  in  patients  with  pre-existing  significantly  impaired  renal  function, 
decreased  creatinineclearance,  polyuria,  azotemia,  cystitis,  hematuria.  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis 
Incidence  less  than  1%— Causal  Relationship  Unknown** 

Gastrointestinal:  Pancreatitis.  Central  Nervous  System:  Paresthesias,  hallucinations,  dream 
abnormalities,  pseudotumor  cerebri.  Dermatologic:  Toxic  epidermal  necrolysis,  photoallergic 
skin  reactions,  Special  Senses:  Coniunctivitis,  diplopia,  optic  neuritis.  Hematologic:  Bleeding 
episodes  (eg,,  epistaxis,  menorrhagia),  Metatwiic/Endocrine:  Gynecomastia,  hypoglycemic 
reaction,  Cardiovascular:  Arrhythmias  (sinus  tachycardia,  sinus  bradycardia),  Allergic:  Serum 
sickness,  lupus  erythematosus  syndrome,  Henoch-Schonlein  vasculitis.  Renal:  Renal  papillary 
necrosis 

*Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions  occurring  in 
less  than  3%  of  the  patients  are  unmarked  ) 

**Reactions  are  classified  under  "Probable  Causal  Relationship  (PCRf  if  there  has  been  one 
positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related  Reactions 
are  classified  under  "Causal  Relationship  Unknown  " if  seven  or  more  events  have  been  reported 
but  the  criteria  for  PCR  have  not  been  met 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug  is  acidic 
and  excreted  in  the  urine  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis  Suggested  dosage  is  300, 
400.  or  600  mg  t.i.d.  or  q.i.d  Do  not  exceed  2400  mg  per  day  Mild  to  moderate  pain:  400  mg 
every  4 to  6 hours  as  necessary 

Caution:  Federal  law  prohibits  dispensing  without  prescription  med  b 7S 


Motrin  IS  a registered  trademark  of  The  Upjohn  Manufacturing  Company 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 
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News  About  Colleagues 

m 

ABOUT 

IOWA  PHYSICIANS 

Dr.  Marilyn  J.  Lies  recently  joined  the  Evans- 
dale  Health  Center.  Dr.  Lies  received  the  M.D. 
degree  at  the  U.  of  I.  College  of  Medicine  and 
completed  a one-year  family  practice  residency 
at  the  Black  Hawk  Area  Medical  Education 
Foundation.  While  in  medical  school.  Dr.  Lies 
was  presented  the  Family  Practice  Outstand- 
ing Student  Award.  . . . Dr.  Arnath  Un- 
ahalekhaka  recently  joined  the  Ohme  Medical 
Center  in  Primghar.  Dr.  Unahalekhaka  is  a 
diplomate  of  the  American  Board  of  Family 
Practice;  he  is  a general  surgeon  and  has  com- 
pleted a fellowship  in  thoracic  surgery.  Prior  to 
locating  in  Primghar,  Dr.  Unahalekhaka  was 
an  emergency  room  physician  in  Huntington, 


West  Virginia.  . . . Dr.  N.  K.  Pandeya,  Des 
Moines,  was  named  a fellow  of  the  American 
Society  of  Plastic  and  Reconstructive  Surgeons 
at  the  organization's  annual  meeting  in  San 
Antonio,  Texas.  In  1980,  he  was  the  first 
surgeon  in  the  United  States  to  be  certified  in 
plastic  and  reconstructive  surgery  by  the 
Academy.  . . . Dr.  Donovan  F.  Ward,  retired 
general  surgeon  from  Dubuque,  recently  has 
been  named  president-elect  of  the  Fifty  Year 
Club  of  American  Medicine.  Dr.  Ward  is  a past 
president  of  the  American  Medical  Asso- 
ciation; member  of  the  International  College  of 
Surgeons,  American  College  of  Surgeons  and 
the  American  Society  of  Abdominal  Surgeons. 


fQbco-> 

IF  YOU  ARE  LOOKING  TO  BRING  DOWN  THE  COST  OF  YOUR 
OFFICE  MEDICAL  SUPPLIES,  WITHOUT  SACRIFICING  QUALITY, 

JUST  . . . ASK  FOR  rObCQ-^ 

LET  US  PUT  THE  BUYING  POWER  OF  THE  WORLD’S  LARGEST 
INDEPENDENT  MEDICAL  SUPPLY  BUYING  GROUP  TO  WORK  FOR 
YOU. 

Your  rQbco-^  dealer  is: 

Hawkeye  Medical  Supply,  Inc. 

HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  lA  52244  (319)  337-3121  IOWA  WATS 

BRANCH  OFFICE:  5737  UNIVERSITY  AVE.,  DES  MOINES,  lA  50311  (515)  274-4015  1-800-272-6448 

“After  the  sale  . . . it’s  the  SERVICE  that  counts. " 

k 
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PHYSICIANS 


Y' 

^ ENJOY  the 

freedom  you  deserve 


Christian  Hospital,  a 728-bed  acute  care  regional 
health  care  center  in  suburban  North  St,  Louis 
County,  seeks  physicians  to  staff  our  expanding  epi- 
sodic care  centers  on  a full-  or  part-time  basis.  Take 
advantage  of  an  opportunity  to  use  your  training 
without  continuing  overhead  expenses  or  investment 
capital.  In  addition,  our  staff  scheduling  offers  you 
the  freedom  to  spend  time  with  your  family  or  pursue 
the  recreational  and  cultural  advantages  of  metropol- 
itan St,  Louis, 


The  Ideal  candidate  will  be  well  trained  in  Family 
Practice  or  Internal  Medicine, 


Along  with  an  excellent  salary  and  compensation 
package,  we  offer  you  the  opportunity  to  join  an 
organization  that  is  on  the  leading  edge  of  the  chang- 
ing health  care  field.  If 


D,W,  Brewer 

g I Physician  Recruiter 
Christian  Hospital  Northeast 

11133  Dunn  Rd  *81  Louis  MO  63136 


this  unique  opportu- 
nity sounds  interesting 
to  you,  please  call 
(314)  355-2300.  ext 
5141  (collect)  for  fur- 
ther details 


AN  EQUAL  OPPORTUNITY  EMPLOYER  M/F/H 


Give  Yourself  and  Your  Family  a Unique  Holiday  Present . . . 

A Trip  to  Mexico  in  Late  Winter! 

“REVIEW  AND  UPDATE- 
GENERAL  PEDIATRICS  AND  FAMILY  PRACTICE” 

March  3-8,  1985 
Sheraton  Hotel  Cancun,  Mexico 
Course  Sponsors: 

Creighton  University  School  of  Medicine 
University  of  Kansas  College  of  Health  Sciences 
University  of  Nebraska  College  of  Medicine 

Course  Speakers: 

Paul  Wehrle,  M.D. 

President  of  the  American  Academy  of  Pediatrics 
and 

Outstanding  faculty  from  three  medical  schools 
Course  Topics: 

Infectious  Diseases  Dermatology 

Pediatric  Orthopedics  Endocrinology 

Pediatric  and  Adult  Cardiology 

Fee:  $400 — Physicians  Credit:  24  hrs.  AMA  Cat.  I 

$200 — Residents/Interns 

To  register  or  for  further  information,  please  contact: 
Marge  Adey 

Center  for  Continuing  Education 
University  of  Nebraska  Medical  Center 
42nd  and  Dewey  Avenue 
Omaha,  NE  68105 
(402)559-4152 


Dr.  Charles  B.  Brindle  recently  began  family 
practice  in  Sheffield.  Dr.  Brindle  received  the 
M.D.  degree  at  the  U.  of  I.  College  of  Medicine 
and  completed  his  family  practice  residency  at 
Mercy  Hospital  in  Mason  City. 


Dr.  Niles  F.  Greenhouse  recently  joined  the 
Park  Clinic  in  Mason  City.  Dr.  Greenhouse 
interned  at  Stamford  Hospital,  Stamford,  Con- 
necticut and  served  his  obstetrics  and  gynecol- 
ogy residency  at  State  University  of  New  York 
Hospitals  in  Buffalo,  New  York.  . . . Dr. 
Thomas  L.  Duncan  recently  joined  Medical 
Associates  in  Le  Mars.  Dr.  Duncan  received 
the  M.D.  degree  at  Creighton  University  Col- 
lege of  Medicine  and  completed  his  family 
practice  residency  at  St.  Joseph  Mercy  Hospital 
in  Mason  City.  . . . Dr.  Joseph  H.  Spearing, 
Harlan,  has  been  elected  to  the  board  of  direc- 
tors of  the  Midlands  Emergency  Medical  Ser- 
vices Council.  Midlands  EMS  Council  is  a 12- 
county  coordinating  agency  for  emergency 
medical-rescue  services.  . . . Dr.  Darrell  Jeb- 
sen  recently  began  family  practice  in  Marshall- 
town. Dr.  Jebsen  received  the  M.D.  degree  at 
the  U.  of  I.  College  of  Medicine  and  completed 
his  family  practice  residency  at  Broadlawns 
Medical  Center  in  Des  Moines.  . . . Dr.  Francis 
J.  Danik  has  joined  Waterloo  Internal  Medi- 
cine Associates.  Dr.  Danik  received  the  M.D. 
degree  at  Washington  University  School  of 
Medicine  in  St.  Louis,  Missouri  and  served  his 
internal  medicine  residency  at  the  University 
of  Wisconsin  College  of  Medicine  in  Madison, 
Wisconsin.  . . . Dr.  Rodney  Erikson  recently 
began  family  practice  at  the  Vinton  Clinic.  Dr. 
Erickson  received  the  M.D.  degree  at  the  Uni- 
versity of  Wisconsin  College  of  Medicine  in 
Madison,  Wisconsin  and  completed  his  family 
practice  residency  in  Cedar  Rapids. 


Dr.  Ronald  L.  Zoutendam,  Sheldon,  recently 
was  honored  for  25  years  of  service  to  the  Shel- 
don community.  Dr.  Zoutendam  received  the 
M.D.  degree  at  the  U.  of  I.  College  of  Medicine 
and  began  medical  practice  in  Sheldon  in  1959. 

. . . Dr.  Juliana  B.  Alindada  recently  joined 
the  staff  at  the  Gilfillan  Clinic  in  Bloomfield. 
Dr.  Alindada  received  her  medical  education  at 


448  / Iowa  Medicine 


i 


Manila  Central  University  and  interned  at 
Mary  Johnston  Hospital  in  the  Philippines.  She 
served  her  obstetrics  and  gynecology  residen- 
cy at  Ravenswood  Hospital  Medical  Center  in 
Chicago  and  Mercy  Hospital  in  Pittsburgh, 
Pennsylvania.  . . . Dr.  Thomas  L.  Bryant  has 
joined  Dr.  Winn  Gregory  in  the  practice  of 
surgery  in  Ottumwa.  Dr.  Bryant  received  the 
M.D.  degree  at  the  U.  of  I.  College  of  Medicine 
and  served  his  surgery  residency  in  Akron, 
Ohio.  . . . Dr.  Richard  Thorne  recently  began 
family  practice  in  Orange  City.  Dr.  Thorne  re- 
ceived the  M.D.  degree  at  the  University  of 
South  Dakota  School  of  Medicine  and  served 
his  family  practice  residency  in  Sioux  City.  . . . 
Dr.  Roger  A.  Harden  has  joined  the  Bluff 
Medical  Center  in  Clinton.  Dr.  Harden  re- 
ceived the  M.D.  degree  at  Johns  Hopkins 
Medical  School  in  Baltimore,  Maryland;  in- 
terned and  served  his  residency  in  internal 
medicine  at  Baylor  College  of  Medicine  in 
Houston,  Texas  and  completed  a fellowship  in 
allergy  at  the  University  of  Michigan  at  Ann 
Arbor.  Dr.  Scott  L.  Kiehlmeier  recently  joined 
Medical  Associates  in  Cedar  Falls.  Dr.  Kiehl- 
meier received  the  M.D.  degree  and  served  his 
pediatric  residency  at  Hahnemann  University 
School  of  Medicine  in  Philadelphia,  Pennsyl- 
vania. 


Dr.  Greg  Zoltani  plans  to  begin  the  private 
practice  of  neurology  in  Dubuque.  Dr.  Zoltani 
received  the  M.D.  degree  at  the  University  of 
lllinois-Peoria  and  completed  his  neurology 
residency  at  the  Medical  University  of  South 
Carolina  in  Charleston.  . . . Dr.  Jim  Williams 
has  joined  the  staff  at  the  Creston  Medical 
Clinic.  Dr.  Williams  received  the  M.D.  degree 
at  the  U.  of  I.  College  of  Medicine  and  served 
his  family  practice  residency  in  Ogden,  Utah. 
He  formerly  practiced  in  Steamboat  Springs, 
Colorado.  . . . Dr.  Gary  Erbes  recently  joined 
the  Harlan  Doctors  Clinic.  Dr.  Erbes  received 
the  M.D.  degree  at  the  U.  of  1.  College  of  Medi- 
cine and  completed  his  family  practice  residen- 
cy in  Waterloo.  . . . Dr.  David  Carlyle  recently 
joined  the  Titonka  Medical  Clinic.  Dr.  Carlyle 
received  the  M.D.  degree  at  the  U.  of  1.  College 
of  Medicine  and  completed  his  family  practice 
residency  at  the  Waterloo  Family  Practice  Res- 
idency Program. 


TIME  SAVING 
PRESCRIPTION 
FOR  MEDICAL 
STAFFS 


PERMA  STAMP"  pre-inked  hand  stamps 
are  the  perfect  time  saving  prescription  for 
all  medical  staffs.  They  require  no  stamp 
pad;  cutting  marking  time  in  half.  No  more 
ink  pad  mess  either.  JUST  THOUSANDS  & 
THOUSANDS  OF  CRISP,  CLEAN  IM- 
PRESSIONS. Custom  imprints  tomeetyour 
specific  needs  or  stock  imprints  available. 

Want  it  on  paper,  fast,  readable  time  after 
time ...  try  Perma-Stamp®. 


PEIMMA 
TAMP 


VJe’re  Iowa's 
Only  Perma  Stamp 
Manufacturer! 


MAKES  BETTER  IMPRESSIONS 


DES  MOINES  STAMP  MFC.  CO. 

Manufacturers  of  Marking  Products  Since  1880 
851  Sixth  Ave.  Pox  1798  Des  Moines,  Iowa  50306 
Phone:(515)288-7248 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines.  Iowa  50308 
Phone:  515  243-3690  or  Iowa  toll-free:  1-800-622-8335 
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MILLARD  K.  MILLS 
AND  COMPANY 

Specializing  In 

COMPLETE  PRACTICE  SURVEYS 

Personnel  Management 

Public  Relations 

Group  Management 

★ ★★★★★ 

Millard  K.  Mills,  Pres. 
Certified  Professional  Bus.  Consultant 
Member:  Society  of  Professional 
Consultants 
★ ★★★★★ 

Serving  Iowa  Medicine  since  1949 

226  Alta  Vista  Ave. 
Waterloo,  Iowa  50703 
319-232-1197 


OB-GYN  — 
PEDIATRICIAN  TEAM 

New  Hospital  Opening  in  Fall  of  1984 
in  Fulton,  Missouri 


This  represents  an  outstanding  medical 
practice  opportunity.  County  of  30,000 
primary  service  area  with  fine  small  com- 
munity of  12,000+  hosting  two  nationally 
known  colleges  and  a growing  industrial 
base.  We  are  close  to  the  Lake  of  the 
Ozarks  as  well  as  multiple  other  recreation- 
al opportunities  and  facilities.  The  Hospital 
has  a fine  tradition  of  strong  family-practice 
physicians  and  has  recently  recruited  an 
orthopedic  surgeon  to  build  its  surgical 
team  to  two.  There  are  over  400  births  in 
this  County  each  year,  and  the  pediatric 
population  is  growing  steadily.  Residents 
want  the  best  in  specialist  medical  care. 
For  further  information  regarding  guaran- 
tees or  other  considerations  contact  Shar- 
on R.  Heinlen,  Administrator,  Callaway 
Community  Hospital,  Hospital  Drive,  Ful- 
ton, MO  65251,  314-642-3376. 


Dr.  Gary  A.  Beetner  recently  joined  Medical 
Associates  in  Aplington.  Dr.  Beetner  received 
the  M.D.  degree  at  the  U.  of  1.  College  of  Medi- 
cine and  had  a family  practice  residency  at 
DeWitt  Army  Hospital  in  Fort  Belvoir,  Vir- 
ginia. Dr.  Beetner  has  served  recently  as  a mis- 
sionary physician  in  Zaire.  . . . Dr.  David  Car- 
lyle recently  began  family  practice  at  the 
Titonka  Area  Medical  Clinic,  a branch  of  the 
Kossuth  Family  Health  Center  in  Algona.  Dr. 
Carlyle  received  the  M.D.  degree  at  the  U.  of  I. 
College  of  Medicine  and  completed  his  family 
practice  residency  in  Waterloo. 


DEATHS 

Dr.  Harold  J.  Richter,  80,  Albia,  died  July  29  at 
Mercy  Hospital  Medical  Center  in  Des  Moines. 
Dr.  Richter  received  the  M.D.  degree  at  the  U. 
of  1.  College  of  Medicine  and  interned  at  Mercy 
Hospital  in  Des  Moines.  An  Albia  physician  for 
48  years.  Dr.  Richter  retired  in  1983. 
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CLASSIFIED 

ADVERTISING 


FOR  SALE  — Burdick  microwave  diathermy  MW  200;  wall  mounted 
X-ray  cassette  holder;  lead  lined  film  box;  new  3 compartment  X-ray 
developing  tank;  X-ray  time  clock  (GE);  X-ray  solution  thermometer; 
floor  stand  Burton  spotlight  with  extra  bulb;  and  Grafco  electronic 
stethoscope  (battery  model).  For  further  information  contact  Roger  W. 
Boulden,  M.D.,  201  North  Main  Street,  Lenox,  Iowa  50851.  Phone  515/ 
333-2815. 


FOR  SALE  — Complete  office  furniture;  equipment  and  small  instru- 
ments. GE  X-ray  300  MA  with  fluroscope;  5 examining  tables  available; 
X-ray  metal  files;  other  3-drawer  metal  files;  brown  electrodermatome 
with  steel  case  and  new  blades.  Like  new.  Write  or  call  Dan  L.  Bray, 
M.D.,  Box  596,  Algona,  Iowa  50511.  Phone  515/295-2828. 


MEDICAL  DIRECTOR  — Opportunity  for  physician  with  experience  in 
medical  group  practice  administration  to  join  established  HMO  in  Madi- 
son, Wisconsin.  Group  Health  serves  29,000  patients  with  its  staff  of  20 
physicians  and  total  staff  of  180.  Excellent  salary  and  benefit  program. 
This  represents  a rewarding  opportunity  to  develop  or  progress  your 
career  in  medical  administration.  Contact  John  Mueller,  Group  Health 
Cooperative,  1 South  Park  Street,  Madison,  Wisconsin  53715.  Phone 
608/251-4156. 


FAMILY  PRACTICE  — Rapidly  expanding  staff  model  HMO  in  Madi- 
son, Wisconsin,  has  opportunities  for  additional  family  practice  physi- 
cians. Competitive  salary  with  excellent  benefits  and  attractive  practice 
setting.  GHC  is  an  established,  rapidly  growing  HMO  serving  29,000 
patients.  Current  staff  totals  180  employees,  including  20  physicians. 
Contact  John  Mueller,  Group  Health  Cooperative,  1 South  Park  Street, 
Madison,  Wisconsin  53715.  Phone  608/251-4156. 


OB/GYN  — Group  Health  Cooperative  has  1984  opening  for  Board 
Certified/Eligible  obstetrician  and  gynecologist.  GHC  is  an  established, 
rapidly  expanding  HMO.  Staff  enjoy  a stable  salary  plus  excellent  ben- 
efit program  including  5-6  weeks  of  time  off  plus  $3,000  CME  funding. 
Madison  is  a city  of  200,000  population;  University  of  Wisconsin;  and  4 
lakes.  Contact  John  Mueller,  Group  Health  Cooperative,  1 South  Park 
Street,  Madison,  Wisconsin  53715.  Phone  608/251-4156. 


GENERAL  SURGEON  — Board  certified  or  Board  eligible.  To  join 
eight-member  family  practice  medical  center.  Have  full-time  radiolo- 
gist. Major  specialties  consult  on  regular  basis.  Located  at  International 
Falls  in  northern  Minnesota.  Near  Voyageurs  National  Park.  Year 
around  outdoor  recreation  abounds.  Served  by  major  airline.  Popula- 
tion, 20,000.  Send  curriculum  vitae  to  Dr.  James  R.  Schuft,  Falls  Medical 
Center,  Shorewood  Drive,  International  Falls,  Minnesota  56649. 


FAMILY  PRACTITIONERS  — Do  you  find  yourself  wishing  you  could 
just  practice  medicine  again?  A well  established,  comprehensive  Family 
Practice  group  is  seeking  a Board  Eligible  or  Board  Certified  Family 
Practitioner.  An  opportunity  for  established  physicians  to  become  part 
of  a medical  team  affiliated  with  a large  central-Iowa  Medical  Center. 
OB  required.  Salary  negotiable  based  on  experience  and  qualifications. 
Appropriate  benefits  available.  Interested  physicians  should  send  CV 
and  reply  to:  IOWA  MEDICINE,  No.  1556,  1001  Grand  Avenue,  West 
Des  Moines,  Iowa  50265.  ALL  INQUIRIES  CONFIDENTIAL. 


CENTRAL  IOWA  MEDICAL  PRACTICE  NEEDS  LOCUM  TENENS 
PHYSICIAN  — Time  flexible.  For  further  Information  write  or  call 
Wiltfang-Paulson  Clinic,  Box  715,  1129  Spencer  Street,  Grinnell,  Iowa 
50112.  Phone  515/236-3163. 


WANTED  — Good,  used  three-channel  EKG  machine,  laryngoscope 
with  adult  blade,  ambu  bag,  and  wheelchair.  Write  Box  410,  Le  Mars, 
Iowa  51031. 


FOR  SALE  — OFFICE  EQUIPMENT  — GOOD  AS  NEW  — 2 exam 
tables,  hemoglobinometer,  hemocytometer,  Robert  Shaw  Pediatric  Bag 
& Mask  Kit,  disposable  laryngoscope,  goose  neck  lamp,  Olympic 
papoose  board  and  two  stools,  adult  scale  with  height  rod.  Phone  515/ 
961-2546  or  write  P.  O.  Box  238,  Indianola,  Iowa  50125. 


OB/GYN  PHYSICIAN  — Tired  of  the  cold  Iowa  winters?  Plan  now  to 
relocate  in  beautiful,  sunny,  Taos,  New  Mexico.  Obstetrician/gyne- 
cologist desired  for  private  practice.  For  more  information  contact  Judy 
Harris,  Recruitment  Specialist,  New  Mexico  Health  Resources,  404  Mar- 
ble, N.W.,  Albuquerque,  New  Mexico  87102.  505/242-0633. 


GENERAL  SURGEON,  OB/GYN  AND  INTERNAL  MEDICINE  PHYSI- 
CIANS — To  join  seven-doctor  family  practice  clinic  in  Cloquet,  Minne- 
sota, a community  of  12,000  (30,000  service  area)  located  20  minutes  from 
Duluth-Superior.  Clinic  facility  is  located  one  block  from  modern,  well- 
equipped  77-bed  hospital.  Cloquet  enjoys  a stable  economy  (forest  prod- 
ucts). Additionally,  our  community  is  noted  for  its  excellent  school 
system.  First  year  salary  guarantee,  paid  malpractice,  health  and  disabil- 
ity insurance,  vacation  and  study  time.  Contact  John  Turonie,  Adminis- 
trator, Raiter  Clinic,  Ltd.,  417  Skyline  Blvd.,  Cloquet,  Minnesota  55720. 
Telephone  218/879-1271. 


FAMILY  PRACTITIONER  WANTED  — BC/BE  sought  to  join  8-member 
multi-specialty  group.  Salary  guarantee  with  partnership  possibility 
after  first  year.  Contact  John  McDermott,  Mgr.,  The  Davenport  Clinic, 
1820  W.  Third  Street,  Davenport,  Iowa  52802.  319/326-1661. 


FAMILY  PHYSICIAN  WANTED  — For  diagnosis,  treatment,  and  pa- 
tient care  in  all  areas  of  family  practice  medicine.  M.D.  degree  required, 
1 year  training  in  a medical  residency  and  2 years  experience.  40  hours 
per  week,  $70,000  per  year.  Apply  or  send  resume  to  Job  Service  of  Iowa, 
150  Des  Moines  Street,  Des  Moines,  Iowa  50315.  J.  O.  #1581209. 


FAMILY  PRACTICE  — INDUSTRIAL  MEDICINE  — A balanced  prac- 
tice awaits  you  in  beautiful  S.E.  Wisconsin.  Associate  needed  to  share 
this  rapidly  growing  practice.  Contact  Westmound  Clinics,  683  West- 
mound,  Waukesha,  Wisconsin  53186.  414/549-9100. 


GENERAL  SURGEON,  OB/GYN  and  INTERNAL  MEDICINE  SPE- 
CIALISTS — To  join  seven-doctor  family  practice  clinic  in  Cloquet, 
Minnesota,  a community  of  12,000  (30,000  service  area)  located  20  min- 
utes from  Duluth-Superior.  Clinic  facility  is  located  one  block  from 
modem,  well  equipped  77-bed  hospital.  Cloquet  enjoys  a stable  econ- 
omy (forest  products).  Additionally,  our  community  is  noted  for  its 
excellent  school  system.  First  year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and  study  time.  Contact  John 
Turonie,  Administrator,  Raiter  Clinic,  Ltd.,  417  Skyline  Blvd.,  Cloquet, 
Minnesota  55720.  Telephone  218/879-1271. 


FAMILY  PRACTITIONER  POSITION  — available  in  rural  setting.  20 
minutes  from  Des  Moines.  Busy  clinic  with  young  Board  Certified 
Family  Practitioners.  Write  Box  238,  Indianola,  Iowa  50125. 


FAMILY  PRACTICE  POSITION  — Join  group  of  6 M.D.'s  in  south 
central  Iowa  town  of  11,000.  Clinic  located  adjacent  to  77-bed  hospital. 
Excellent  working  hours  with  limited  call  schedule.  Good  salary  and 
fringe  benefits.  Call  collect  515/673-6762  or  write  Business  Manager,  1225 
C Avenue  East,  Oskaloosa,  Iowa  52577. 


NEEDED  FOR  THREE  IOWA  LOCATIONS  — Emergency  Room  and 
Neighborhood  Clinic  physicians  needed  for  three  Iowa  locations.  Com- 
pensation $70,000-$100,000  annually.  Contact  Central  Iowa  Medical, 
P.C.,  P.  O.  Box  65574,  West  Des  Moines,  Iowa  50265  or  call  515/223-9378. 


FAMILY  PRACTICE  — Opportunity  to  associate  with  modem,  growing 
primary  care  medical  group  in  eastern  Iowa.  Dynamic  group  of  6 FP's,  2 
Pediatricians,  and  2 Internal  Medicine  physicians.  New  30,000  sq.  ft. 
clinic  located  next  to  community  hospital.  Excellent  fringes  and  corpo- 
rate package.  Call  319/264-3258  collect  or  write  Michael  Sundall,  Musca- 
tine Health  Center,  1514  Mulberry  Avenue,  Muscatine,  Iowa  52761. 
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PHYSICIANS' 

DIRECTORY 


ALLERGY 


RICHARD  L.  COOLEY,  M.D. 

PARK  CLINIC 
MASON  CITY 
515/421-5677 
PEDIATRIC  ALLERGISTS,  P.C. 

GEORGE  G.  CAUDILL.  M.D. 

VELJKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEOAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-86766 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEOICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.O. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M,D. 

943  19TH 
DES  MOINES  50311 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


GYNECOLOGY 


LANE  A.  REEVES,  M.D.,  P.C. 

MEDICAL  ARTS  CENTER,  SUITE  355 
2055  KIMBALL  AVENUE 
WATERLOO  50702 
319/291-2000 

PRACTICE  LIMITED  TO  GYNECOLOGY 
REPRODUCTIVE  ENDOCRINOLOGY 
AND  INFERTILITY 


HEMATOLOGY-ONCOLOGY 


JASJEET  SANGHA,  M.D. 

3118  BROCKWAY  ROAD 
WATERLOO  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P C. 
DANIEL  H.  GERVICH,  M.D. 

INFECTIDUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  5031 1 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


PULMONARY  MEDICINE,  P.C. 
STEVEN  K.  ZORN,  M.D. 
GREGORY  HICKLIN,  M.D. 
4060  WESTOWN  PKWY. 
WEST  DES  MOINES  50265 
515/225-8452 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
ROGER  T.  LUI,  M.O. 

STEVEN  G.  BERRY,  M.D. 

DONALD  L.  BURROWS,  M.D. 

PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D. 

NEWBORN  SPECIALIST,  P.C. 
421  LAUREL 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES.  P.C. 

MICHAEL  J.  STEIN,  0.0. 

DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKOOY,  M.D.,  ROBERT  C.  JONES,  M.D., 
STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  UMORGESE,  M.O. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 
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ROBERT  A.  HAYNE,  M.D. 

THOMAS  A.  CARLSTROM,  M.O. 

METHOOIST  MEOICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 

MICHEL  ANORE,  M.D. 

1420  WOODLAND 
DES  MOINES  50309 
515/243-5014 

PRACTICE  LIMITED  TO  NEUROSURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC.  P.C. 

OTIS  0.  WOLFE,  M.D.,  RUSSELL  H.  WAH,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R.  WIDNER,  M.D., 
GILBERT  W.  HARRIS,  M.D.,  JAMES  A.  DAVISON,  M.D. 
309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 

OPHTHALMIC  ASSOCIATES,  P.C. 

ARTHUR  C.  WISE,  M.D.,  ROBERT  D.  WHINERY, 

M.D.,  STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 

NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D., 

MICHAEL  L.  LONG,  M.D. 

U.  JOHN  BERZINS,  M.D. 

BRADLEY  L.  ISAAK.  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1481 
MASON  CITY  50401 
515/423-8861 

GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE,  M.D., 
GERALD  J.  COLLINS,  M.D.,  JAMES  E.  SPODEN,  M.D. 
310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 

R08ERT  T.  BROWN,  M.D., 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK.  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 

OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

939  OFFICE  PARK  RD.,  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

EAR,  NOSE  AND  THROAT  SURGERY, 

HEAD  AND  NECK  SURGERY,  FACIAL 
PLASTIC  SURGERY 


PHILLIP  A.  LINGUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D., 
GERALD  W.  HOWE,  M.D., 

JAMES  J.  PUHL,  M.D., 

EDWARD  A.  DYKSTRA,  M.D., 
MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  DENSER.  JR.,  M.D.,  M.  A.  MESERVEY,  M.D., 
A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-2590 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D., 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 

MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 

CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 

CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

A.  SUZANNE  MORSTAD,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION  CENTER 
IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 
2416  TOWNCREST  DR. 
IOWA  CITY  52240 
319/338-7941 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SER- 
VICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


SAHERFIELO  PSYCHIATRIC  ASSOCIATES,  P.C. 
2928  HAMILTON  BLVD. 

SIOUX  CITY  51104 
712/277-2379 

PSYCHIATRIC  THERAPY  — ALL  AGES 


JEAN  ARNOLD,  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY  — ALL  AGES 
COUPLE  COUNSELING 


ASSOCIATES  FOR  PSYCHIATRY  P.C. 

WM.  J.  MOERSHEL,  M.D.; 

CHAS.  G.  WELLSO,  M.D.; 

EDICK  HARTUNIAN,  M.D.; 

S.  ORTEGA,  M.D.; 

FRANCIS  A.  VASQUEZ,  M.D. 

717  A AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/364-0116 

Telephone  answered  day  or  night 

ADULT  AND  CHILD  PSYCHIATRY 
MARRIAGE  AND  FAMILY  COUNSELING 
PSYCHOLOGICAL  TESTING 


SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 


PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MDINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY.  SURGERY  OF 
THE  HAND 


UROLOGY 


A.  W.  WOODWARD.  M.D. 

3116  BRDCKWAY  RD. 

WATERLDD  50702 
319/236-3435 

PRACTICE  LIMITED  TO  UROLOGY 


October  1984  / 453 


A Monthly  Commentary 

IN  THE 

PUBLIC  INTEREST 

Manpower/Economics,  Etc. 

IN  THE  past  14  years,  the  total  number  of 
physicians  in  the  United  States  has  in- 
creased by  50.3%. 

This  finding  is  based  on  research  of  the 
American  Medical  Association  and  compiled 
in  its  publication,  American  health  system 
1984.  The  data  indicate  the  average  number  of 
physicians  for  every  100,000  patients  has 
grown  from  163  in  1970  to  217  in  1982. 

These  figures  can  be  examined  in  two  ways. 
On  one  hand,  they  suggest  a rosy  prognosis 
for  the  American  patient.  More  numbers  of 
physicians  mean  more  medical  care  choices  for 
individuals  and  families.  This  numerical 
growth  is  producing  a competitive  environ- 
ment with  pluses  and  minuses. 

On  the  other  side  of  the  chart  are  questions 
about  the  numerical  adequacy  of  the  patient 
market.  Are  there  sufficient  numbers  of  pa- 
tients to  offer  economic  incentive  to  both  new 
and  experienced  practitioners?  Will  the  de- 
mand for  physician  services  rise  or  fall  as  re- 
strictive cost  measures  are  imposed? 

The  AMA  study  notes  the  average  profes- 
sional expense  per  physician  in  1982  was 
$78,400.  Between  1973  and  1982,  the  study  said 
physician  expenses  increased  at  an  average 
annual  rate  of  10.4%.  Since  1973  the  average 
physician  salary,  minus  expenses,  increased  at 
an  annual  growth  rate  of  8.3%. 

Even  with  inflation  factors  and  the  growing 
physician  population,  the  AMA  report  still 
notes  that  key  medical  and  economic  factors 
have  not  worsened  substantially  for  most 
physicians.  It  is  of  interest  the  average  net  in- 
come of  physicians  under  36  years  of  age,  new- 
comers to  practice,  had  the  highest  rate  of 
growth  for  any  age  group  between  1973  and 
1982.  According  to  the  AMA  study,  in  1973, 
physicians  in  the  under  36  age  bracket  showed 
$32,800  as  their  mean  net  income.  In  1979  aver- 


age income  figures  for  this  age  group  climbed 
to  $64,300,  with  increases  apparent  for  the  next 
few  years. 

It  appears  many  parts  of  the  United  States 
need  additional  physicians.  The  data  indicate 
Iowa  may  be  such  a state.  We  have  142  physi- 
cians for  every  100,000  patients.  This  is  well 
below  the  national  average.  Iowa  ranks  forty- 
fifth  among  the  states  in  ratio  of  physicians 
providing  care  to  population.  The  AMA  fig- 
ures are  not  weighted  for  any  sociologic  or 
demographic  characteristics  evident  in  the  re- 
spective states,  i.e.,  number  of  elderly  citizens. 

Interestingly,  the  directory  of  iowa  family 
PRACTICE  opportunities  issued  in  July  lists  159 
communities  as  saying  they  need  physicians. 
Fifty-three  of  these  communities  say  they  need 
more  than  one  physician.  Over  half  of  the  Iowa 
communities  on  this  list  have  populations  over 
5,000. 

As  the  AMA  study  demonstrates,  physician 
salaries  are  not  rising  as  fast  as  expenses  of 
practice  and  inflation.  The  now  emerging  Med- 
icare Deficit  Reduction  Act  will  impose  further 
economic  restrictions  on  health  providers. 

While  the  complex  issues  of  physician  num- 
bers and  economic  parity  are  set  forth  statisti- 
cally in  this  AMA  report,  the  figures  presented 
remain  fully  open  to  interpretation  and  subject 
to  correlation  with  local  circumstances. 

It  seems  Iowa  still  needs  physicians.  What 
must  be  considered  carefully  is  the  selection  of 
a site  where  the  need  is  well  identified. 

What  is  heartening,  to  be  sure,  are  the  AMA 
statistical  findings  which  show  there  has  been 
a substantial  improvement  in  the  nation's 
health  status  over  the  last  two  decades.  This  is 
the  “bottom  line"  goal  we  all  seek. 
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FOR  THE  PREDIQABIUTY 
CONFIRMED  BY  EXPERIENCE 

DMMANE® 

flurozepom  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset* ' 

• More  total  sleep  time*  " 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights'" 

• Patients  usually  awake  rested  and  refreshed'" 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy'  ^ ‘°  *' 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy 

f 

1_ 


DALMAHE*€ 

flurozepom  HCl/Poche 
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DALMANE®  <S 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  piossibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  {e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommend^  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation.  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase:  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Bdedy  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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CHILD  ABUSES 


Revisited 


Child  Sexual  Abuse 
Called  The  'Silent 
Epidemic' 


Who  Cares  For  The 
Children? 


somcmyrnESiuwoRRED? 


You  know  they  mean  well.  But  you  also  need  to  know  that  many 
malpractice  insurers  simply  don’t  have  The  St.  Paul’s  financial 
stability.  Assets  over  $5.3  billion.  Expertise  measured  by  more  than 
130  years  in  the  insurance  business.  Commitment  best  exemplified 
by  nearly  50  years  of  providing  insurance  to  the  medical  community. 

More  than  55,000  physicians,  over  1,550  hospitals  and  hundreds 
of  thousands  of  other  health  care  professionals  already  insure 
with  The  St.  Paul.  They  benefit  from  loss  prevention  programs 


that  work,  claims  service  that  is  second  to  none  and  the  peace  of 
mind  that  only  St.  Paul’s  experienced  staff  and  financial  resources 
can  provide. 

Call  Tim  Morse,  senior  marketing  officer  in  The  St.  Paul's  Medical  Services 
Division.  His  toll  free  phone  number  is  1-800-328-2189,  extension  7642. 
He’ll  explain  our  approach  and  put  you  in  touch  with  an  independent 
insurance  agent  who  understands  your  needs. 
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CHILD  ABUSE/ 


ABOUT  THE  COVER  — Much  attention  is  being 
focused  on  the  problem  of  child  abuse  in  its 
various  dimensions.  Our  cover  this  month  pro- 
vides a graphic  portal  to  this  special  November 
issue  of  IOWA  MEDICINE  which  is  devoted 
almost  entirely  to  the  subject.  The  magnitude  of 
the  press  coverage  today  underscores  the  need 
for  Iowa  physicians  to  be  alert  and  responsive 
where  situations  of  child  abuse  may  exist. 


IOWA  MEDICINE  IS  owned  ond  published  monthly  by  the  IOWA  MEDICAL  SOCIETY.  It  contains  material  of  scientific 
and  socioeconomic  interest  mainly  to  Iowa  physicians.  The  IOWA  MEDICAL  SOCIETY  has  3,000  member  physi* 
dans  in  92  county  medical  societies.  The  IMS  Headquarters  is  at  1001  Grand  Avenue,  West  Des  Moines,  Iowa 
50265. 
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TO  SCORE  BIG, 
YOU’VE  GOT  TO  CALL 
THE  RIGHT  PLAYS. 


When  it  comes  to  providing  growth- 
oriented  employee  benefit  fund 
management,  Bankers  Trust  fields  a 
strong  team.  We  work  closely  with 
our  clients  and  their  other  financial 
advisors  to  assure  understanding  of 
goals  and  agreement  on  methods  of 
achieving  them. 

Our  seasoned  investment  profes- 
sionals have  a winning  record  of 
successful  portfolio  management. 

And  we  provide  a complete  turnkey 
service  package.  We  handle  all  of 
the  custodial  and  reporting  details  of 
fund  administration. 

What's  more,  we  help  our  clients 
hold  the  line  on  costs.  Our  fees  are 
fully  competitive.  And  because  we  re 
right  here,  you  enjoy  a home  field 


Or  phone  toll-free  from  anywhere  in 
Iowa:  800-362-1688.  Member  FDIC. 
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PRESIDENT'S 

PRIVILEGE 


ONE  MORE  TIME  — CREDIBILITY 


During  the  summer,  we  discussed  the  im- 
portance of  getting  to  know  your  legisla- 
tor. We  talked  about  establishing  your  CREDI- 
BILITY with  him  or  her  — letting  him  or  her 
know  of  your  interest  in  the  legislative  process 
— letting  him  or  her  know  of  your  appreciation 
for  the  difficult  job  he  or  she  has  — and  letting 
him  or  her  know  of  your  concern  for  good 
health  care  for  Iowa  citizens. 

NOW,  BEFORE  THE  LEGISLATIVE  SES- 
SION BEGINS  — is  the  time  to  contact  your 
legislators  regarding  the  upcoming  session.  In- 
dividual contacts  are  important  as  always. 

Each  county  society  is  requested  to  get 
together  with  its  legislators  and  discuss  the 
issues,  offer  information  and  reaffirm  our  con- 
cern as  physicians  for  quality  medical  care  and 
access  to  that  care. 

Many  county  societies  have  routinely  met 
with  their  legislators  to  discuss  issues  and  pro- 
vide information.  If  your  county  society  has 
not,  why  not  set  up  a dinner,  lunch  or  break- 


fast meeting  for  your  legislators.  Let  them 
know  who  you  are  and  of  your  concern  for 
your  patients.  ESTABLISH  CREDIBILITY. 

As  a contrast,  too  often  legislators  do  not 
hear  at  all  from  their  physician  constituents  or 
only  at  times  of  crucial  votes  when  the  doctor  is 
only  a voice  over  the  phone.  You  are  not  effec- 
tive that  way. 

ESTABLISH  YOUR  CREDIBILITY. 


\i  'tUjMlIUL  ^ 

John  E.  Tyrrell,  M.D. 
President 


P.S.  Child  abuse  is  an  agonizing  subject.  This 
special  issue  provides  valuable  information.  Please 
share  this  issue  with  others  after  you  have  read  it. 
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Your  Prouty 
Team  Is  Ready 
To  Serve  You 
On  a Moment*s 
Notice.  Please 
Contact  Us! 


JOHN  A.  RENO 

BERNIE  LOWE,  JR., 
C.L.U.,  R.H.U. 

RICHARD  J.  KAUTH 

HOWARD  HOGAN, 
C.L.U. 

KENNETH  C.  KAUTH 
JENNIFER  DuPEY 
RUTH  CLARE 


Please  Call  or 
Write: 

THE 

PROUTY 

COMPANY 


INSURANCE 
ADMINISTRATORS 
AND  COUNSELORS 

2600  72nd  Street 
Suite  0 

Des  Moines,  Iowa  50322 
Telephone: 

515t278  5580 
8001532-1105 


Celebrating  30  Years 
Of  Dedicated  Service 
To  Iowa  Physicians 


Helping  Iowa  Medical  Society  members  achieve  their  broad  insurance  goals  has 
been  our  objective  for  three  decades.  We’re  proud  of  this  long  association.  Our 
staff  is  anxious  to  hold  the  trust  and  confidence  we  have  built. 

As  IMS  insurance  administrators  and  counselors,  we  are  available  to  assist  in  ob- 
taining the  best  protection,  security  and  income  growth  possible  for  yourself  and 
your  family.  We  have  endorsed  coverages  in  most  areas  of  insurance,  including: 


* Accident/Sickness  Disability  (3  Options) 

* Office  Overhead  Disability 

* Life  Insurance  (Several  Options) 

* Universal  Life 

* Group  Health  Coverage 

* Excess  Major  Medical 

* Accidental  Death/Dismemberment 

* Special  Modified  Permanent  Life 

* Group  Automobile  Coverage 

* Tax  Audit  Insurance 


Thank  you  for  the  opportunity  to  be  of  service 

The  Prouty  Company 


Marion  E.  Alberts,  M.D. 

COMMENTING 

EDITORIALLY 

WHO  CARES  FOR  THE  CHILDREN? 


IT  HAS  BEEN  ESTIMATED  by  1990  there  will  be  38 
million  children  under  the  age  of  10  years  in 
the  United  States.  This  increase  of  nearly  5 
million  represents  the  relatively  late  entrance 
of  the  post-war  "baby  boom"  generation  into 
the  role  of  parenthood.  Many  of  these  new 
parents  will  find  it  necessary  for  both  partners 
to  work  to  maintain  the  way  of  life  in  which 
they  grew  up.  Therein  lies  the  major  problem: 
Who  will  care  for  the  children? 

Figures  available  about  child  care  today  stag- 
ger those  of  us  who  are  professionally  con- 
cerned with  the  welfare  of  children.  About  5 
million  U.S.  children  under  the  age  of  10  have 
no  caretakers  when  they  come  home  from 
school;  some  500,000  pre-schoolers  under  the 
age  of  6 are  "latch  key"  children.  Furthermore, 
reports  indicate  about  2 million  children  are  in 
formal  licensed  day-care  centers.  More  than  5 
million  children,  ages  3-5,  attend  nursery 
schools  or  kindergarten  (another  form  of  day- 
care for  many).  Uncounted  millions  of  U.S. 
children  are  cared  for  by  unlicensed  baby  sit- 
ters in  an  informal  day-by-day  manner;  many 
are  unqualified  and  take  in  children  to  supple- 
ment an  income. 

Two-job  couples  are  more  the  rule  than  the 
exception,  estimated  to  make  up  about  26.1 
million  families  in  1983,  compared  to  18.9  mil- 
lion in  1967.  Furthermore,  single  women  in  the 
labor  force  with  children  under  6 now  number 
1.8  million. 

The  cost  of  day-care  is  equally  staggering. 
Estimates  range  from  25  to  nearly  50%  of  the 
family  income  goes  to  pay  for  child  care.  As 
usual,  when  a social  burden  becomes  as  large 
as  this  the  cry  goes  out  for  more  government 


aid.  The  United  States  is  one  of  the  few  great 
nations  without  a comprehensive  national 
day-care  program  for  children.  Social- 
democratic  countries  accept  nationalized  child 
care  as  a necessity.  Sweden  is  considered  the 
model.  Flolland  has  great  concern  for  child 
welfare  with  postage  stamp  revenue  going  to 
that  cause.  In  the  U.S.  federal  spending  for 
day-care  has  been  reduced  during  the  past  2 to 
3 years.  Private  industry,  consequently,  has 
taken  on  the  responsibility  of  providing  care 
for  their  employees'  children.  Hospitals  have 
been  in  the  forefront  in  this  endeavor.  Also, 
there  are  several  large  commercial  enterprises 
involved  in  providing  day  care,  e.g..  La  Petite 
Academies,  Kinder-Care,  and  others.  Church- 
es have  seized  upon  the  opportunity  to  use 
their  Sunday  church-school  facilities  on  week- 
days for  child  care,  and  many  smaller  local 
licensed  enterprises  have  entered  into  the  mar- 
ket as  well.  Some  are  good;  some  are  bad.  Our 
concerns  need  to  be  concentrated  on  the  quali- 
ty of  this  child  care. 

IN  THE  PAST  the  American  way  of  life  has  been 
family  oriented.  The  family  was  first  and 
foremost  in  our  society.  Now,  child  care  out- 
side the  home  has  become  a "necessary"  evil. 
Too  often  there  is  little  concern  for  the  qual- 
ifications of  the  day-care  person(s).  A tele- 
phone call,  perhaps  a visit,  often  no  references 
being  sought,  and  the  child  is  left  in  what 
Ralph  Nader  once  described  as  "children's 
warehouses."  Families  in  desperation  leave 
their  children  with  a person  totally  unknown 
to  them;  and  often  unqualified  to  care  for 
them.  Child  neglect,  molestation,  abuse,  and 
general  poor  care  are  often  common  faults  of 
such  arrangements.  I venture  to  wager  that 
parents  have  entrusted  their  children  to  per- 
sons to  whom  they  would  not  have  loaned 
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their  automobile;  their  automobile  is  more 
valued  in  a sense  than  their  own  offspring! 

Let  us  assume  we  have  a licensed  day-care 
center  with  qualified  personnel.  What  is  the 
impact  on  the  child  left  there  at  an  early  morn- 
ing hour  and  retrieved  again  in  late  afternoon? 
Varying  opinions  exist  depending  upon  the 
“specialist"  consulted.  Some  say  the  child  is 
better  off  in  a well-run  care  center;  others  be- 
lieve families  do  not  need  2 paychecks;  too 
many  families  place  their  desires  and  lifestyle 
above  the  welfare  of  the  child.  This  is  an  entire 
discussion  topic  in  itself. 

A major  problem  physicians  face  is  that  of 
the  spread  of  disease  in  the  day-care  center, 
notably  infections  of  the  respiratory  system 
and  the  gastrointestinal  tract.  Children  come 
from  all  sorts  of  home  conditions.  They  are 
placed  together  in  a more  populated  environ- 
ment. The  normal  carelessness  of  self-care  can 
only  increase  the  chance  of  infection. 


Give  Yourself  and  Your  Family  a Unique  Holiday  Present . . . 

A Trip  to  Mexico  in  Late  Winter! 

“REVIEW  AND  UPDATE- 
GENERAL  PEDIATRICS  AND  FAMILY  PRACTICE” 

March  3-8,  1985 
Sheraton  Hotel  Cancun,  Mexico 

Course  Sponsors: 

Creighton  University  School  of  Medicine 
University  of  Kansas  College  of  Health  Sciences 
University  of  Nebraska  College  of  Medicine 

Course  Speakers: 

Paul  Wehrle,  M.D. 

President  of  the  American  Academy  of  Pediatrics 
and 

Outstanding  faculty  from  three  medical  schools 
Course  Topics: 

Infectious  Diseases  Dermatology 

Pediatric  Orthopedics  Endocrinology 

Pediatric  and  Adult  Cardiology 

Fee:  $400 — Physicians  Credit:  24  hrs.  AMA  Cat.  1 

$200— Residents/Interns 

To  register  or  for  further  information,  please  contact: 

Marge  Adey 

Center  for  Continuing  Education 
University  of  Nebraska  Medical  Center 
42nd  and  Dewey  Avenue 
Omaha,  NE  68105 
(402)559-4152 


Disease  outbreaks  among  pre-school  chil- 
dren have  led  epidemiologists  to  conclude  that 
day-care  centers  can  be  significant  reservoirs  of 
infectious  disease.  What  can  be  done?  One 
simple  task  is  often  overlooked  — hand- 
washing. Many  day-care  centers  have  limited 
facilities,  making  it  difficult  for  attendants  to 
wash  their  hands  many  times  a day.  Ideally,  an 
attendant  should  not  touch  another  child  with- 
out washing  the  hands.  This  has  been  proved 
repeatedly  in  hospital  nurseries  and  pediatric 
wards.  Furthermore,  children  in  diapers 
should  be  segregated  from  the  toilet-trained 
children.  Separate  attendants  should  be  in- 
volved with  these  2 groups.  Statistics  show  an 
added  benefit  — the  attendants  themselves 
will  be  less  likely  to  contract  illnesses. 

Two  PARTICULAR  ILLNESSES  are  the  nemesis 
of  day-care  centers.  These  are  hepatitis 
and  serious  hemophilus  influenza  infections. 
They  deserve  close  attention  to  prevent 
epidemics.  Sanitary  conditions  must  be  de- 
manded by  parents.  Parents  must  be  con- 
cerned with  the  child-to-staff  ratio  of  the  cen- 
ter. Smaller  infants  are  best  cared  for  in  a small- 
er enrollment  facility.  Parents  should  note 
handwashing  facilities.  The  appearance  of  the 
attendants  (personal  cleanliness,  attire,  atti- 
tudes, and  attention  to  self-care  details)  should 
be  observed.  The  physical  plant  (heating,  light- 
ing, kitchen  facilities,  ventilation,  sleep  facili- 
ties) should  be  noted.  The  nature  of  toys  and 
other  forms  of  play-therapy  should  be  as- 
sessed. Last  but  not  least,  observe  the  attend- 
ants. Do  they  really  love  the  children  to  the 
degree  that  they  will  be  held  and  hugged  to 
satisfy  their  emotional  needs. 

The  children  of  today  are  the  parents  of 
tomorrow.  We  must  treat  them  well,  so  they 
can  learn  the  meaning  of  love  and  respect  and 
raise  their  own  children  in  a responsible  man- 
ner. Parents  have  a right;  no,  a responsibility  to 
know  how  their  children  are  being  cared  for  at 
all  hours  of  the  day.  They  should  ask,  "How 
will  you  treat  my  child?"  After  all,  the  day-care 
facility  is  responsible  for  the  child  more  hours 
of  "awake  time"  than  the  parents.  Let  not  the 
parents  and  the  rest  of  society  overlook  the 
children's  needs;  their  physical  well-being, 
their  emotional  growth,  as  vv^ell  as  their  need  to 
be  a part  of  the  family  unit  which  is  still  the 
basic  element  in  our  society.  — M.E.A. 
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Michael  V.  Reagen,  Ph.D. 

QUESTIONS 

AND  ANSWERS 

PROTECTING  THE  CHILD 


Dr.  Reagen,  is  Commissioner  of  Human 
Services  for  the  State  of  Iowa.  The  State 
Department  of  Human  Services,  which  he 
heads,  has  seen  the  growth  of  a more  posi- 
tive atmosphere  for  child  abuse  reporting. 
The  Commissioner  discusses  the  broader 
definition  of  child  abuse  and  the  role  of  the 
physician. 


Much  attention  has  been  paid  to  child  abuse, 
both  in  the  media  and  the  legislature.  To  what 
do  you  attribute  this? 

Current  interest  in  child  abuse  must  be  at- 
tributed to  several  recent  and  particularly 
frightening  child  abuse  cases.  These  cases  are 
boosting  media  interest.  Now  reporters  delve 
into  child  abuse  issues  and  uncover  previously 
unreported  information.  The  public  benefits 
from  this  tragic,  but  important,  information. 

Legislative  interest  in  child  abuse  is  not  new. 
Since  the  passage  of  Iowa's  first  child  abuse 
law  in  1965,  interest  has  been  building.  Leg- 
islative amendments  were  made  in  1978,  man- 
dating several  classes  of  professionals  to  report 
all  suspected  physical  abuse,  sexual  abuse  and 
neglect.  Since  the  1978  mandate,  reported 
cases  of  suspected  child  abuse  have  increased 
dramatically.  Legislators  continually  monitor 
the  increases  in  child  abuse  reporting.  They 
express  great  interest  in  the  relationship  be- 
tween child  abuse  and  other  children's  prob- 
lems requiring  treatment.  In  1982,  the  legisla- 
ture established  the  Iowa  Child  Abuse  Preven- 
tion Program  in  response  to  its  concern. 

The  increase  in  media  attention  and  the  re- 
sulting public  concern  about  child  abuse  create 
a climate  in  which  legislators  and  other  policy 


makers  can  focus  increased  attention  on  the 
problem. 

Can  you  summarize  the  1984  legislation  on 
child  abuse? 

In  1984,  2 major  bills  were  enacted  dealing 
with  child  abuse.  The  first  is  House  File  2302.  It 
amends  the  definition  of  child  abuse  to  include 
the  sexual  exploitation  of  children  and  child 
prostitution.  These  new  definitions  address 
the  issues  of  child  pornography  and  child  pros- 
titution. The  change  allows  the  Department  of 
Human  Services  (DHS)  to  investigate  and  sub- 
stantiate cases  falling  into  these  categories. 

The  second  major  bill  is  Senate  File  2293. 
This  bill  revised  sections  of  the  Juvenile  Code, 
Chapter  232,  Code  of  Iowa,  that  deal  with  child 
abuse  reporting,  investigation  and  rehabilita- 
tion. The  new  provisions  include: 

a.  Mandatory  reporters  will  make  a report 
of  child  abuse  within  24  hours. 

b.  The  category  of  mandatory  reporters  is 
expanded  to  include  self-employed  social 
workers  and  employers  or  operators  of 
licensed  child  care  centers,  registered  group 
day  care  homes,  and  registered  family  day  care 
homes. 

c.  The  Department  of  Human  Services  may 
request  child  abuse  information  from  any  per- 
sons believed  to  have  knowledge  of  a child 
abuse  case.  Mandatory  reporters  will  cooper- 
ate and  assist  in  investigations  upon  the  re- 
quest of  the  DHS. 

d.  The  temporary  removal  procedures  are 
expanded  to  include  removal,  by  a peace  offi- 
cer, from  a child  day  care  facility  when  certain 
conditions  exist. 

e.  A physician  treating  a child  may  keep  a 
child  in  custody  without  a court  order  and 
without  parental,  guardian,  or  custodial  con- 
sent when  certain  conditions  exist. 

f.  Information  from  individuals  providing 

(Please  turn  to  page  487) 
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Peoples  Home  Health  Care  Centers. . . 


Serving  %ur 
Patients, 
Serving  ^u! 


#3160  OTOSCOPE. . .with  three 
specula,  spare  bulb,  large  handle  with 
carrying  case $105.50 


#3050  OTOSCOPE /OPHTHALMOSCOPE  SET  #3050 

. . . with  five  specula,  spare  lamps.  Varifocal  handle, 
metal  case $200.00 


#3331  MINETTE. . .ultra-modem  set  of  resistant  plastics  with 
crypton  bulbs.  Otoscope  features  fibre  optics  illumination  and  ejector 
for  disposable  ear  specula.  Ophthalmoscope  has  1-40  convex  and  1-20 
concave  lenses,  four  apertures.  With  specula  and  container,  metal 
carrying  case $196.00 


#3331 


A wide  selection  of  diagnostic  equipment  is  as  con- 
venient to  you  as  any  Peoples  Home  Health  Care 
Center  or  drug  store.  Order  in  person,  order 
by  catalog,  or  order  by  phone.  Experi- 
enced professionals  are  always  on 
hand  to  answer  your  questions 
and  speed  your  service.  Write 
or  call  for  your  free  copy  of 
our  catalog. 


#3160 


Order  through 
Peoples  Drug 
Home  Health  Care  Center 
Leesburg  Pike  Plaza 
3535  S.  Jefferson  St. 

Bailey's  Crossroads,  VA  22041 
or 

call  Toll  Free  (800)  368-4243 


^ ) 

PEOPLES  DRUG 

/ y 


I/Ll 

HOME  HEALTH  CARE  CEHTER 

O- 

Child  Abuse  and  Neglect: 
The  Physician's  Role 


DAVID  P.  SCHOR,  M.D. 
Iowa  City,  Iowa 


Physician  reporting  of  suspected  child 
abuse  lags  behind  others  who  are  required 
to  submit  such  information.  The  presumed 
reasons  for  this  are  set  forth.  Signs  of  child 
maltreatment  must  be  recognized  and  prop- 
er attention  given.  The  author  spelts  out 
what  needs  to  be  done. 


The  abuse  and  neglect  of  children  is  a se- 
rious health  problem.  Although  precise 
numbers  are  difficult  to  come  by,  population- 
based  studies  estimate  the  prevalence  of  sig- 
nificant injury  or  disease  brought  about  by 
physical  abuse  or  neglect  at  1 to  3%  of  the  child 
population.  Recent  studies  of  child  sexual 
abuse  have  found  rates  of  1 in  3 for  females,  1 
in  10  for  males.  The  death  count  from  child 
maltreatment  now  exceeds  that  for  childhood 
leukemia. 

Reports  of  child  maltreatment  have  shown 
significant  annual  increases  for  several  years. 
In  1982,  the  last  year  for  which  detailed  figures 


The  author  is  assistant  professor.  Division  of  Developmental  Disabili- 
ties, Department  of  Pediatrics,  The  University  of  Iowa,  and  chairman, 
Child  Abuse  or  Neglect  Subcommittee,  University  of  Iowa  Hospitals  and 
Clinics, 


exist,  there  were  929,310  official  reports  con- 
cerning over  1.3  million  children.  This  repre- 
sents an  increase  of  nearly  125%  since  1976. 
There  were  over  4,000  deaths.  In  Iowa  during 
the  same  approximate  interval  the  number  of 
reports  increased  about  14-fold.  Of  course  not 
all  abused  children  are  reported  and  not  all 
reports  represent  episodes  of  significant  harm. 
Nevertheless  the  increase  in  reporting  appears 
to  confirm  a greater  individual  willingness  to 
bring  probable  or  possible  situations  of  child 
maltreatment  to  the  attention  of  state  officials. 
Greater  public  awareness  of  the  signs,  symp- 
toms and  consequences  of  such  maltreatment 
contributes  to  this  increase. 

Physicians  have  been  leaders  in  the  delinea- 
tion and  refinement  of  "the  battered-child  syn- 
drome" ever  since  the  publication  of  a 1962 
article  of  the  same  name  by  Dr.  Kempe  and  his 
colleagues.  This  produced  a massive  outpour- 
ing of  commentary  and  action  by  the  media, 
legislatures  and  the  public.  (The  journal  of 

THE  AMERICAN  MEDICAL  ASSOCIATION  recently 

reprinted  this  article  along  with  a commentary; 
see  the  reference  list  at  the  end  of  this  article.) 
Kempe  and  colleagues  documented  749  abuse 
cases  reported  to  hospitals  and  district 
attorneys;  10%  died  and  15%  had  permanent 
brain  damage.  The  article  led  to  the  drafting  of 
a model  law;  within  4 years  nearly  all  states 
enacted  mandatory  reporting  laws  designed  to 
initiate  child  protective  services  in  cases  of  sus- 
pected child  maltreatment. 

(Please  turn  to  next  page) 
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STATE/FEDERAL  RESPONSIBILITY 

Major  responsibility  for  this  concern  has  al- 
ways been  vested  in  the  states.  The  Iowa 
General  Assembly  passed  its  original  law  in 
1965.  It  made  substantial  changes  in  the  law  in 
1974  and  less  sweeping  revisions  subsequent- 
ly. Federal  legislative  and  executive  activities 
have  significantly  influenced  child  protective 
service  programs.  For  example,  the  Child 
Abuse  Prevention  and  Treatment  Act  of  1974, 
the  Schroeder-Mondale  Act,  established  the 
National  Center  for  the  Prevention  of  Child 
Abuse  and  Neglect.  It  initiated  funding  for  re- 
search, demonstration  projects  and  clearing- 
house activities.  Recent  decisions  within  the 
executive  branch  have  curtailed  activities  in 
some  of  these  areas  (forcing,  for  example,  the 
closing  of  all  10  regional  Children,  Youth  and 
Families  Resource  Centers). 

The  Iowa  law  mandates  the  reporting  of  sus- 
pected maltreatment,  provides  penalties  for 
failing  to  report,  offers  immunity  from  legal 
actions  associated  with  making  a report,  and 


"The  situation  in  Iowa  generally  mirrors 
that  of  the  nation  as  a whole.  However, 
Iowa  medical  practitioners  initiate  rel- 
atively fewer  reports  than  do  their  col- 
leagues nationwide." 


defines  the  reportable  conditions.  Initial  man- 
datory reporting  laws  were  directed  at  physi- 
cians, but  legislators  have  increased  the  class 
of  mandatory  reporters  in  part  because  of  a 
perception  that  physicians  are  generally  reluc- 
tant reporters.  Other  professional  groups 
(school,  social  services,  and  law  enforcement 
personnel)  are  now  the  source  of  over  three- 
quarters  of  the  reports  made  by  “mandatory 
reporters.” 

MEDICAL  PRACTITIONER  REPORTING 

The  situation  in  Iowa  generally  mirrors  that 
of  the  nation  as  a whole.  However,  Iowa 
medical  practitioners  initiate  relatively  fewer 
reports  than  do  their  colleagues  nationwide. 
Mandatory  reporters  collectively  initiate  41% 
of  Iowa  reports  compared  to  the  48%  initiated 


by  these  same  professionals  (medical  practi- 
tioners and  personnel  from  schools,  social  ser- 
vices agencies,  and  law  enforcement)  in  the 
country  as  a whole.  Iowa  medical  practitioners 
make  only  6.6%  of  total  reports  compared  to 
the  11%  made  by  their  peers  throughout  the 
country.  Several  explanations  are  available  for 
the  generally  low  rate  of  physician  reporting: 

1)  Many  physicians,  especially  those  out  of 
medical  school  more  than  10  years,  have  not 
been  trained  in  subjects  pertinent  to  child  abuse. 
This  includes  not  only  the  recognition  of 
medical  signs  and  symptoms  suggesting 
abuse,  but  also  a sound  knowledge  of  family 
dynamics,  refinement  of  interviewing  skills 
through  videotape  and  other  “feedback”  exer- 
cises, and  familiarity  with  the  professional 
roles  of  psychologists,  social  service  workers, 
and  court  personnel  in  child  abuse  investiga- 
tions. 

2)  Many  physicians  are  unaware  of  the  legal  re- 
quirement to  report  suspected  abuse.  Some  be- 
lieve mistakenly  they  must  report  only  those 
cases  where  they  have  ruled  out  other  possible 
causes  for  the  injuries  confronting  them,  while 
others  believe  (again  mistakenly)  they  must 
identify  a perpetrator,  a person  responsible  for 
the  injury  or  neglect. 

3)  Physicians  are  generally  unacquainted  with  re- 
cent studies  documenting  serious  long-term  effects 
on  children's  development  and  personality 
arising  out  of  chronic  neglect  or  even  apparent- 
ly minor  inflicted  injuries.  (The  report  by  Schor 
and  Holmes  cited  in  the  references  documents 
a case  of  partial  recovery  from  severe  child 
neglect  and  abuse.) 

4)  Physicians  are  concerned  about  the  potential 
impact  of  reporting  on  their  practice.  They  per- 
ceive an  increased  risk  of  an  impaired  rela- 
tionship with  the  family  with  each  report  or  a 
recurring  threat  of  malpractice  litigation 
should  they  report  without  “proof”  of  abuse  or 
neglect.  Iowa  law,  however,  protects  all  who 
make  a report  unless  it  can  be  proved  the  re- 
port-maker knew  the  information  provided 
was  false.  In  addition,  many  families  continue 
to  obtain  health  care  from  physicians  who 
make  such  reports;  the  important  variable  in 
these  situations  appears  to  be  the  quality  of  the 
doctor-patient  relationship  prior  to  the  report- 
ing, as  perceived  by  the  parent. 

5)  Physicians  are  unaware  of  the  legal  risks  they 
expose  themselves  to  if  they  fail  to  report  cases 
where  they  “reasonably  believe,”  or  should 
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have  believed,  child  maltreatment  was  occur- 
ring. Both  criminal  penalty  and  civil  liability 
await  the  non-reporting  physician.  (See  the 
article  by  Gerald  Solomons  and  Harold  Young 
cited  at  the  end  of  this  article.) 

6)  Ph\/sicians  who  become  involved  in  child 
abuse  cases  often  find  both  the  financial  and  emo- 
tional compensations  are  inadequate  for  their  in- 
vestment. The  prospect  of  becoming  involved 
in  court  proceedings  through  depositions  or 
in-court  testifying  is  a daunting  one  for  most 
physicians.  Preparation  can  relieve  some  of  the 
stress,  and  physicians  may  want  to  consult 
guides  such  as  those  in  the  texts  of  Ellerstein 
and  of  Kempe  and  Heifer  (see  references  fol- 
lowing). 

7)  Physicians  have  reported  distress  and  dis- 
couragement in  the  response  of  community  service 
agencies  and  the  courts  to  their  prior  reports  of 
abuse  or  neglect.  Recent  steps  of  the  Iowa  De- 
partment of  Human  Services  to  facilitate  their 
communication  with  physicians  and  other 
mandatory  reporters  and  to  review  the  status 
of  child  protective  services  it  provides  in  sever- 
al areas  offer  hope  that  some  of  these  difficul- 
ties will  be  ameliorated. 

ROLE  OF  THE  PHYSICIAN 

It  is  the  role  of  the  physician  to  recognize 
signs  and  symptoms  of  child  maltreatment  — 
to  include  it  in  the  differential  diagnosis  when 
appropriate  — as  well  as  to  record  the  findings 
in  carefully  written  notes  and  through  photo- 
graphs, x-rays  and  lab  studies  as  appropriate; 
to  report  cases  as  the  law  provides,  to  recom- 
mend appropriate  treatment  services,  to  reduce 
the  stresses  which  may  be  associated  with 
medical  problems  to  a minimum  where  possi- 
ble, and  to  review  the  potential  leadership  roles 
in  child  advocacy  he  or  she  can  take  as  a mem- 
ber held  in  high  esteem  by  the  community. 

Remaining  portions  of  this  article  will  pro- 
vide information  to  assist  the  physician  in  rec- 
ognizing possible  cases  of  child  maltreatment. 
It  is  up  to  the  individual  practitioner,  however, 
to  expand  on  this  information  through  inde- 
pendent reading,  viewing  of  audio-visual 
material,  and  discussion-consultation  with  col- 
leagues. Within  the  area  of  physical  diagnosis 
there  are  various  teaching  materials  available. 
The  practitioner,  perhaps  with  various  profes- 
sional organizations,  may  also  wish  to  address 
other  areas  of  need  such  as  increased  aware- 
ness of  the  role  of  other  professionals  in  the 
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prevention,  detection,  and  management  of 
child  maltreatment  situations. 

Including  Child  Maltreatment  in  the  Differential 
Diagnosis 

There  are  many  signs  of  child  maltreatment, 
some  of  which  are  described  here.  Few  of  the 
following  are  absolutely  diagnostic  of  abuse  or 
neglect.  Some  of  them  can  have  other  explana- 
tions accounting  for  their  appearing  in  the 
office  of  the  physician.  If  there  are  a number  of 
these  signs,  or  if  they  occur  repeatedly,  the 
likelihood  of  diagnosable  maltreatment  in- 
creases sharply.  However,  as  already  noted,  it 
is  generally  not  in  the  best  interest  of  either  the 
child  or  the  physician  to  wait  for  “proof"  of 
maltreatment  before  reporting. 

The  child's  appearance,  the  child's  behavior, 
and  the  parent's  behavior  can  offer  reasons  to 
consider  physical  abuse,  neglect,  or  sexual 
abuse.  Physical  abuse  should  be  considered  in 
children  with  unusual  bruises,  welts,  burns  or 


Parents  who  were  abused  as  children,  or 
subjected  to  harsh  discipline,  more  fre- 
quently utilize  such  practices  on  their  own 
children." 


fractures;  bite  marks;  or  frequent  injuries  ex- 
plained as  "accidental."  The  child  with  bruises 
or  fractures  of  differing  ages  whose  caregiver 
gives  an  adequate  story  for  only  one  injurious 
event  has  likely  been  abused.  The  child  who 
reports  being  injured  by  his  or  her  parents  is 
rarely  lying.  The  child  who  is  unpleasant,  de- 
manding, or  aggressive  may  be  the  victim  of 
abuse;  so,  too,  may  be  the  excessively  passive 
and  withdrawn  child,  or  one  with  frequent 
school  absences,  one  who  appears  frightened 
of  his  or  her  parents,  or  one  who  is  indiscrimi- 
nately friendly  to  adults  outside  the  home.  Par- 
ents who  were  abused  as  children,  or  sub- 
jected to  harsh  discipline,  more  frequently  uti- 
lize such  practices  on  their  own  children. 

Key  findings  likely  to  require  a physician 
report  to  the  Department  of  Human  Services 
(Please  turn  to  page  471) 
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ECG  STAT... 
wherever  you  are. 


New 


MCRO-TRACER^ 

INTECH  Systems  Corp. 


If  you  can  use  a calculator,  you  can  now  expand 
the ‘heart’  of  your  practice  for  less  than  ever 
before  possible. 


With  the  new  MICRO-TRACER ECG,  you  can 
provide  your  patients  with  the  benefits  of  a highly  sophis- 
ticated, yet  moderately  priced,  cardiac  diagnostic  center, 
wherever  you  are.  A product  of  space-age  miniaturization 
(only  1.3  lbs),  the  pocket-sized  MICRO-TRACER'"  offers 
features  that  make  other  portable  ECGs  outdated  and 
overweight!  □ Permanent  ECG  recordings  □ Up  to  12- 
vector  capability  □ Heart-rate  histogram  □ Continuous 
monitoring  with  its  own  alarm  system  □ Differential 
electronic  stethoscope.  Sold  with  handsome  binocu-  Jn 
lar-styled  carrying  case. 

MICRO-TRACER'"  I It’s  the  hospital-quality  ECG 
you  can  hold  in  your  hand! 


For  complete  information,  write;  INTECH  Systems 
Corp.,  415  Rabro  Drive  East,  Hauppauge, 

NY  11788,  or  call  toll-free  (800)  854-8376 
(outside  New  York)  or  call  collect 
(516)  582-8388  (in  New  York). 

INTECH 

Systems  Corp. 


Use  it  for  your  nursing  home 
rounds.  For  house-calls.  In 
your  office.  Anywhere  you  go! 
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include  a parental  description  of  the  mechan- 
ism of  injury  which  does  not  fit  the  medical 
evidence;  the  apparent  inability  by  the  parent 
to  provide  any  explanation  at  all;  an  attempt  by 
the  parent  to  conceal  the  injury;  or  the  failure 
by  the  parent  to  seek  appropriate  medical  care. 

GENERAL  NEGLECT 

Neglect  becomes  part  of  the  differential 
when  children  present  who  lack  the  basics  of 
well-child  care  including  immunizations  and 
periodic  medical  evalutions.  State  law  defines 
neglect  as  failing  to  provide  appropriate  medi- 
cal care  and  other  necessities  such  as  food  and 
clothing  when  the  parents  are  either  able  to 
afford  such  care  or  have  been  given  the  means 
to  obtain  it.  Thus  not  every  under-clothed 
child  would  be  considered  a neglected  one 
under  the  law;  however,  parents  receiving 
assistance  to  obtain  health  care  for  their 
asthmatic  child  cannot  use  as  a defense  against 
a neglect  charge  the  plea  that  they  could  not 
afford  the  medication! 

Children  with  venereal  disease  have  been 
sexually  abused;  there  is  at  present  no  convinc- 
ing evidence  that  sexually  transmitted  diseases 
can  be  acquired  by  children  through  other 
modes.  However,  nearly  all  sexually  abused 
children  would  lack  any  medical  evidence  for 
abuse  upon  timely  evaluation,  so  information 
to  support  a diagnosis  of  sexual  abuse  general- 
ly should  be  sought  elsewhere.  Frequently  the 
sexually  abused  child  becomes  withdrawn  and 
relates  poorly  with  other  children.  The  parents 
may  appear  over-protective  or  jealous  of  the 
child.  Current  research  suggests  that  most  sex- 
ually abused  children  are  girls  and  that  the 
majority  of  perpetrators  are  family  members  or 
well-known  to  the  child.  The  reports  by  young 
children  must  be  taken  seriously:  the  view  that 
their  verbal  reports,  drawings,  and  acting  out 
of  events  with  "anatomically  correct"  dolls 
represents  the  effects  of  cable  TV  shows  or  a 
one-time  intrusion  into  the  parental  bedroom 
lacks  credence. 

SUAAAAARY 

The  roots  of  child  maltreatment  are  complex 
and  intertwined.  We  have  the  greatest  under- 
standing of  the  antecedents  in  situations  in- 
volving physical  abuse.  Often  there  is  a care- 
giver with  a heightened  potential  for  abuse,  a 
person  who  was  perhaps  abused  as  a child  or 
who  lacks  trust,  prefers  social  isolation,  and 
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has  unrealistic  expectations  for  children's  be- 
havior. Then  the  child  may  exhibit  behaviors 
viewed  by  the  caregiver  as  unacceptable.  A 
third  component  raising  the  likelihood  of 
abuse  is  the  presence  of  other  chronic  or  acute 
stresses  — financial,  interpersonal,  situational. 
Finally,  the  family  is  immersed  in  a culture  in 
which  corporal  punishment  is  acceptable  or 
encouraged,  where  physical  action  frequently 
gets  results. 

Our  understanding  of  antecedents  in  other 
forms  of  child  maltreatment  is  less  secure. 
While  treatment  and  protective  services  "after 
the  fact"  should  be  encouraged  for  all  types  of 
child  abuse,  it  would  also  be  appropriate  to 
consider  the  prevention  model  here  as  for 
other  aspects  of  health  care.  We  are  not  yet  in 
agreement  as  a society  on  the  services  which 
should  be  made  available  to  all  who  desire 
them.  As  we  debate  the  relative  roles  of  state 
and  private  agencies  in  providing  resources  to 
individuals  and  families,  we  must  consider  the 
potential  impact  of  our  decisions  on  those  chil- 
dren who  require  our  protection. 

FURTHER  INFORMATION 

The  physician  wishing  further  information 
and  training  in  the  recognition  of  child  abuse, 
as  well  as  other  aspects  of  child  maltreatment, 
should  consider  the  following  resources. 
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Sometimes  you  have  to  send  your  patients 


Your  patients  have  learned  to  trust  your  judgement.  They  expect  you  to  heal  them. 
You  always  have. 

But  there  are  times  when  you  have  to  send  them  away  to  help  them— to  a tertiary 
care  hospital  that  will  care  for  them  as  much  as  you  do. 

The  Abbott  Northwestern  and  Minneapolis  Children’s  Medical  Center  campus  has 
everything  you  look  for  in  such  a facility:  clinical  excellence,  the  fuD  range  of  specialties,  ^ , 
alternative  care  programs  and  competitive  prices. 

We  serve  as  areferral  center  for  the  entire  region.  Our  perinatal  center  and  oncology  t 


away  to  keep  them. 


I f and  cardiovascular  programs  are  nationally  famous. 

I ; With  all  of  Abbott  Northwestern’s  expert  care,  you  might  expect  high  bills.  But  many 

of  our  costs  have  actually  gone  dawn  in  the  last  year.  And  our  innovative  Accommodations 
Center  offers  patients  and  visitors  hotel-like  rooms  at  rates  below  most  budget  hotels— let 
alone  most  hospitals. 

' So  send  your  patients  to  the  physicians  of  Abbott  Northwestern.  They’ll  act  as 

fcSJtSST' Abbott  NorlhwsKm  Hospital* 


EVEN  THE  BEST 
HEALTH  CARE  COVERAGE 
IS  NO  SUBSTITUTE 
FOR  GOOD  HEALTH. 


Blue  Cross  and  Blue  Shield  of  Iowa  offer 
quality  health  care  coverage  recognized  and 
accepted  by  health  care  providers  nationwide. 
Coverage  preferred  by  more  than  1 ,000,000 
lowans. 

But  even  the  best  health  care  coverage  is 
no  substitute  for  good  health. 

We  appreciate  the  fact  that  you  and  other 
providers  of  health  care  in  Iowa  are  doing  all 
you  can  to  see  that  lowans  get  healthy... and 
stay  healthy. 

Your  efforts  are  helping  curb  unnecessary 


utilization  of  health  care  services  and  costs. 

In  fact.  Blue  Cross  and  Blue  Shield  sub- 
scribers’ hospital  inpatient  use  has  declined 
1 6%  during  the  past  three  years  — enabling  us 
to  credit  or  reduce  our  rates  by  $24,000,000! 
That  clearly  demonstrates  that  together  we  all 
can  have  an  impact  on  the  cost  of  care. 

It’s  proof  that  Iowa’s  health  care  providers  are 
working  successfully  to  provide  the  people  we 
jointly  serve  with  affordable,  quality  health  care. 

Proof  that  there  really  is  no  substitute  for 
good  health. 

Blue  Ctoss 
Blue  Shield 

of  Iowa 
Des  Moines 
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Child  Sexual  Abuse 
Called  Silent  Epidemic 


MICHAEL  E.  ABRAMS,  M.D. 
Des  Moines,  Iowa 


This  heartrending  problem  needs  the  full 
and  compassionate  understanding  of  all 
lowans  — particularly  Iowa  physicians. 
The  magnitude  of  the  problem  is  described 
here  with  significant  additional  informa- 
tion on  how  those  caring  for  child  sexual 
abuse  victims  can  do  so  most  effectively. 
The  medical  profession  must  provide  lead- 
ership in  providing  public  education. 


SEXUAL  ABUSE  of  children  is  a silent 
epidemic.  It  is  a mind-boggling  phe- 
nomenon to  responsible  adults.  And  it  is  a 
situation  frequently  hidden  from  treating 
physicians.  Society  is  just  now  beginning  to 
come  to  grips  with  the  problem  and  its  excru- 
ciating dimensions:  How  and  why  does  it  occur? 
How  can  it  be  dealt  with?  How  can  it  be  prevented? 

The  medical  profession  must  provide  lead- 
ership in  society's  awareness  movement.  To 
this  end,  the  Iowa  Medical  Society  is  seeking  to 
help  physicians  understand  the  factors  associ- 
ated with  child  abuse  and  sexual  abuse. 

This  paper  will  cover  four  main  components 
of  child  sexual  abuse:  1)  awareness  and  resources 
available  to  physicians;  2)  early  symptoms  and  signs 

The  author  is  director  of  ambulatory  care  services  at  Broadlawns  Medi- 
cal Center,  Des  Moines,  Iowa.  He  is  a member  of  the  Adult  and  Child 
Sexual  Assault  Advisoty  Committee  of  the  Iowa  State  Department  of 
Health  and  medical  advisor  to  the  Polk  County  Sexual  Assault  and  Violent 
Crime  Center.  Dr.  Abrams  is  chairman  of  the  Iowa  Medical  Society  Com- 
mittee on  Emergency  Medical  Services. 


of  child  sexual  abuse;  3)  assessment  and  manage- 
ment techniques,  and  4)  legal,  forensic  and  testify- 
ing issues. 

Despite  various  studies  the  actual  incidence 
of  child  sexual  abuse  is  not  fully  known.  The 
Department  of  Human  Services  reports  1 in  4 
females  will  be  sexually  victimized  by  age  18. 
One  of  10  boys  will  be  similarly  mistreated  by 
age  18.  Iowa  Child  Protective  Services  esti- 
mates possibly  1 of  7 boys  are  unknown  vic- 
tims because  of  the  reporting  "taboo"  on  the 
part  of  the  victim,  parent  or  health  provider. 
Experts  estimate  up  to  250,000  cases  of  intra- 
family sexual  abuse  occur  annually  in  the  U.S. 
Another  estimated  250,000  cases  of  child  abuse 
and  extra-family  sexual  abuse  occur  annually, 
considering  only  30%  of  the  cases  are 
reported.^'  ^ Cantwell  reports  incidence  of 
1 : 1000  total  population.^  Khan  and  Sexton  re- 
port this  age  distribution:  53%,  under  6 years; 
29%,  6-9  years,  and  18%,  10-12  years. Dejong, 
et  al,  reported  14%  of  their  sexual  assault  vic- 
tims were  males  under  18  years. ^ 

Statistics  from  the  Iowa  Department  of  Hu- 
man Services  show  106,440  child  abuse  cases 
reported  from  1979  to  1983  with  21,415  sub- 
stantiated. There  were  11,194  sexual  abuse 
cases  reported  in  this  period  with  1,220  sub- 
stantiated. The  years  1980  and  1981  are  ex- 
cluded in  the  sexual  abuse  reporting.  Howev- 
er, the  number  of  reports  has  doubled  in  5 
years. 

PHYSICIAN  AWARENESS  AND  EDUCATION 

The  level  of  physician  awareness  on  this 
topic  is  spotty  at  best.  Few  medical  schools 
offer  specific  courses,  lectures  or  training  on 
child  sexual  abuse.  Residency  programs  in 
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primary  care  training  have  yet  to  adopt  a cur- 
riculum component  on  adult/child  manage- 
ment of  sexual  abuse. 

Between  175  and  250  cases  of  sexual  abuse/ 
assault  are  seen  annually  at  Broadlawns 
Medical  Center.  All  family  practice  residents  at 
Broadlawns  are  supervised  as  they  assume  re- 
sponsibility for  making  sexual  assault  assess- 
ments. Sexual  assault  management  training  is 
required  before  any  family  practice  resident 


Third  Edition  Available 

The  third  edition  of  the  Emergency 
Treatment  of  Sexual  Abuse  Victims,  a 
guide  published  by  the  Iowa  State  Depart- 
ment of  Health,  will  be  available  in  early 
1985. 

This  document  provides  a detailed  ex- 
planation of  the  legal  aspects  of  sexual 
abuse  reporting  as  well  as  guidance  in  ex- 
amining and  treating  sexually  abused  per- 
sons. 

The  book  is  recommended  to  Iowa  physi- 
cians by  the  Iowa  Medical  Society  Com- 
mittees on  Maternal  and  Child  Health  and 
Emergency  Medical  Services.  Requests  for 
copies  of  the  book  may  be  submitted  either 
to  the  Iowa  Medical  Society  or  the  Iowa 
State  Department  of  Health. 


assumes  on-call  duties  in  the  Emergency  De- 
partment. 

Responding  to  public  concern,  the  Iowa 
General  Assembly  passed  a law  in  1981  direct- 
ing the  State  Department  of  Health  to  become 
involved  (1)  in  reimbursing  the  costs  of  adult 
sexual  assault  examinations;  (2)  in  the  collec- 
tion of  biological  evidence,  and  (3)  in  the  pre- 
vention/treatment/follow-up of  sexually  trans- 
mitted diseases.  Pursuant  to  this,  the  Health 
Department  formed  an  advisory  council  to  pre- 
pare a protocol  for  use  by  physicians,  nurses 
and  hospital  emergency  departments  in  eval- 
uating sexual  assault  patients. 

A forthcoming  third  edition  of  the  sexual 
assault  protocol  will  cover  child  assaults  and 
abuse  evaluation  procedures.  It  will  include  a 
legal  interpretation  of  child  sexual  abuse  and 
child  abuse.  It  will  discuss  the  team  manage- 
ment concept  which  includes  police,  physi- 
cian, nurse,  sexual  assault  counselor,  Protec- 


tive Service  worker  and  attorney.  A chapter  is 
provided  on  testifying.  The  new  edition  of  the 
exam  protocol  will  be  sent  to  all  Iowa  hospital 
emergency  departments. 

WHAT  IS  CHILD  SEXUAL  ABUSE? 

Kempe  defines  sexual  abuse  as  the  involve- 
ment of  dependent,  developmentally  imma- 
ture children  and  adolescents  in  sexual  activi- 
ties that  they  do  not  fully  comprehend,  to 
which  they  are  unable  to  give  informed  con- 
sent, or  that  violate  the  social  taboos  of  family 
roles. 

Sarles  expands  on  this  to  include  sexual  mis- 
use and  victimization  of  children  and  adoles- 
cents by  exposure  to  sexual  stimuli  inappropri- 
ate for  the  child's  age  and  level  of  devel- 
opment.^ Sexual  abuse  includes  a broad  range 
of  activity  from  subtle  sexual  comments,  to 
overt  touching,  fondling,  rectal  intercourse, 
fellatio,  vaginal  intercourse,  cunnilingus,  fo- 
mite  (finger)  orifice  penetration  with  perpetra- 
tor masturbation.  Adolescent  and  child  pros- 
titution, pornography  or  any  activity  exploit- 
ing the  victim  sexually  by  the  abusing,  or 
powerful  adult  or  older  child,  can  be  consid- 
ered sexual  abuse. 

Physicians  are  mandatory  reporters  of  child 
abuse  (which  includes  sexual  abuse)  under  the 
Iowa  Code.  When  physicians  suspect  or  have  a 
differential  diagnosis  of  child  sexual  abuse, 
this  is  to  be  reported  to  Child  Protective  Ser- 
vices for  assessment  and  investigation.  An  ex- 
planation of  the  Iowa  Sexual  Abuse  and  Incest 
Code  is  contained  in  the  manual  of  the  State 
Health  Department. 

Theodore  D.  Scurletis,  M.D.,  is  associated 
with  the  State  Health  Department  and  is  chair- 
person of  the  advisory  council.  He  is  a resource 
physician  in  Iowa  on  child  sexual  assault. 

EARLY  DETECTION 

Early  detection  of  child  sexual  abuse  is  most 
important  in  dealing  with  the  physical  and 
psychological  trauma  of  sexually  abused  chil- 
dren. Primary  care  physicians  (family  physi- 
cians, pediatricians,  emergency  physicians, 
etc.)  are  key  in  the  early  detection  process. 
Knowing  the  diagnostic  criteria,  these  physi- 
cians must  intervene  promptly  and  conscien- 
tiously when  abuse  is  suspected.  Awareness  to 
the  potential  for  abuse  must  be  maintained  on 
a regular  basis. 

(Please  turn  to  page  478) 
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ANATOMICAL  DOLLS  USED 
IN  SEXUAL  ABUSE  EXAMS 

Increasing  use  is  being  made  of  anatomically 
correct  dolls  to  help  children  describe  how 
they  have  been  sexually  abused.  These  dolls 
are  available  from  several  manufacturers  and 
sets  vary  in  cost  from  $75  to  about  $150. 

In  these  photos,  Teresa  Shields,  R.N.,  of  the 
Broadlawns  Medical  Center,  Des  Moines, 
holds  the  dolls  used  at  that  facility.  Informa- 
tion on  the  costs  and  specifications  of  the  dolls 
may  be  obtained  by  contacting  Michael 
Abrams,  M.D.,  at  Broadlawns. 
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When  mothers,  babysitters,  or  social  work- 
ers bring  a child  to  the  physician  for  a sexual 
assault  and/or  incest  exam,  it  is  less  difficult  to 
make  a reasonably  accurate  assessment. 
However,  sexual  abuse  may  not  occur  to 
physicians  when  parents  present  their  child 
with  symptoms  of  vaginitis,  urethritis,  cystitis, 
vaginal  discharge,  genital  itching  or  swelling, 
erythema,  abdominal  pain,  insomnia,  repeat- 
ed small  trauma  or  penile  lesions.  In  assessing 
the  history  associated  with  these  symptoms, 
the  physician  should  be  alert  to  abuse  possibili- 
ties. Children  presented  with  these  conditions 
by  babysitters,  neighbors,  stepfathers,  uncles, 
etc.,  are  in  the  “red  flag"  category.  Vaginal 
exams  are  indicated. 

Sarles^  and  Thomas^  separate  early  detec- 
tion symptoms  and  signs  of  sexual  abuse  into 
medical  indicators  and  behavioral  indicators 
on  the  following  basis: 

Medical  Indicators:  1)  genital  and  anal 
trauma;  2)  presence  of  sexually  transmitted 
diseases:  gonorrhea,  syphilis,  trichomonas, 
condyloma  accuminatum.  Herpes,  con- 


Additional  Useful  Materials 

In  addition  to  the  valuable  information 
contained  in  this  article,  the  author  has 
helped  in  the  preparation  of  various  docu- 
ments and  items  used  by  the  Broadlawns 
Medical  Center  in  Des  Moines.  These  in- 
clude: 

• Medical  Protocol  for  Examining  and 
Managing  Patients  of  Sexual  Assault 
(Child-Adult) 

• Clinic/Patient  Encounter  Form  Con- 
tained in  the  Medical  Record 

• Emergency  Department  Child-Adult  Sex- 
ual Assault  Exam  Form  (Alternative  to 
Preceding  Form) 

• Biological  Evidence  Form  — Interpreta- 
tion for  Court  and  Medical  Testimony 

• Bibliography  Relating  to  Presentation  of 
Medical  Testimony 

• Scientific  Bibliography 

Physicians  interested  in  obtaining  these 
materials  are  invited  to  contact  Michael 
Abrams,  M.D.,  Broadlawns  Medical  Cen- 
ter, 18th  and  Hickman  Road,  Des  Moines, 
Iowa  50314. 


tagiosum  moscullosum  and  chlamydia.  (Our 
youngest  patient  with  GC  cervicitis  was  15 
months  old.)  3)  Rectal,  vaginal  bleeding  with- 
out obvious  cause;  4)  urethritis,  cystitis,  vagini- 
tis, vaginal  discharge,  vaginal  itching,  pruritis, 
swollen  inguinal  gland,  genital  discomfort, 
reoccurring  enuresis;  5)  dysuria,  penile  angio- 
edematous  swelling,  penile  discharge;  6)  preg- 
nancy (Our  2 youngest  cases  were  sisters,  12 
and  13.). 

When  pediatric  patients  present  with  any  of 
these  symptoms  the  family  living  situation 
and/or  behavioral  changes  should  be  assessed. 
Sexual  abuse  must  be  included  in  the  differen- 
tial diagnosis.  Again,  the  primary  care  physi- 
cian is  a key  individual  in  helping  the  abused 
child  deal  with  emotional  and  physical  trauma. 

Behavioral  and  Somatization  Indicators: 

1)  Recurrent  lower  abdominal  pain,  breast  or 
chest  pain,  headaches. 

2)  Recurrent  regressive  behavior  (earlier  out- 
grown behaviors);  bed-wetting,  thumbsuck- 
ing, encopresis;  eating  disorders. 

3)  Sudden  onset  phobias,  fears  of  people, 
places  or  situations. 

4)  Runaway  behavior  (one  of  the  most  com- 
mon in  adolescent  females). 

5)  Emergence  of  inappropriate,  aggressive 
sexual  activities  with  peers,  dolls,  pets;  seduc- 
tive behavior  toward  adults;  using  new  termi- 
nology, e.g.,  humping,  love  game.  Daddy, 
love  school,  etc. 

6)  Among  those  10  years  and  older,  emer- 
gence of  drug  and  alcohol  use. 

7)  Rapid  personality  changes,  isolation,  with 
a decrease  in  school,  home  and  family  per- 
formance. 

8)  Suicidal  attempts,  ideation  and  self 
mutilation,  plus  increase  in  "accident"  prone 
behavior. 

Other  emotional  and  physical  findings  may 
be  present.  The  preceding  are  not  offered  as  all 
inclusive. 

ASSESSMENT 

It  is  essential  to  have  an  established  proce- 
dure and  protocol  for  all  sexual  assault  exams. 
Patients  may  present  in  varied  situations;  this 
can  confuse  and  frustrate  the  busy  and  unpre- 
pared practitioner.  Proper  time  and  examina- 
tion space  are  essential  for  a thorough  exam. 
Physical  findings  and  biological  specimens  are 
extremely  important  for  legal  reasons.  Broad- 
lawns Medical  Center  requires  all  nursing  staff 
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to  be  trained  in  sexual  assault  examinations 
and  in  counseling  children  and  parents.  The 
nurse  is  a vital  member  of  the  exam  team.  She 
plays  a key  role  in  preparing  the  patient  for 
examination.  The  Sexual  Assault  Counselor 
and/or  the  Child  Protective  Service  Worker  are 
also  present. 

A prescheduled  examination  is  often  desir- 
able. The  evaluation  of  young  patients  who 
have  not  been  abused  recently,  dating  back 
even  6-12  months,  requires  adroit  and  consci- 
entious attention  by  the  physician.  Child  Pro- 
tective Services  may  bring  a child  in  for  a "fos- 
ter family  exam."  During  this  exam  the  possi- 
bility of  sexual  abuse  may  surface.  The  physi- 
cian needs  a protocol  to  follow  so  pertinent 
findings  are  not  missed. 

CHILDREN  are  usually  very  honest  and  will 
talk  about  situations  openly  to  the  nurse 
and  the  physician.  This  is  more  likely  when 
trust,  receptiveness  and  a genuine  helping  atti- 
tude are  demonstrated.  Parents  are  more  apt  to 
be  helpful  in  this  kind  of  environment.  A train- 
ing film  by  Ross  Laboratories,  "Suffer  the  Chil- 
dren . . . Silence  No  More,"  is  available  from  the 
Iowa  Chapter,  American  Academy  of  Pediat- 
rics. 

Separate  nurse  and  physician  protocols  are 
followed  in  all  sexual  abuse  exams  at  Broad- 
lawns.  This  approach  has  been  effective  in  our 
Polk  County  Court  system.  Use  is  made  of 
anatomical  correct  dolls  (see  pictures)  during 
the  exam  to  build  rapport  with  the  young  pa- 
tient and  to  help  determine  the  nature  of  the 
abuse.  Photographs  are  taken  of  all  abnormal 
findings. 

Documentation  of  abnormal  findings  is 
essential.  This  is  especially  true  in  the  skin  and 
urogenital  area.  All  female  patients  must  have 
a vaginal  exam  with  introitus  measurement^^ 
(See  Figure  1).  Gonorrhea  cultures,  sperm, 
acid  phosphatase  and  ABH  antigen  are  the  key 
laboratory  specimens  to  collect.  Specimen  col- 
lection and  value  will  depend  on  the  time  of  the 
abuse  and  the  type  of  abuse.  Not  all  cases  need 
the  specimens  noted  here. 

Remember  children  may  not  give  the  entire 
account  of  what  happened.  This  underscores 
the  importance  of  specimen  collection  if  there 
are  inconsistencies  in  the  history.  The  most 
difficult  part  of  the  female  exam  is  the  vaginal 
inspection  and  collection  of  specimens.  The 


Figure  1 


physician  may  have  limited  opportunity  before 
the  patient  refuses  further  examination.  Refer- 
ral of  a patient  to  a physician  or  facility  where 
sexual  abuse  exams  are  done  more  frequently 
can  be  beneficial. 

(Please  turn  to  page  480) 


Child  Sexual  Abuse  Introitus  Exam 

Technique 

• All  children  with  suspected  or  obvious 
sexual  abuse  require  uro-genital  ex- 
amination. 

• The  vaginal  introitus  and  vulva  should  be 
described  in  appearance,  size,  (gaping,  re- 
laxed, admits  1 or  2 fingers)  and  describe 
swelling,  erythema,  etc. 

• Pre-pubescent  vaginal  introitus  varies  2- 
4 mm.  and  4 mm.  or  more  is  indicative  of 
vaginal  penetration  and  therefore  poten- 
tial sexual  abuse. 

• All  pediatric  patients  with  symptoms  of 
vaginitis,  dysuria,  perineal  itching-pain- 
swelling,  and  uro-genital  discomfort 
need  a uro-genital  exam,  and  sexual 
abuse  needs  to  be  part  of  Differential  Di- 
agnosis. 
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LEGAL-FORENSIC  ISSUES 

The  physician  is  seldom  called  to  testify 
when  a sexual  assault  exam  protocol  is  fol- 
lowed and  a thorough  report  is  prepared.  The 
evidence  speaks  for  itself  and  the  Child  Protec- 
tive Services  investigation  team  can  furnish  the 
explanation.  It  is  especially  important  to  have  a 
well  documented  vaginal  exam  in  female  pa- 
tients. 

If  a physician  must  testify,  the  history 
should  be  well  in  mind;  there  should  be  clear 
understanding  of  acid  phosphatase  (AcP), 
sperm  findings  and  the  physician  needs  to  re- 
view basic,  normal  urogenital  anatomy.  Broad- 
lawns  has  a resource  testifying  manual;  and  we 
have  a normal  and  abnormal  value  curve  for 


Physicians  need  to  he  more  knowledgeable 
about  the  early  symptoms  and  signs  of 
child  sexual  abuse.  Examination  proce- 
dures need  to  be  understood  thoroughly  and 
followed  carefully.  The  medical  profession 
needs  to  exert  leadership  at  the  local  and 
state  levels  in  addressing  this  agonizing 
problem. 


sperm  and  acid  phosphatase  in  relation  to  time 
of  intercourse  in  over  500  cases  corresponding 
to  the  forensic  literature  on  semen  and  acid 
phosphatase. Males  and  females  all  pro- 
duce acid  phosphatase  secretions  in  the  vagi- 
na, rectum,  mouth  and  seminal  secretions. 
Acid  phosphatase  value  in  these  orifices  vary 
from  0.1  to  20  International  Units  in  children 
and  adults.  When  AcP  values  are  above  50  lU 
and  certainly  above  100  lU  it  means  the  pres- 
ence of  male  perpertrator  acid  phosphatase 
(seminal)  secretions.  In  questionable  cases, 
acid  phosphatase,  by  laboratory  testing,  can  be 
separated  into  male  and  female  components. 
ABH  secretor  antigen  and  pubic  hairs  are  col- 
lected for  evidence,  but  in  the  experience  of  the 


author  these  are  rarely  used  in  court  proceed- 
ings. 

The  court  process  is  often  threatening  to 
physicians  who  have  never  testified.  Deposi- 
tions, grand  jury  hearings  and  a jury  trial  are 
often  very  adversarial.  The  physician  witness 
should  remain  objective  and  unbiased.  The 
truth  should  be  explained  as  objectively  and 
simply  as  possible.  Do  not  bring  up  concepts 
you  cannot  easily  explain.  The  prosecuting 
attorney  should  be  consulted  on  the  issues 
which  need  particular  attention. 

The  information  of  the  testifying  physician  is 
critical  in  helping  the  patient.  Any  practitioner 
not  experienced  in  providing  testimony  should 
confer  with  colleagues  more  familiar  with  such 
findings,  lab  values  and  abuse  issues.  Full 
knowledge  of  the  vaginal  exam  with  under- 
standing of  normal  and  abnormal  hymen  and 
introitus  findings  can  be  of  substantial  value  to 
the  Child  Protective  Services,  the  prosecuting 
attorney  and  the  patient. 

SUAAAAARY 

Be  mindful  that  child  sexual  abuse  is  a hid- 
den epidemic  in  our  state  and  nation.  Physi- 
cians must  become  more  knowledgeable  in  the 
early  symptoms  and  signs.  Sexual  assault  ex- 
amination procedures  need  to  be  understood 
and  followed.  Contact  with  the  Child  Protec- 
tive Services  should  be  made  when  necessary. 
Extra  training  should  be  taken,  if  possible,  so 
expertise  can  be  developed  in  dealing  with  this 
problem. 

Physicians  should  support  their  Iowa 
Medical  Society,  their  school  systems,  their 
community  and  regional  agencies  to  encour- 
age and  support  sexual  abuse  prevention 
programs. 
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The  Iowa  Child  Abuse  Law 
Revisited 


HAROLD  YOUNG,  J.D. 
Des  Moines,  Iowa 


Changes  in  Iowa  law  covering  child  abuse 
reporting  have  produced  large  numbers  of 
such  reports.  In  1983  nearly  15,000  cases 
were  reported.  Legal  consequences  associ- 
ated with  failure  to  report  make  it  extreme- 
ly important  for  Iowa  physicians  and  other 
'mandatory  reporters'  to  be  familiar  with 
the  statutory  requirements. 


PREVIOUS  REPORTS  in  IOWA  MEDICINE  have  dis- 
cussed early  considerations  of  the  Iowa 
child  abuse  law.  This  article  is  an  update  and 
current  analysis.  An  outline  of  the  original  act 
precedes  a discussion  of  the  substantial 
amendments  made  to  the  law  in  1974  and  1978 
by  the  Iowa  General  Assembly.  The  impact  of 
these  amendments  will  be  discussed  and  will 
be  followed  by  a consideration  of  the  more 
important  issue.  The  first  child  abuse  law  con- 
tained civil  and  criminal  penalties  for  failure  to 
make  a required  child  abuse  report.  The  origi- 
nal sanctions  have  not  been  changed.  These 
reporting  requirements  now  are  solidly  in 
place  and  gaining  court  precedence,  and  they 
carry  significant  potential  liability  for  the 
medical  practitioner. 

The  author  is  an  assistant  attorney  general  for  the  State  of  Iowa.  He 
directs  the  crinunal  prosecution  division  of  the  Attorney  General's  Office. 
His  prior  articles  in  this  area  of  interest.  The  Battered  Child,  journal  of  the 
IOWA  MEDICAL  SOCIETY,  Vol.  LXIV,  No.  10,  p.  438;  Malpractice  and  Child 
Abuse,  JOURNAL  OF  THE  IOWA  MEDICAL  SOCIETY,  Vol.  LXVIII,  No.  7,  p.  239 
(co-authored  with  Gerald  Solomons,  M.D.). 


THE  ORIGINAL  ACT 

Iowa's  first  child  abuse  act  was  passed  in 
1965  as  part  of  a nationwide  surge  to  adopt 
laws  to  protect  children.  Prior  to  1961  child 
abuse  legislation  was  unknown  in  this  country; 
by  1967  every  state  in  the  union  and  3 territo- 
ries had  passed  child  abuse  reporting  laws. 
The  impetus  for  this  movement  is  generally 
credited  to  Kempe  and  Heifer  for  their  pioneer- 
ing work  in  the  field  of  child  abuse  and  their 
identification  of  the  "battered  child  syn- 
drome." 

The  intense  countrywide  interest  in  this 
issue  caused  most  of  the  state  laws  to  be  very 
similar.  The  common  underlying  goal  was  to 
provide  a protective  response  system  for  chil- 
dren, generally  through  the  state  social  welfare 
agency.  More  important  to  this  discussion, 
however,  is  the  provision  of  a mandatory  re- 
porting system  for  children  suspected  of  being 
abused. 

THE  REPORTING  PROVISIONS 

The  original  Iowa  law  mandated  all  "health 
practitioners"  to  make  a child  abuse  report 
when  they  examined,  attended  or  treated  a 
child  who  was  reasonably  believed  to  have  suf- 
fered a physical  injury  as  a result  of  the  act  or 
omission  of  the  parent  or  guardian. 

Penalties  were  provided  in  the  Iowa  law  for 
failing  to  make  a report  when  required  to  do 
so.  A misdemeanor  crime  ($100  fine  or  30  days 
in  jail)  was  authorized  to  be  charged  against  a 
mandatory  reporter  who  failed  or  refused  to 
initiate  the  required  report.  Additionally,  the 
original  act  created  a civil  liability  answerable 
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in  a malpractice  action  for  damages;  one  which 
potentially  carries  the  most  onerous  enforce- 
ment penalty,  as  discussed  later  in  this  article. 

The  1965  Iowa  law  also  included  a blanket 
immunity  provision  for  persons  who  did  make 
a child  abuse  report  whether  they  were  medi- 
cal personnel,  required  to  report  under  the 
law,  or  volunteers  who  came  forward  without 
legal  necessity.  The  statute  defined  this  latter 
group  (all  persons  other  than  health  practition- 
ers) as  "permissive  reporters."  The  immunity 
proviso  essentially  barred  any  libel  or  slander 
action  against  any  person  who  made  a child 
abuse  report  in  good  faith. 

THE  1974  AMENDMENT 

Nine  years  after  its  original  enactment  the 
Iowa  child  abuse  law  was  amended  to  broaden 
the  scope  of  the  reporting  provisions  by  sub- 
stantially expanding  the  class  of  persons  re- 
quired to  make  a report.  This  subsequent  leg- 
islation recognized  that  many  other  profes- 
sional groups  have  regular  contact  with  chil- 
dren and  should  be  included  as  mandatory 
reporters.  Social  workers,  psychologists. 
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teachers,  day  care  workers,  mental  health  cen- 
ter personnel  and  police  officers  were  added  to 
the  mandated  reporter  class  under  the  law. 

No  changes  were  made  at  this  time  in  the 
definition  of  child  abuse  (physical  abuse  only), 
nor  to  the  penalties  or  immunities  provisions. 


TABLE  I 

IOWA  CHILD  ABUSE  REPORTS 


Years 

Averoge  Reports 
Per  Year 

1965 

Uncounted  few 

1 965  to  1 973 

437 

1974  to  1977 

1 ,635  per  year 

1978  to  1983 

12,500  per  year 

THE  1978  AMENDMENT 

As  the  Iowa  child  abuse  law  proceeded  into 
its  second  decade;  as  more  reports  were  re- 
ceived and  investigations  conducted,  and  as 
research  in  the  field  began  in  earnest,  it  became 
clear  that  children  were  being  abused  by 
means  not  envisioned  in  1965.  Child  abuse  in- 
vestigators in  every  state  were  finding  that  par- 
ents, in  addition  to  physically  harming  their 
children,  also  molested  them  in  a sexual  man- 
ner. 

The  1978  amendment  responded  to  the  in- 
creasing documentation  of  a phenomenon 
which  would  have  been  rejected  as  unthink- 
able 10  years  earlier.  Reflected  in  this  more 
recent  legislative  change  was  the  realization 
that  child  sexual  abuse  is  rampant  and  needs  to 
be  included  under  the  protective  umbrella  of 
the  child  abuse  law.  The  legal  definition  of 
child  abuse  was  thus  expanded  to  encompass 
sexual  abuse  as  a required  subject  for  manda- 
tory reporting. 

Additional  expansion  was  included  in  this 
amendment.  During  the  course  of  investiga- 
tions in  the  preceding  13  years,  many  cases 
revealed  a lack  of  basic  care  for  children  in  the 
family  home.  To  meet  this  finding  the  legisla- 
ture further  broadened  the  definition  of  abuse 
to  include  the  failure  "to  provide  for  the  ade- 
quate food,  shelter,  clothing  or  other  care 
necessary  for  the  child's  health  and  welfare." 

IMPACT  OF  AMENDMENTS  ON  REPORTING 

A growing  recognition  of  child  abuse  during 
this  period  has  contributed  to  an  ever  increas- 
( Please  turn  to  page  483) 
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ing  number  of  reports.  This  was  a predictable 
effect  of  these  changes  in  the  law.  The  1974 
amendment  enlarged  the  mandated  reporter 
class  (who  must  report)  and  the  amendment  of 
1978  enlarged  the  definition  of  abuse  (what 
must  be  reported).  The  obvious  net  result  was 
more  reporters  making  more  reports. 

Statistics  from  the  Iowa  Department  of  Hu- 
man Services  reveal  that  child  abuse  reports 
received  in  this  state  grew  slowly  from  an  un- 
counted handful  in  1965  to  a total  of  437  reports 
made  in  1973;  an  av^erage  of  approximately  180 
reports  per  year  over  the  period.  In  the  four 
years  after  the  first  amendment,  1974-1977, 
this  average  grew  to  1,635  cases  per  year.  Since 
the  second  amendment,  from  1978  through 
1983,  the  average  number  of  child  abuse  re- 
ports has  increased  to  12,500  per  year  — with 
nearly  15,000  cases  reported  in  1983. 

EFFECTS  OF  NOT  REPORTING 

As  noted  in  the  introduction,  the  original  act 
contained  penalties  for  failing  to  make  a re- 
quired report.  This  part  of  the  statute  has  re- 
mained unchanged.  The  simple  misdemeanor 
for  failing  to  report  is  no  worse  than  a speeding 
ticket.  But  the  civil  liability  imposed  is  poten- 
tially great.  The  law  states:  Ayiy  person,  official, 
agency  or  institution  required  to  report  a suspected 
case  of  child  abuse  who  knowirigly  fails  to  do  so  is 
civilly  liable  for  the  damages  proximately  caused  by 
such  failure. 

What  is  becoming  a classic  lawsuit  is  the 
scenario  where  a child  is  presented  for  ex- 
amination or  treatment.  The  child  exhibits  or 
describes  evidence  of  abuse.  The  medical  prac- 
titioner, now  well  versed  in  abuse  identifica- 
tion from  the  literature  over  the  20  years, 
nevertheless  fails  or  determines  not  to  make  a 
report  to  the  social  service  unit.  The  child  is 
treated  and  released.  Later  the  child  is  rein- 
jured,  usually  more  seriously,  or  again  mo- 
lested. 

A lawsuit  is  brought  against  the  physician. 
The  claim  is  that  if  the  required  report  had  been 
made  at  the  time  of  the  initial  episode,  thereby 
causing  the  intervention  of  protection  and 
family  treatment,  the  subsequent  injury  would 
not  have  occurred.  Therefore  the  failure  to  re- 
port the  earlier  incident  is  a “proximate  cause" 
of  the  later  harm. 

As  yet,  Iowa  has  not  experienced  a supreme 
court  case  on  this  issue.  But  many  other  courts 


have  been  presented  with  the  question  and 
every  one  thus  far  has  upheld  the  legal  doc- 
trine of  liability  against  the  required  reporter 
who  failed  to  report.  Due  to  the  similariW  be- 
tween the  Iowa  statute  and  those  in  other 
states  where  court  decisions  have  been  re- 
turned, it  is  unlikely  the  courts  in  this  state 
would  reach  a different  conclusion. 

CONCLUSION 

The  reporting  function  of  the  law  serv^es  as 
the  vehicle  for  identifying  potentially  abused 
children  and  this  function  has  been  regularly 
emphasized.  The  immunities  provision  of  the 
law  is  broad  and  powerful.  So  long  as  a child 
abuse  report  is  made  in  good  faith,  even  if  the 
ensuing  investigation  reveals  abuse  has  not 
occurred,  the  person  making  the  report  is  im- 
mune from  any  action  which  would  be  taken 
by  the  parents  or  on  behalf  of  the  child.  On  the 
other  hand,  a failure  to  make  a report  can  pro- 
duce harsh  results.  The  continuing  legislative 
intent  in  shaping  this  law  is  clear:  Make  the 
report  and  be  protected  — fail  to  do  so  and  suffer  the 
consequences. 
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Improving  Coordination 
In  the  Child  Protection  System 


TIMOTHY  BARBER-LINDSTROM 
Des  Moines,  Iowa 


New  Iowa  law  became  effective  July  1 to  im- 
prove the  flow  of  information  on  child 
abuse  reports  between  investigators  and  re- 
porters. The  manner  in  which  it  works  and 
the  importance  of  the  interdisciplinary 
team  concept  are  stressed  in  this  paper. 


The  key  purpose  of  Iowa's  child  abuse  law 
and  the  system  it  establishes  is  to  protect 
the  child.  The  law  also  requires  intensive  effort 
to  protect  the  integrity  of  the  family  unit, 
whenever  possible.  In  large  part,  Iowa  law  is 
based  upon  federal  law.  This  federal  law  (P.L. 
93-247)  is  entitled  the  Child  Abuse  Prevention  and 
Treatment  Act.  It  is  the  basis  for  a national  effort 
to  prevent  and  treat  child  abuse  and  neglect.  It 
contains  criteria  which  serve  as  a model  for 
legislation  necessary  to  implement  state  child 
abuse  programs. 

Iowa  statutes  governing  child  abuse  and 
neglect  are  Chapters  232  and  235A,  Code  of 
Iowa.  Chapter  232,  Division  3,  provides  the 
legal  basis  for  reporting,  investigating,  and 
providing  treatment  services  to  abused  chil- 
dren and  their  families.  Chapter  235A  estab- 
lishes a Central  Child  Abuse  Registry  and  pro- 
cedures for  accessing,  disseminating,  redis- 

The  author  is  program  manager  for  Child  Protective  Services,  Adult, 
Children  and  Family  Services,  State  Department  of  Human  Services. 


seminating,  expunging  and  sealing  child  abuse 
information.  This  chapter  also  outlines  the 
confidentiality  provisions  regarding  child 
abuse  information. 

The  various  laws  governing  the  Iowa  child 
protective  system  identify  several  components 
which  play  an  integral  role  in  the  system.  The 
Juvenile  Court,  County  Attorney,  Law  En- 
forcement Agency,  Department  of  Human  Ser- 
vices, other  public  and  private  treatment  pro- 
viders and  many  types  of  professionals  who 
work  with  children  all  have  legally  prescribed 
roles  in  the  system. 

Because  so  many  components,  jurisdictions, 
and  players  are  involved  in  child  protection, 
children  can  be  well  protected.  They  can  also 
get  lost  in  the  system  through  lack  of  coordina- 
tion. When  this  occurs,  neither  the  child  nor 
the  child's  family  receive  the  full  benefit  of  the 
services  intended  to  prevent  future  abuse.  This 
article  will  discuss  coordination  problems 
which  are  important  to  the  medical  community 
and  indicate  how  these  problems  can  be  over- 
come. 

FIRST  CRUCIAL  STEP 

As  mandatory  child  abuse  reporters,  physi- 
cians take  the  first  crucial  step  to  prevent  fu- 
ture abuse.  Certainly,  a risk  is  involved  in  filing 
a child  abuse  report.  Health  practitioners  and 
other  treatment  providers  often  fear  that  par- 
ents will  withdraw  their  children  from  further 
treatment  if  a child  abuse  report  is  made. 

In  the  past,  this  fear  has  been  compounded 
by  the  inability  of  child  protective  workers  to 
involve  physicians  and  other  mandatory  re- 
porters in  the  investigation  process.  In  addi- 
tion, those  required  by  law  to  report  abuse 
have  had  difficulty  obtaining  information 
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about  the  outcome  of  investigations  they  initi- 
ated. These  complications  have  raised  the  anxi- 
ety levels  of  reporters  and  investigators  alike. 

Has  all  pertinent  information  been  uncovered? 
Has  the  infor^nation  been  properly  interpreted?  Has 
the  correct  decision  been  made?  Is  the  child  safe  from 
future  harm?  These  are  questions  to  which  both 
investigators  and  mandatory  reporters  need 
satisfactory  responses.  During  its  1984  session, 
the  Iowa  General  Assembly  removed  obstacles 
to  answering  these  questions  through  legisla- 
tion which  makes  the  physician  and  other 
mandatory  reporters  part  of  the  child  abuse 
investigation  team. 

The  first  part  of  this  new  legislation,  effec- 
tive July  1, 1984,  permits  child  abuse  investiga- 
tors to  request  information  from  any  manda- 
tory reporter  about  any  child  abuse  report 
under  investigation.  The  mandatory  reporter 
is  required  by  the  legislation  to  provide  the 
requested  information.  The  immunity  provi- 
sions of  the  child  abuse  law  protect  mandatory 
reporters  from  any  litigation  which  might 
otherwise  result  from  this  kind  of  information 
sharing. 

The  second  part  of  the  legislation  requires 
the  Department  of  Human  Services  to  notify 
orally  mandatory  reporters  of  the  results  of 
child  abuse  investigations  within  48  hours. 
Administratively,  DHS  has  chosen  to  follow 
the  oral  notice  with  a written  notice  concerning 
the  prohibition  against  improper  dissemina- 
tion of  the  information. 

INFORAAATION  FLOW 

Together,  these  changes  should  foster  a re- 
latively free  flow  between  investigators,  those 
who  have  information  the  investigators  need 
and  those  who  can  explain  and  clarify  informa- 
tion investigators  already  have.  The  ability  to 
answer  necessary  investigative  questions  will 
improve.  The  ability  of  DHS  workers,  physi- 
cians and  other  treatment  providers  to  embark 
immediately  on  a course  of  treatment  which 
prevents  further  abuse  will  be  enhanced. 

It  is  important  to  note  the  concepts  for  these 
legislative  changes  took  shape  during  a prob- 
lem solving  meeting  between  several  repre- 
sentatives of  the  medical  community  and  DHS. 
During  the  process  of  discussing  the  proposed 
changes,  legislators  relied  heavily  on  advice 
from  the  medical  community. 

It  is  possible  that  knowledge  of  these  recent 


changes  will  further  increase  the  number  of 
reports  made  by  health  practitioners.  In  1982, 
500  of  the  14,317  total  child  abuse  reports  were 
initiated  by  physicians.  Of  the  500  reports,  122 
were  founded.  Founded  means  that,  through 
investigation,  it  is  determined  that  abuse  did 
occur.  In  1983,  973  of  the  total  14,511  reports 
were  from  physicians  with  379  of  these  found- 
ed. Not  only  has  the  number  of  reports  in- 
creased, but  the  rate  of  founded  reports  has 
also  increased  from  24.4%  in  1982  to  38.9%  in 
1983. 

With  an  increased  exchange  of  information 
between  child  abuse  investigators  and  physi- 
cians, it  is  hoped  that  both  groups  will  be  edu- 
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1982 

Total  reports 14,317 

From  physicians  500 

Of  the  500,  122  were  founded.* 

1983 

Total  reports 14,511 

From  physicians  973 

Of  the  973,  379  were  founded.* 


* Means  child  abuse  found. 


cated.  Investigators  can  learn  how  to  improve 
their  use  of  medical  information  in  doc- 
umenting child  abuse  cases.  Physicians  can 
learn  more  about  the  technical  requirements 
for  abuse  reporting  and  investigation  resulting 
in  more  precise,  accurate  and  thorough  report- 
ing. 

MULTIDISCIPLINARY  NEEDS 

A difficult  problem  faced  by  DHS  social 
workers  is  that  the  investigative  and  treatment 
decisions  they  must  make  need  to  be  based  on 
analysis  of  information  which  is  outside  their 
area  of  expertise.  The  medical  community  can 
play  a key  role  in  solving  this  problem  through 
participation  on  multidisciplinary  teams.  A 
multidisciplinary  team  is  a group  of  indi- 
viduals who  possess  knowledge  and  skills  re- 
lated to  the  diagnosis,  assessment  and  disposi- 
tion of  child  abuse  cases.  Team  members  must 
be  professionals  practicing  in  the  disciplines  of 
medicine,  public  health,  mental  health,  social 
(Please  turn  to  page  486) 
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work,  child  development,  education,  law, 
juvenile  probation  or  law  enforcement.  The 
team  assists  DHS  in  assessing  cases  and  de- 
veloping treatment  recommendations.  Each 
DHS  district  office  has  been  encouraged  to  cre- 
ate sufficient  teams  to  provide  consultation  to 
staff  on  investigation  and  treatment  issues.  A 
number  of  physicians  are  on  these  teams. 
Many  more  could  be  used.  A broader  pool  of 
experts  could  lighten  the  load  for  everyone 
involved.  Anyone  who  is  interested  in  this 
type  of  participation  in  the  child  protection 
system  should  contact  the  DHS  district  ad- 
ministrator for  further  information. 

MEDICAL  PARTICIPATION 

The  medical  community  has  participated  in 


several  other  ways  in  child  protection  efforts. 
Physicians  and  nurses  have  provided  much 
needed  education  on  identification  of  child 
abuse.  They  have  participated  in  local  councils 
on  child  abuse  and  neglect  and  assisted  in  the 
development  of  several  child  abuse  prevention 
projects.  Continued  efforts  in  these  areas  are 
crucial  to  the  safety  of  children  who  are  at  risk 
to  abuse. 

It  is  the  intention  of  the  Department  of  Hu- 
man Services  to  further  develop  and  strength- 
en our  partnership  with  the  medical  commu- 
nity in  our  mutual  efforts  to  protect  children. 
Many  problems  face  us.  These  need  to  be 
aggressively  pursued  and  resolved  through 
coordination,  cooperation  and  partnership. 
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QUESTIONS  AND  ANSWERS 


(Continued  from  page  465) 


foster  care  for  a child  may  be  included  in  re- 
ports required  by  a juvenile  court  petition. 

Senate  File  2293  also  made  substantive 
changes  in  Chapter  235A  of  the  Iowa  Code 
which  addresses  child  abuse.  The  changes  in 
235A  include: 

a.  DHS  is  required  to  orally  notify  all  man- 
datory reporters  of  case  investigation  results 
and  of  the  confidentiality  provisions. 

b.  A new  category  of  report  is  established 
which  includes  cases  that  are  neither  founded 
nor  unfounded.  In  these  cases,  abuse  is  strong- 
ly suspected  and  most  of  the  proof  is  clear,  but 
there  is  something  lacking  in  order  to  sub- 
stantiate the  case.  This  new  section  of  the  Code 
will  allow  DHS  to  maintain  the  report  in  the 
central  abuse  registry  for  1 year  to  establish  a 
pattern  of  abuse,  should  subsequent  reports  be 
received. 

Could  you  explain  the  term  "mandatory  re- 
porter" and  its  association  with  child  abuse? 

As  the  term  relates  to  child  abuse,  a "manda- 
tory reporter"  is  a person  who  is  required  by 
law  to  report  suspected  cases  of  physical 
abuse,  sexual  abuse  and  neglect  of  children. 
Health  practitioners  are  considered  by  law  to 
be  mandatory  reporters. 

As  mandatory  reporters,  how  can  physicians 
increase  their  effectiveness? 

Precise  and  complete  reports  of  suspected 
child  abuse  are  important  to  our  investigative 
workers.  Physicians  and  other  mandatory  re- 
porters must  have  a clear  understanding  of 
what  constitutes  child  abuse  under  Iowa  law. 
By  gaining  this  understanding,  physicians  can 
report  the  information  needed  for  an  investiga- 
tion. I recommend  that  physicians,  county 
medical  societies,  hospitals  and  clinics  contact 
a district  office  of  the  DHS  to  arrange  a meeting 
with  our  staff.  We  will  help  them  review  the 
child  abuse  definition,  reporting  requirements 
and  investigation  process. 

The  article  by  Timothy  Barber-Lindstrom 
appearing  in  this  issue  explains  recent  legisla- 
tive changes  which  make  this  participation 
possible. 


How  can  physicians  help  encourage  safe- 
guards against  child  abuse? 

Our  mutual  goal  is  to  identify  abused  chil- 
dren. Physicians  can  help  immensely  by  thor- 
ough reporting.  If  physicians  are  willing  to  tes- 
tify in  juvenile  court  about  abuse  cases,  the 
court  will  be  able  to  perform  its  enforcement 
duties  more  effectively.  We  urge  physician 
participation  on  multidisciplinary  consultation 
teams.  These  teams  assist  the  DHS  in  assessing 
and  diagnosing  child  abuse  cases  and  the  ex- 
perience can  be  valuable. 

As  mandatory  reporters,  physicians  receive 
automatic  feedback  about  the  results  of  child 
abuse  investigations.  Physicians  should  re- 
view the  results  carefully  to  insure  all  informa- 
tion reported  to  our  workers  has  been  ad- 
dressed. If  there  has  been  an  oversight  in  our 
investigation,  the  DHS  should  be  contacted 
promptly. 

Finally,  I encourage  physicians  to  suggest 
changes  in  policy  and  procedure  to  improve 
our  overall  efforts  to  protect  children. 
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Richard  M.  Caplan,  M.D. 

OUR  MAN 

IN  EDUCATION 

WILDFLOWERS  AND 
MATERIA  MEDICA 

A walk  in  the  woods  usually  won't  do  it,  but 
an  amble  almost  surely  will.  As  my  walk- 
ing speed  drops,  my  frequency  of  noticing  and 
thinking  rises.  On  such  an  amble  this  after- 
noon my  gaze  fastened,  due  to  my  slow  pace, 
on  some  little  white  flowers  with  a petal 
arrangement  that  suggested  a daisy.  They 
grew  in  a thick  mass  of  foliage  near  an  area  that 
was  mowed.  What  I was  looking  at  would 
surely  have  been  called  weeds  by  the  mower. 
But  I felt  they  would  better  be  called  wildflow- 
ers.  They  looked  hardy,  graceful  and  just  plain 
pretty. 

One  definition  of  a weed  is  "a  plant  for 
which  no  purpose  has  yet  been  found."  I won- 
dered if  anybody  had  ever  known  a purpose 
for  this  little  flowering  plant.  And  then  I real- 
ized suddenly  what  an  abysmal  ignorance  1 
have  of  plants,  especially  in  relation  to  their 
therapeutic  capacities.  I never  took  a botany 
course;  my  forebears  never  took  me  as  a child 
on  walks  in  the  woods,  pointing  out  which 
plants  are  useful  or  dangerous,  as  might  have 
happened  had  I been  born  a century  ago. 

What  physician,  at  the  turn  of  this  very  cen- 
tury, might  have  guessed  that  almost  all  physi- 
cians (as  I surmise)  would  be  so  ignorant  of  the 
therapeutic  properties  of  plants;  that  few  pre- 
meds  would  have  taken  a course  in  descriptive 
botany;  that  our  modern  courses  in  pharmacol- 
ogy would  use  chemical  names  and  formulas 
for  the  synthetic  drugs  of  interest  and  almost 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  The 
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never  even  mention  the  history  of  drugs-from- 
plants;  that  some  of  the  pharmaceutical  com- 
panies still,  Tm  told,  make  effort  to  find  useful, 
potentially  profitable  new  drugs  from  plants 
(an  image  forms  in  my  mind  of  a medieval 
alchemist's  shop  converted  to  a modern  organ- 
ic chemistry  laboratory,  but  with  the  same 
motivation  of  transforming  dross  into  gold  and 
power). 

I knew  the  term  "materia  medica"  as  naming 
a major  component  of  medical  study  in  times 
gone  by;  yet  it  had  already  become  passe  by 
midcentury  when  1 formally  studied  pharma- 


"Alas,  the  loss  from  all  doctors'  offices  of 
those  fascinating  jars  that  held  leaves, 
roots,  tinctures,  powders  and  so  on!" 


cology.  I couldn't,  without  recourse  to  diction- 
ary, have  given  this  precise  definition:  "that 
branch  of  medical  science  which  treats  of  the 
drugs  employed  in  medicine;  collectively,  all 
the  curative  substances  employed  in  medi- 
cine." Alas,  the  loss  from  all  doctors'  offices  of 
those  fascinating  jars  that  held  leaves,  roots, 
tinctures,  powders,  and  so  on! 

Books  on  folk  medicine  (I  gather)  still  tell  the 
reader  how  to  make  nostrums  from  indigenous 
herbs.  And  I read  in  a medical  journal  that 
interest  has  been  renewed  lately  at  the  pros- 
pect of  finding  possible  antimycotic  and  anti- 
biotic activity  in  garlic.  The  following  words 
illustrate  this  kind  of  knowledge  (or  "conven- 
tional wisdom,"  if  not  knowledge).  They're 
from  the  unique  recent  bestseller.  The  Name  of 
(Please  turn  to  page  496) 
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DRUG  THERAPY 

REVIEW 

Reynold  Spector,  M.D.,  Editor 

DRUG  AAANAGEMENT  OF  ADULT 
VASCULAR  HEADACHES 
(MIGRAINE  AND  CLUSTER 
HEADACHE): 

Part  I — Treatment  of  the  Acute 
Attack 


The  management  of  migraine  headaches  in 
adults  must  address  both  the  treatment  of 
the  acute  attack  and  the  prevention  of  future 
episodes.  Drug  intervention  is  a crucial  aspect 
of  management  but  should  not  be  the  sole 
method  of  approach.  For  instance,  possible 
trigger  factors  must  be  identified  and  often  can 
be  eliminated  (e.g.,  oral  contraceptives,  skip- 
ping of  meals,  alcohol  and  certain  foodstuffs, 
irregular  sleeping  habits,  stress,  etc.). 

I.  MIGRAINE  (BOTH  CLASSICAL  AND  COAAMON  TYPE) 

(a)  Recognize  the  prodromata.  This  is  relatively 
simple  in  the  classical  variety  but  may  be  diffi- 
cult in  common  migraine,  because  the  pro- 
drome is  less  well  defined.  Tmie  is  of  the  essence. 
The  sooner  medication  is  used  the  more  effec- 
tive it  will  be. 

(b)  Prevent  or  relieve  gastrointestinal  symptoms. 
This  is  a crucial  part  of  acute  management  of 
vascular  headaches.  Nausea  and  vomiting  are 
often  features  of  the  acute  migraine  episode. 
Furthermore,  some  of  the  medications  used  to 
relieve  the  pain  may  induce  nausea  and  vomit- 
ing. 

This  information  for  Iowa  physicians  is  furnished  and  sponsored  by  the 
University  of  Iowa  Hospitals  and  Clinics, 


An  advantage  of  the  early  use  of  antiemetics 
is  their  sedative  side  effects.  Most  acute  mi- 
graine attacks  are  more  easily  and  rapidly  con- 
trolled if  the  patient  can  rest,  and,  ideally, 
sleep,  in  a quiet  environment.  This  helps 
shorten  the  attack  itself  and  prevents  the  de- 
velopment of  the  muscular  tension  component 
which  often  prolongs  the  headache  phase  of 
migraine  attacks.^ 

Phenothiazine  derivatives  or  antihistamines 
can  be  used.  One  antiemetic,  metoclopramide, 
may  be  especially  useful,^  because  of  an  addi- 
tional effect.  Metoclopramide  (Reglan®)  in- 
creases gastric  and  duodenal  peristalsis,  and 
relaxes  the  pyloric  sphincter  leading  to  acceler- 
ated gastric  emptying.  These  are  desirable 
effects  because  gastric  stasis  is  often  present 
during  a migraine  attack  — which  may  contrib- 
ute significantly  to  the  inefficiency  of  oral  prep- 
arations in  migraine.^  The  drug  may  induce 
extrapyramidal  symptoms,  and  it  should  not 
be  used  during  pregnancy  (teratogenic  side 
effects  not  known).  The  action  of  metoclopra- 
mide is  antagonized  by  anticholinergic  drugs 
and  narcotics. 

This  preparation  can  be  used  in  the  oral  and 
injectable  forms.  The  dose  is  10  mg  of  meto- 
clopramide hydrochloride  given  PO  15  to  30 
minutes  before  administration  of  pain- 
relieving  medication. 

(c)  Relief  of  headache.  The  drug  of  choice  is  still 
ergotamine.  This  is  an  alpha  adrenergic  block- 
ing agent  with  direct  action  on  the  smooth 
muscle  of  peripheral  and  cranial  vessels.  The 
direction  of  action  depends  on  the  preexisting 
resistance  of  the  vessel.  Ergotamine  will  act  as 
a constrictor  if  the  vascular  resistance  is  low 
but  will  produce  vasodilatation  if  there  is  in- 
creased resistance.'^  It  has  also  been  shown  that 
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it  closes  cephalic  arteriovenous  shunts.^  Er- 
gotamine also  affects  serotonin  turnover  in  the 
brain. ^ Its  action  during  the  migraine  attack 
may  be  related  to  all  these  mechanisms.  It  is 
important  that  no  vasoconstrictive  effect  has 
been  noted  in  the  internal  carotid  circulation 
when  therapeutic  doses  of  this  medication 
have  been  used/  but  that  the  vascular  territory 
supplied  by  the  basilar  artery  may  be  more 
easily  affected  by  the  medication.  The  recom- 
mended dosage  is  1 to  2 mg  (either  PO  or  per 
rectum)  initially,  the  sooner  the  better,  fol- 
lowed by  1 mg  every  30  to  45  minutes  if  neces- 
sary. No  more  than  4 to  6 mg  should  be  used  in  a 
single  attack.  The  weekly  amount  should  not 
exceed  10  mg. 

The  major  side  effect  is  on  the  gastrointesti- 
nal system.  Severe  nausea  and  vomiting 
can  be  a contraindication  to  the  use  of  the  prep- 
aration. Pregnancy  is  an  absolute  contraindi- 
cation to  the  use  of  ergotamine  because  of  its 
action  on  the  uterus.  The  medication  should 
also  be  avoided  in  any  case  in  which  vasocon- 
striction can  be  dangerous.  In  otherwise 
healthy  young  adult  subjects,  it  is  a safe  and 
useful  agent. 

One  complication  that  occurs  frequently 
when  the  recommended  dosages  indicated 
above  are  exceeded  is  the  development  of  “re- 
bound" headache  attacks.  The  onset  of  these 
medication-related  severe  migraine  headaches 
is  often  insidious.  As  headaches  continue  to 
increase  in  frequency,  the  patient  realizes  that 
more  and  more  ergotamine  is  needed  to  con- 
trol the  pain.  Management  of  this  problem  in- 
cludes (a)  admission  to  the  hospital  for  seda- 
tion and  rest  and  (b)  discontinuation  of  ergota- 
mine. Sedation  should  be  initiated  before  ergot- 
amine is  discontinued.  A severe  withdrawal 
headache  generally  ensues  but  subsides  within 
days,  after  which  the  occurrence  of  attacks  re- 
turns to  its  original  frequency.® 

Ergotamine  is  available  as  ergotamine  tar- 
trate, in  sublingual  tablets  of  2 mg,  in  oral  tab- 
lets of  1 mg,  and  in  suppositories  of  2 mg.  A 
parenteral  form  for  IM  injection  is  also  avail- 
able, 1 mg  of  dihydroergotamine  mesylate  in  1 
ml  ampules.  Ergotamine,  PO  or  per  rectum, 
should  not  be  given  at  less  than  30-to-60- 
minute  intervals.  The  total  daily  dosage  should 
not  exceed  3 to  4 mg  per  day  or  10  mg  per  week. 
If  given  in  parenteral  form,  no  more  than  2 to  3 


mg  should  be  given  in  a single  day  and  the 
weekly  limit  should  be  5 to  6 mg. 

Oral  tablets  and  suppositories  of  ergotamine 
tartrate  are  available  in  combination  with  other 
medications.  Some  dosage  forms  contain  anti- 
emetic substances;  one  unfortunate  combina- 
tion is  ergotamine  with  caffeine.  Caffeine  en- 
hances the  absorption  and  action  of  ergota- 
mine and  thus  aggravates  the  gastrointestinal 
side  effects  and  also  causes  CNS  stimulation 
which  counteracts  the  sedation  required  for 
the  treatment  of  the  acute  attack. 

An  alternative  medication  is  midrin,  a com- 
bination of  isometheptene  (a  sympathomi- 
metic amine  which  acts  as  a vasoconstrictor  of 
cranial  arterioles),  dichloralphenazone  (a  mild 
sedative)  and  acetaminophen.  This  prepara- 
tion neither  aggravates  nor  induces  nausea 
and  is  a useful  alternative  when  ergotamines 
cannot  be  used.  Midrin  has  the  advantage  of 
containing  a mild  sedative  which  can  help  re- 
duce the  tension  component  of  migraine 
headache.  It  is  usually  used  as  1 to  2 capsules  at 
the  beginning  of  an  attack  followed  by  1 cap- 
sule every  1 to  2 hours,  if  necessary,  but  not 
exceeding  5 capsules  in  24  hours. 

Aspirin  or  acetaminophen  given  in  the  usual 
oral  form  often  fails  to  induce  relief.  However, 
if  either  drug  is  administered  in  an  effervescent 
form  at  the  beginning  of  the  attack,  especially 
following  the  administration  of  metoclopra- 
mide,  the  effectiveness  is  increased.^ 

The  usefulness  of  calcium  channel  blockers 
in  the  acute  treatment  of  migraine  is  currently 
under  study. 

Patients  who  come  to  the  attention  of  a 
physician  after  the  attack  has  reached  its  peak, 
often  suffering  for  several  hours  or  even  days, 
are  a major  problem  of  management.  These 
patients  usually  require  admission  and  heavy 
sedation  which  will  resolve  the  attack  in  a few 
days.  The  intravenous  administration  of 
dihydroergotamine,  every  8 hours,  has  been 
shown  to  shorten  the  period  of  resolution  to  48 
hours. 

CONSIDERING  that  headaches  are  usually  a 
chronic  condition  which  may  persist  in 
some  form  for  most  of  the  patient's  life,  narcot- 
ic analgesics  should  not  be  used  to  treat  acute 
migraine.  Narcotic  analgesics  should  be 
avoided  in  order  to  prevent  the  additional 
problem  of  drug  addiction  in  these  already 
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troubled  patients.  Unfortunately,  narcotic  use 
early  in  the  treatment  of  acute  attacks  may 
result  in  these  patients  not  responding  later  to 
more  appropriate  therapy. 

II.  CLUSTER  HEADACHES 

The  treatment  of  the  cluster  headache  poses 
special  problems,  due  to  the  rapid  onset, 
severity  of  pain,  and  short  duration  of  the 
attacks,  as  well  as  to  their  repetitiveness.  Most 
forms  of  ergotamine  have  too  long  an  absorp- 
tion period  to  be  effective  in  this  type  of 
headache.  However,  the  IM  injection  of  1 mg 
dihydroergotamine  can  terminate  the  attack. 
Also,  the  sublingual  forms  of  ergotamine  tar- 
trate, because  of  their  faster  absorption,  can  be 
helpful  in  the  more  prolonged  cluster 
headache  episodes.  Since  these  attacks  occur 
on  a daily  basis,  often  even  several  times  per 
day,  ergotamine  overdose  will  develop  if  it  is 
used  regularly.  The  best  approach  is  to  use 
100%  O2,  inhaled  through  a facial  mask  for 
approximately  5 to  10  minutes  at  a rate  of  6 to  8 
liters  per  minute. The  mechanism  by  which 
oxygen  stops  the  cluster  headache  attack  is  not 
known. 


The  crucial  management  of  this  type  of 
headache  is  prevention.  — Hanna  Damasio, 
M.D.,  Associate  Professor,  Department  of 
Neurology. 
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319-556-3131  or  write  today.  You'll  learn  it  now  costs 
no  more  to  go  with  the  leader. 


Mail  to: 

CyCare 

520  Dubuque  Building 
Dubuque,  lA  52001 


Authorized 


National  ISO 


□ Rush  free  details  to  me  about  CyCare 
1 00.  My  business  card  is  attached. 

□ Have  a representative  contact  me. 


North  America's  leading  provider  of 
data  processing  services,  software  and 
systems  for  medical  group  practices. 


Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


Roger  L.  Garner.  537  Merle  Hay  Tower,  3800  Merle  Hay  Road,  Des  Moines,  Iowa  50322,  515/276-6202 


Information  of  Interest 

STATE  DEPT,  OF 
PUBLIC  HEALTH 


FEDERAL  LAW:  ACCESSIBILITY 
FOR  DEAF  PATIENTS 


Accessibility  for  handicapped  persons  is 
. getting  more  attention  in  recent  years. 
Hospitals,  and  medical  services  in  general, 
have  been  expressing  their  support  in  this 
area,  as  exhibited  by  various  modifications  in 
architecture  and  health  care  delivery. 
Although  medical  services  have  always  been 
more  involved  with  handicapped  persons, 
from  a physiological  standpoint,  in  treating 
physical  disabilities,  there  has  often  been  a lack 
of  sensitivity  to  disabled  persons'  needs  for 
independence  and  equal  access  to  all  services. 

One  of  the  main  catalysts  for  change  in  this 
regard  is  Federal  Law  — P.L.  93-112,  Section 
504,  which  is  the  “civil  rights  act"  for  disabled 
persons.  Section  504  applies  to  health  care  and 
social  service  programs,  schools,  colleges, 
housing,  transportation,  and  other  public  ser- 
vices that  are  recipients  of  federal  funds.  If 
programs  or  services  are  not  recipients  of 
federal  dollars,  the  law  does  not  apply.  Section 
504  provides  handicapped  persons  the  oppor- 
tunity to  receive  benefits  and  services  that  are 
equal  to  and  as  effective  as  those  offered  non- 
handicapped persons.  This  federal  law  has 
been  in  effect  since  1973  and  in  recent  years 
various  federal  and  state  agencies  have  de- 
veloped specific  regulations  and/or  guidelines 
with  which  recipients  of  federal  dollars  must 
comply. 

The  former  Secretary  of  the  Department  of 
Health,  Education  and  Welfare  (Joseph  A. 
Califano)  promulgated  extensive  regulations 
which  apply  to  health  care  providers  and  are 
still  in  effect  under  that  agency's  revised  name 

This  information  on  pubhc  matters  is  furnished  and  sponsored  by  the 
Iowa  State  Department  of  Health. 


of  the  Department  of  Health  and  Human  Ser- 
vices (DHHS).  The  regulations  for  all  recipients 
include  a compliance  provision;  Failure  to  meet 
Section  504  anti-discrimination  requirements 
can  result  in  withdrawal  of  federal  funding. 
Any  health  care  provider  who  receives  federal 
funding  in  the  form  of  grants,  loans,  contracts, 
services,  property,  Medicaid,  etc.  under 
DHHS,  or  any  other  federal  source,  must  com- 
ply. If  a program  receives  any  federal  financial 
assistance  for  one  part  of  its  activities,  com- 
pliance for  all  activities  is  then  required  — even 
if  those  other  activities  do  not  receive  any 
direct  aid. 

Administrators  of  health  care  facilities  are 
required  to  perform  a self-evaluation  regarding 
the  quality  and  availability  of  services  to  hand- 
icapped persons  and  then  to  correct  any  ex- 
isting inequitable  policies  and  practices.  These 
evaluations  are  to  be  done  with  the  assistance 
and  expertise  of  local  handicapped  citizens  or 
organizations.  DHHS  requires  recipients  with 
15  or  more  employees  to  adopt  grievance  proc- 
edures for  simple  complaints  that  cannot  be 
resolved  in  this  manner  and  all  others  can  be 
filed  with  the  programs'  regional  office  for 
Civil  Rights.  Persons  can  also  bypass  the  agen- 
cy complaint  procedures  and  file  a lawsuit  in 
federal  court. 

Accessibility  to  health  care  services  for  deaf 
persons  in  particular  can  include  some  of  the 
following  provisions.  Programs/agencies  with 
15  or  more  employees  must  provide  “auxiliary 
aids"  which,  for  deaf  persons,  can  include: 

1.  Temporary  or  full-time  hiring  of  qualified 
sign  language  interpreters  who  make  possible 
the  necessary  communication  between  the 
deaf  patient  and  the  medical  staff,  or  who 
make  health-related  educational  classes  under- 
stood. 

2.  Utilization  of  Telecommunication  Devices 

(Please  turn  to  page  496) 
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Anyone  Responsible 
IbrA  Half  Million 
Dollars  ShouMif t Have 
ToWorkTwoJobs. 


Making  money  is  a full  time  job. 
Unfortunately,  so  is  managing  it. 

And  most  people  and  companies  are 
far  better  at  getting  rich  than  they  are  at 
staying  that  way. 

Unless  they  hire  us.  Statesman 
Investment  Advisors. 

We  work  for  individuals,  corporations, 
endowment  funds,  pension  funds  and 
associations  with  manageable  assets  of  a 
half  million  dollars  or  more. 

And  we'll  manage  your  assets  on  a 
fee  basis,  designing  portfolios  that  are 
responsive  both  to  the  market  and  to  your 
gods  and  objectives. 

We  offer  no  products,  no  insurance 
and  receive  no  commissions. 

All  we  have  to  sell  is  a staff  with  35 
years  of  broad  investment  experience  and 
over  $150,000,000  under  management. 

Want  to  make  your  half  rrullion 
whole?  Put  Statesman  Investment 
Advisors  to  work  for  you. 

Call  515-284-7648. 

REGISTERED  INVESTMENT  ADVISORS 

ffiThe  Statesman  Group,  Inc. 

Suite  804  Des  Moines  Building 
Des  Moines,  LA.  50309 
. (515)  284-7648 

Statesman  Investment  Advisors,  inc. 


STATE  DEPARTMENT  OF 
PUBLIC  HEALTH 


for  the  Deaf  (TDDs),  which  make  the  tele- 
phone accessible  for  deaf  persons  when  calling 
others  with  like  equipment. 

3.  Use  of  telecaption  decoders  which  make 
television  accessible. 

4.  More  frequent  use  of  visual  aids  or  ampli- 
fication devices  to  enhance  the  communication 
setting. 

Deaf  Services  of  Iowa  is  working  with  a local 
deaf  community  and  local  hospital  in  develop- 
ing a "model  guideline"  for  accessibility  for 
deaf  persons.  Those  interested  in  further  de- 
tails should  contact: 

Deaf  Services  of  Iowa 
Division  of  Community  Health 
Iowa  State  Department  of  Health 
Lucas  State  Office  Building 
Des  Moines,  lA  50319 
515/281-3164  (Voice/TDD) 

REFERENCES 

1.  Legal  Rights  of  Hearing  Impaired  People,  National  Center  for  Law  and 
the  Deaf,  Gallaudet  College  Press,  1984. 

2.  Your  Responsibilities  To  Disabled  Persons  As  A Health  Care  Social  Service 
Administrator,  U.S.  Department  of  Health,  Education  and  Welfare,  1977. 


OUR  MAN  IN  EDUCATION 


(Continued  from  page  489) 


the  Rose  by  Umberto  Eco,  and  are  spoken  by  a 
Benedictine  monk  in  1327. 

“Frangula  ...  A good  infusion  is  made  from  the 
bark,  for  hemorrhoids.  And  that  is  arctium  lappa;  a 
good  cataplasm  of  fresh  roots  cicatrizes  skin  eczemas 
. . . many  of  these  herbs,  duly  compounded  and 
administered  in  the  proper  dosage,  could  be  used  for 
lethal  beverages  and  ointments  . . . datura  stramo- 
nium, belladonna,  hemlock:  they  can  bring  on 
drowsiness,  stimulation  or  both;  taken  with  due  care 
they  are  excellent  medicines,  but  in  excess  doses  they 
bring  on  death." 

Although  fictional,  the  passage  seems  a 
reasonably  authentic  presentation  of  either 
folk  or  old-time-expert  knowledge  of  therapeu- 
tics and  toxicology  that  reinforces  my  inferior- 
ity feelings  about  wildflowers  and  materia 
medica.  But  the  beauty,  grace,  persistence  and 
the  very  aliveness  of  these  little  blooms  re- 
stores my  equanimity. 
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September  1 984  Morbidity  Report 


Disease 

Sept. 

1984 

Total 

1984 

to 

Date 

1983 

to 

Date 

Most  Sept.  Cases 
Reported  From 
These  Counties 

Amebiasis 

5 

57 

33 

Floyd,  Johnson, 

Brucellosis 

1 

2 

3 

Polk,  Sioux 
Pottawattamie 

Chickenpox 

26 

6413 

5544 

Scattered 

Campylobacter 

37 

238 

289 

Scattered 

Cytomegalovirus 

0 

10 

11 

Eaton's  Agent 
infection 

3 

31 

102 

Cass,  Clinton 

Encephalitis,  viral 

4 

24 

49 

Linn 

Dubuque,  Scott, 

Erythema 

infectiosum 

0 

51 

25 

Wayne 

Gastroenteritis 

(GIV) 

745 

9504 

9360 

Scattered 

Giardiasis 

61 

271 

204 

Scattered 

Hepatitis,  A 

7 

41 

21 

Scattered 

Hepatitis,  B 

7 

78 

63 

Scattered 

Hepatitis,  Non  A-B 

1 

14 

33 

Cerro  Gordo 

Hepatitis 

type  unspecified 

1 

9 

10 

Black  Hawk 

Herpes  Simplex 

49 

678 

770 

Scattered 

Herpes  Zoster 

0 

2 

6 

Histoplasmosis 

0 

16 

15 

Infectious 

mononucleosis 

5 

106 

143 

Black  Hawk,  Linn 

Influenza, 

lab  confirmed 

0 

176 

207 

Influenza-like 
illness  (URI) 

1006 

31810 

30297 

Scattered 

Legionellosis 

0 

3 

6 

Malaria 

1 

2 

3 

Linn 

Meningitis 

aseptic 

19 

49 

113 

Scattered 

bacterial 

8 

91 

124 

Scattered 

meningococcal 

0 

21 

16 

Mumps 

3 

22 

38 

Des  Moines,  Madison 

Pertussis 

1 

10 

6 

Woodbury 

Polk 

Rabies  in  animals 

11 

124 

169 

Scattered 

Reye  Syndrome 

0 

2 

2 

Rheumatic  Fever 

0 

0 

1 

Rubella 

(German  measles) 

0 

1 

0 

Measles 

0 

0 

0 

Salmonellosis 

33 

187 

257 

Scattered 

Shigellosis 

4 

32 

41 

Dickinson,  Johnson, 

Toxic  Shock 
Syndrome 

1 

11 

14 

Linn,  Polk 
Jefferson 

Tuberculosis 
total  ill 

5 

56 

52 

Scattered 

bact.  pos. 

5 

50 

40 

Scattered 

Typhoid  Fever 

0 

0 

0 

Venereal  diseases; 
Gonorrhea 

400 

3338 

3475 

Scattered 

Syphilis 

0 

11 

19 

Other  Non-Reporfable  Diseases:  Ascaria  — 1 , Mitchell,  1 , Shelby;  Botulism 
Infant  — 1 , Fayette;  Chlamydia  — 2,  Johnson;  Clonarchis  — 1 , Clinton,  2, 
O'Brien,  1 , Iowa,  2,  Polk;  Coxsackie  — 1 , Davis,  2,  Dubuque,  1 , Johnson; 
Hookworm  — 2,  Muscatine;  Blastomyces  — 1 , Delaware;  T richuris  T richiura 
— 1,  Muscatine,  1,  Polk;  Ureaplasma  urealyticum  — 1,  Butler,  1,  Black 
Hawk,  1 , Clinton,  2,  Linn,  3,  Johnson,  1 , Polk. 


Iowa 

Lutheran 

Hospital... 

is  pleased  to  announce 
the  opening  of  new 
cardiac  catheterization 
facilities. 

In  response  to 
community  and 
physician  needs,  ILH 
continues  to  adapt  to 
and  serve  the  changing 
requirements  of  Iowa. 

Medical  Director  of  the  Cath  Lab; 

L.A.  lannone,  M.D. 


Iowa  Lutheran  Hospital 

fiU/l 


UNIVERSITY  AT  PENN/DES  MOINES,  IOWA  50316/515-263-5612 
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Medical  Developments 

IMEWS/PRODUCTS. 
PROGRAMS,  ETC. 


NEW  PRODUCT  — Vivonex  T.E.N.,  a high  ni- 
trogen elemental  diet,  has  been  introduced  by 
Eaton  Pharmaceuticals,  Inc.  to  help  stressed 
catabolic  patients.  This  low  residue  feeding 
permits  maximal  absorption  with  minimal 
digestion.  Each  80.4  gm  packet  provides  3,000 
calories  and  17.1  gms  of  available  nitrogen. 

ALCOHOL  ABUSE  BOOKLET  — The  Miller  Brew- 
ing Company  has  published  a booklet  entitled, 
“Somebody  Do  Something."  It  offers  a per- 
spective on  alcohol  abuse.  The  booklet  covers 
the  involvement  of  the  alcohol  beverage  indus- 
try with  the  problem  of  alcohol  abuse. 

FREE  COPY  — A complimentary  copy  of  a report 
entitled,  "Smoking  or  Health;  It's  Your 
Choice,"  may  be  obtained  from  the  American 
Council  on  Science  and  Health.  This  report  is 
very  revealing.  Send  a self-addressed, 
stamped  (37<f  postage),  business  size  (#10)  en- 
velope to  ACSH,  47  Maple  Street,  Summit, 
New  Jersey  07901.  Write  "Smoking  or  Health" 
on  the  back  of  the  envelope. 

ALCOHOL  INFO  — Excellent  educational  mate- 
rial on  alcohol  abuse  is  in  a new  packet  avail- 
able from  the  National  Clearinghouse  for  Alco- 
hol Information,  Station  lA,  P.  O.  Box  2345, 
Rockville,  Maryland  20852.  One  booklet  is 
especially  valuable  to  physicians  and  nurses 
caring  for  pregnant  women  . . . it  is  a guide  to 
"Preventing  Fetal  Alcohol  Effects." 

ACP  RECOMMENDATION  — The  American  Col- 
lege of  Physicians  has  issued  a recommenda- 
tion declaring  the  use  of  apheresis  for  the  treat- 
ment of  chronic,  severe  rheumatoid  arthritis 
has  not  proved  efficacious.  The  recommenda- 
tion reinforces  a previous  statement  declaring 
there  is  need  for  further  investigation  in  the 
form  of  randomized,  controlled,  double-blind 
studies.  One  exception  to  the  recommendation 
is  noted.  Patients  with  life-threatening 


rheumatoid  vasculitis  may  be  prime  candi- 
dates for  a trial  course  of  plasmapheresis. 

NEW  DEVICE  CONSERVES  OXYGEN  — A new 

"Oxymizer"  device  has  been  designed  to  save 
patients  on  home  oxygen  therapy  considerable 
expense.  It  provides  an  oxygen  saturation  level 
equivalent  to  that  achieved  with  a standard 
nasal  cannula  at  one-quarter  the  flow  rate.  The 
device  features  a close-coupled  reservoir  for 
storage  of  oxygen  that  would  normally  be 
wasted  while  the  patient  is  exhaling.  For  in- 
formation, write  to  Chad  Therapeutics,  Inc., 
Woodland  Hills,  California. 

NEW  DIABETES  PROGRAM  — Watch  for  informa- 
tion from  the  American  Diabetes  Association 
on  an  educational  effort  to  acquaint  physicians 
with  Type  II  Diabetes.  A nationwide  program 
will  commence  with  teleconferences  and  semi- 
nars. A Physician's  Guide  to  Type  II  Diabetes  will 
be  available.  This  clinical  education  program  is 
supported  by  a grant  from  the  Upjohn  Com- 
pany. Interested  physicians  may  call  toll-free 
800/221-2207. 

MARKETING  INFO  — Colwell  Systems,  Inc.,  has 
designed  a marketing  information  kit  for  the 
physician  who  wishes  to  develop  a marketing 
program  to  enhance  his/her  office  practice. 
Write  to  Colwell  Systems,  Inc.,  201  Kenyon 
Road,  Champaign,  Illinois  61820  or  call  toll- 
free  800/637-1140. 

NEW  FROM  SEARLE  — Intravenous  Calan® 
(verapamil  HCl)  is  available  from  Searle  Labor- 
atories in  pre-filled  syringes  (5  mg  and  10  mg 
sizes),  a form  that  is  faster  and  more  con- 
venient than  the  previously  available  all-glass 
ampuls.  Intravenous  Calan®  is  used  for  rapid 
control  of  certain  irregularities  of  cardiac 
rhythm.  Searle  also  markets  Calan®  in  an  oral 
tablet  for  the  treatment  of  angina. 
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Motrin  reduces 
inflanimation,  pain 
...and  nrice 


New  low  price...major  savings 

The  dramatic  reduction  in  the  price  of  Motrin  Tablets  means  substantial  savings 
from  now  on  for  your  patients  and  for  patients  all  across  the  country  for  whom  Motrin 

Tablets  are  prescribed. 

Motrin  is  priced  lower  than  Clinoril,  Feldene,  or  Naprosyn. 

The  price  of  Motrin  Tablets  to  pharmacies  has  been  reduced  as  much  as  35%. 
Patients  taking  the  average  dosage  should  now  pay  less  for  therapy  with  Motrin  Tablets 
than  for  almost  any  other  nonsteroidal  anti-inflammatory  drug  you 
prescribe.  .. less,  for  example,  than  for  Clinoril,  Feldene,  or  Naprosyn.  And,  of  course, 
all  strengths  of  Motrin  Tablets  continue  to  be  available  by  prescription  only. 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Motrin 

buorofen 


TABLETS 

mg 


Good  medicine...good  value 


© 1984  The  Upiohn  Company 


The  Upjohn  Company 


Upjohn 


Kalamazoo,  Michigan  49001 


Motrin'  Tablets  (ibuprofen) 

Contraindications:  Anaphylactoid  reactions  have  occurred  in  individuals  hypersensitive  to 
Motrin  Tablets  or  with  the  syndrome  of  nasal  polyps,  angioedema  and  bronchospastic  reactivity 
to  aspirin,  iodides,  or  other  nonsteroidal  anti-intlammatory  agents 
Warnings:  Peptic  ulceration  and  Gl  bleeding,  sometimes  severe,  have  been  reported  Ulceration, 
perforation  and  bleeding  may  end  fatally  An  association  has  not  been  established  Use  Motrin 
Tablets  under  close  supervision  in  patients  with  a history  of  upper  gastrointestinal  tract  disease, 
after  consulting  ADVERSE  REACTIONS  In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  try  nonulcerogenic  drugs,  such  as  gold  If  Motrin  Tablets  are  used,  observe 
the  patient  closely  for  signs  of  ulcer  perforation  or  Gl  bleeding 
Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  with  papillary  edema  and 
necrosis  Renal  papillary  necrosis  has  rarely  been  shown  in  humans  treated  with  Motrin  Tablets 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have 
been  reported  If  these  develop,  discontinue  Motrin  Tablets  and  the  patient  should  have  an 
ophthalmologic  examination,  including  central  visual  fields  and  color  vision  testing 
Ruid  retention  and  edema  have  been  associated  with  Motrin  Tablets:  use  with  caution  in  patients 
with  a history  of  cardiac  decompensation  or  hypertension  In  patients  with  renal  impairment, 
reduced  dosage  may  be  necessary  Prospective  studies  of  Motrin  Tablets  safety  in  patients  with 
chronic  renal  failure  have  not  been  done 

Motrin  Tablets  can  inhibit  platelet  aggregation  and  prolong  bleeding  time  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  on  anticoagulant  therapy 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  skin  rash, 
weight  gam.  or  edema 

Patients  on  prolonged  corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin 
Tablets  are  added 

The  antipyretic,  anti-inflammatory  activity  of  Motrin  Tablets  may  mask  inflammation  and  fever 
As  with  other  nonsteroidal  anti-inflammatory  drugs,  borderline  elevations  of  liver  tests  may 
occur  in  up  to  15%  of  patients  These  abnormalities  may  progress,  may  remain  essentially 
unchanged,  or  may  be  transient  with  continued  therapy  Meaningful  elevations  of  SGPT  or  SGOT 
(AST)  occurred  in  controlled  clinical  trials  in  less  than  1%  of  patients  Severe  hepatic  reactions, 
including  laundice  and  cases  of  fatal  hepatitis,  have  been  reported  with  ibuprofen  as  with  other 
nonsteroidal  anti-inflammatory  drugs  If  liver  disease  develops  or  if  systemic  manifestations 
occur  (e  g eosinophilia,  rash,  etc  ).  Motnn  should  be  discontinued. 

Drug  interactions.  Aspirin:  used  concomitantly  may  decrease  Motrin  blood  levels 

Coumann  bleeding  has  been  reported  m patients  taking  Motrin  and  coumarin 

Pregnancy  and  nursing  mothers;  Motrin  should  not  be  taken  during  pregnancy  or  by  nursing 

mothers 

Adverse  Reactions:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  of  which  one  or  more  occurred  in  4%  to  16%  of  the  patients 
Incidence  Greater  than  (but  less  than  3%}- Probable  Causal  Relationship 

Gastrointestinal:  Nausea*  epigastric  pain*  heartburn,*  diarrhea  abdominal  distress,  nausea 
and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating 
and  flatulence)  Central  Nervous  System;  Dizziness*  headache,  nervousness.  Dermatologic: 
Rash*  (including  maculopapular  type),  pruritus  Special  Senses:  Tinnitus.  Metabolic/Endocrine: 
Decreased  appetite  Cardiovascular;  Edema,  fluid  retention  (generally  responds  promptly  to 
drug  discontinuation,  see  PRECAUTIONS) 

Incidence  less  than  1%-Probable  Causal  Relationship'' 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastrointestinal 
hemorrhage,  melena.  gastritis,  hepatitis,  laundice.  abnormal  liver  function  tests.  Central 
Nervous  System;  Depression,  insomnia,  confusion,  emotional  lability,  somnolence,  aseptic 
meningitis  with  fever  and  coma  Dermatologic:  Vesiculobullous  eruptions,  urticaria,  erythema 
multiforme,  Stevens-Johnson  syndrome,  alopecia  Special  Senses:  Hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision)  (see  PRECAU- 
TIONS) Hematologic:  Neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (some- 
times Coombs  positive),  thrombocytopenia  with  or  without  purpura,  eosinophilia,  decreases  in 
hemoglobin  and  hematocrit  Cardiovascular:  Congestive  heart  failure  in  patients  with  marginal 
cardiac  function,  elevated  blood  pressure,  palpitations.  Allergic:  Syndrome  of  abdominal  pain, 
fever,  chills,  nausea  and  vomiting:  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIONS). 
Renal;  Acute  renal  failure  in  patients  with  pre-existing  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis. 

Incldence  less  than  1%— Causal  Relationship  Unknown" 

Gastrointestinal:  Pancreatitis  Central  Nervous  System:  Paresthesias,  hallucinations,  dream 
abnormalities,  pseudotumor  cerebri.  Dermatologic:  Toxic  epidermal  necrolysis,  photoallergic 
skin  reactions.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic:  Bleeding 
episodes  (eg  . epistaxis.  menorrhagia)  Metabolic/Endocrine:  Gynecomastia,  hypoglycemic 
reaction.  Cardiovascular;  Arrhythmias  (sinus  tachycardia,  sinus  bradycardia)  Allergic:  Serum 
sickness,  lupus  erythematosus  syndrome,  Henoch-Schonlein  vasculitis.  Renal:  Renal  papillary 
necrosis 

*Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions  occurring  in 
less  than  3%  of  the  patients  are  unmarked.) 

**Reactions  are  classified  under  Probable  Causal  Relationship  tPCR)  if  there  has  been  one 
positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related  Reactions 
are  classified  under  Causal  Relationship  Unknown  if  seven  or  more  events  have  been  reported 
but  the  criteria  lor  PCR  have  not  been  met 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug  is  acidic 
and  excreted  in  the  urine  so  alkaline  diuresis  may  be  beneficial 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis  Suggested  dosage  is  300. 
400,  or  600  mg  1 1 d or  q i d Do  not  exceed  2400  mg  per  day  Mild  to  moderate  pain  400  mg 
every  4 to  6 hours  as  necessary. 

Caution:  Eederal  law  prohibits  dispensing  without  prescription  med  b zs 


DRINKING  & DRIVING 
CAN  KILL  A FRIENDSHIP 


A Public  Service  of  This  Publication. 
©1984  The  Advertising  Council.  Inc. 


Motnn  IS  a registered  trademark  of  The  Upjohn  Manufacturing  Company 
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EQUAGESIC®  REFORMULATED  — Equagesic® 
(meprobamate  with  aspirin)  has  been  reformu- 
lated, according  to  a recent  announcement  by 
Wyeth  Laboratories.  The  new  formulation 
combines  200  mg  of  meprobamate  with  325  mg 
of  aspirin. 

FREE  REPORT  — Advice  on  how  to  deal  with 
pesticides  effectively  and  safely  is  available  in  a 
new  report  from  the  American  Council  on  Sci- 
ence and  Health  (ACSH).  To  obtain  a com- 
plimentary copy  of  PESTICIDES  IN  YOUR 
HOME  AND  GARDEN  send  a stamped  (37c: 
postage)  self-addressed,  business-size  (#10) 
envelope  to  Pesticide  Report,  ACSH,  37  Maple 
Street,  Summit,  New  Jersey  07901. 

LABELS  IN  BRAILLE  — Of  interest  to  physicians 
in  Iowa  communities  where  there  is  a Snyder 
Drug  Store,  is  a recent  announcement  of  a 
program  for  the  benefit  of  the  blind.  Snyder 
Drugs  has  installed  special  prescription- 
labelers  in  its  company-owned  stores  which 
will  enable  pharmacists  to  type  labels  and 
other  medication  information  in  Braille.  The 


company  is  to  be  commended  for  making 
available  this  excellent  safety  measure  for 
sightless  persons. 

NEWS  FROM  HEWLETT-PACKARD  — A long-life 
universal  quartz  pressure  transducer,  the  HP 
1290C,  is  now  offered  by  Hewlett-Packard 
Company.  It  is  compatible  with  virtually  any 
monitor  or  pressure  amplifier  for  the  measure- 
ment of  physiological  fluid  pressures.  Com- 
patibility is  easily  accomplished  with  connec- 
tors for  adapter  cables  to  both  HP  and  non-HP 
monitoring  equipment.  Por  information,  call 
your  local  Hewlett-Packard  sales  office. 

AMA  BOOKLET  — A new  color-book-style  pub- 
lication available  from  the  AMA,  “Sex  Talk  for 
a Safe  Child,"  is  an  invaluable  aid  for  physi- 
cians, parents  and  educators  to  help  impart 
healthy  feelings  about  growth  and  sexuality 
while  explaining  some  realistic  dangers.  To 
order  a copy,  send  $3  (includes  postage  and 
handling)  to  Order  Department  QP-234,  AMA, 
P.  O.  Box  10946,  Chicago,  Illinois  60610. 


Is  Your  Net  Worth  Increasing? 
Spending  Too  Much? 
Insurance  Poor? 

Is  Inflation  Winning? 


Uncomfortable  With  Existing  Risk? 
Taxes  Too  High? 

Worried  About  Retirement? 
College  Costs  Out  of  Sight? 


We  Can  Help  You  Answer  These  Questions  And  More  Through  A Team  Of  Specialists  Working  For 
You  In  Business  And  Personal  Planning. 


David  E.  Black,  CFP  Edward  L.  Grab,  CEP 

Duane  C.  Abbey,  Ph.D.,  CFP  Fred  R.  Fernatt,  CPA,  CFP 

Attend  IMS/CFS  Special  Workshops 
Free  Initial  Interview 

Computer  Based  Planning  and  Asset  Tracking 

COORDINATED  FINANCIAL  SERVICES 

939  Office  Park  Road,  Suite  329 
West  Des  Moines,  Iowa  50265 
(515)  224-0550 

SECURITIES  TRANSACTIONS  THROUGH  FSC  SECURITIES  CORPORATION 
A REGISTERED  BROKER/DEALER  • MEMBER  NASD*  MEMBER  SIPC 
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News  About  Colleagues 

m 

ABOUT 

IOWA  PHYSICIANS 

\^7-. 

Dr.  Jack  F,  Consumus,  Burlington,  recently 
was  named  a fellow  of  the  American  College  of 
Pathologists.  Dr.  Consumus  received  the  M.D. 
degree  at  the  U.  of  I.  College  of  Medicine  and 
completed  his  pathology  residency  at  Uni- 
versity of  Iowa  Hospitals.  . . . Dr.  William  B. 
Bean,  Sir  William  Osier  Professor  of  Medicine 
Emeritus  at  the  U.  of  1.,  has  been  selected  as  a 
leader  in  American  medicine  and  will  partici- 
pate in  a videotaping  of  his  memoirs.  This  re- 
vives a series  of  videotaped  interviews  con- 
ducted under  sponsorship  of  Alpha  Omega 
Alpha  and  the  National  Medical  Audiovisual 
Center  at  the  National  Library  of  Medicine. 
The  series  was  discontinued  in  1979  and  is 


being  resumed  under  the  auspices  of  the 
American  College  of  Physicians  and  the  Lister 
Hill  Center. 


Dr.  Michael  J.  Whitters,  Clarion,  recently  re- 
ceived the  AMA  Physician's  Recognition 
Award..  . . Dr.  David  Moffett  recently  joined 
Midlands  General  Practice  Associates  in  Coun- 
cil Bluffs.  Dr.  Moffett  received  the  M.D.  degree 
at  Creighton  University  in  Omaha,  Nebraska; 
interned  and  served  his  family  practice  res- 
idency at  St.  Joseph  Hospital  in  Omaha.  . . . 
Dr.  Robert  Poor  recently  joined  Cogley  Medi- 
cal Associates  in  Council  Bluffs.  Dr.  Poor  re- 
( Please  turn  to  page  502) 


IF  YOU  ARE  LOOKING  TO  BRING  DOWN  THE  COST  OF  YOUR 
OFFICE  MEDICAL  SUPPLIES,  WITHOUT  SACRIFICING  OUALITY, 

JUST  . . . ASK  FOR  rObCQ-^ 

LET  US  PUT  THE  BUYING  POWER  OF  THE  WORLD’S  LARGEST 
INDEPENDENT  MEDICAL  SUPPLY  BUYING  GROUPTO  WORK  FOR 
YOU. 

Your  rObCO-^  dealer  is: 

Hawkeye  Medical  Supply,  Inc. 

HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  lA  52244  (319)  337-3121  IOWA  WATS 

BRANCH  OFFICE:  5737  UNIVERSITY  AVE.,  DES  MOINES,  lA  50311  (515)  274-4015  1-800-272-6448 

"After  the  sale  . . . it's  the  SERVICE  that  counts.  ” 
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Lx)sing  Your  Patience 
Over  Office  Management  Problems? 


MicroAge  Has  Computers  for  Medical  Management! 

MicroAge  is  committed  to  computerized  medical  solutions!  We  have  the  productivity  tools  physicians 
need  to  take  management  worries  off  their  backs:  IBM,  AT&T  Compaq,  Hewlett-Packard  and  Altos.  At 
West  Des  Moines'  MicroAge,  you’ll  find  the  medical  know-how  physicians  can  depend  on  for  training, 
service  and  support. 

MicroAge  Takes  Management  Worries  Off  Your  Back! 

• Fast,  accurate  insurance  handling  • Physician  productivity  analysis 

• Tight  control  over  receivables  • Rapid  print-outs  of  statements  and  charges 

• Efficient  patient  scheduling  and  handling  • Comprehensive  accounting  system 

• Safe,  protected  records 


MxcxoAqq^ 

^‘The  Solution  Store”^ 

West  Des  Moines 
2900  University 
(Clock  Tower  Square) 

(515)  224-4005 

FREE  COMPUTER  INFORMATION-FOR  PHYSICIANS  ONLY! 


Please  send  me  more  information  on  how  a computerized  medical  management 
system  will  reduce  labor  costs  and  speed  up  billing.  1 understand  this  request  does 
not  obligate  me  in  any  way. 

Name Specialty 

Office  Address 

City . State Zip 

Send  to;  MicroAge,  2900  University,  West  Des  Moines  50265 
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ceived  the  M.D.  degree  at  George  University  in 
Grenada;  interned  at  Lutheran  Medical  Center 
in  Brooklyn,  New  York  and  served  his  pediat- 
ric residency  at  the  University  of  Nebraska 
Medical  Center.  . . . Dr.  J.  G.  McCarroll,  Fort 
Dodge,  recently  retired  from  medical  practice. 
Dr.  McCarroll  received  his  medical  education 
at  Queens  University  in  Ontario;  interned  at 
Port  Arthur  Hospital  in  Thunder  Bay  and  had 
his  residency  in  obstetrics  and  gynecology  in 
Montreal,  Canada,  and  London,  England.  Dr. 
McCarroll  located  in  Fort  Dodge  in  1962.  Dur- 
ing his  retirement.  Dr.  McCarroll  plans  to 
teach  and  lecture  on  obstetrics  and  gynecolo- 
gy. . . . Dr.  Noel  Villanueva  recently  opened  a 
surgical  practice  in  Oelwein.  Dr.  Villanueva 
received  his  medical  education  in  the  Philip- 
pines and  took  postgraduate  work  in  Cincin- 
nati, Ohio. 


Dr.  William  E.  Owen,  St.  Ansgar,  recently 
was  honored  by  the  St.  Ansgar  Chamber  of 
Commerce.  A plaque  was  presented  to  Dr. 
Owen  for  his  many  years  of  community  service 
as  mayor.  City  Council  member,  and  as  leader 


MILLARD  K.  MILLS 
AND  COMPANY 

Specializing  In 

COMPLETE  PRACTICE  SURVEYS 

Personnel  Management 

Public  Relations 

Group  Management 
★ ★★★★★ 

Millard  K.  Mills,  Pres. 
Certified  Professional  Bus.  Consultant 
Member:  Society  of  Professional 
Consultants 

•k  it  "k  It  it  ■k 

Serving  Iowa  Medicine  since  1949 
226  Alta  Vista  Ave. 
Waterloo,  Iowa  50703 
319-232-1197 


with  local  Boy  Scouts.  . . . Dr.  Rouben  Mirbe- 
gian  recently  opened  an  orthopedic  surgery 
practice  in  Keokuk.  Dr.  Mirbegian  received  his 
medical  education  in  Tehran  and  took  post- 
graduate work  in  Boston  and  Chicago.  . . . Dr. 
Jim  Williams  recently  joined  the  staff  at  the 
Creston  Medical  Clinic,  P.C.  A native  of 
Ottumwa,  Dr.  Williams  received  the  M.D.  de- 
gree at  the  U.  of  1.  College  of  Medicine  and  had 
a family  practice  residency  in  Ogden,  Utah. 
. . . Dr.  Prakash  Bontu  recently  opened  a car- 
diology practice  in  Davenport.  Dr.  Bontu  re- 
ceived his  medical  education  at  Rangaraya 
Medical  School  in  India.  He  served  a 2-year 
internship  at  St.  Alexis  Hospital  in  Cleveland, 
Ohio,  and  later  served  a 5-year  internal  medi- 
cine residency  and  fellowship  in  cardiology  at 
St.  Francis  Hospital  in  Evanston,  Illinois. 


In  the  October  issue  of  iowa  medicine.  Dr.  N. 
K.  Pandeya,  Des  Moines,  was  incorrectly  re- 
ported as  having  been  named  a fellow  of  the 
American  Society  of  Plastic  and  Reconstructive 
Surgeons.  Instead,  Dr.  Pandeya  was  elected  a 
fellow  of  the  American  Academy  of 
Osteopathic  Surgeons. 
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CLASSIFIED 

ADVERTISING 


CLASSIFIED  ADVERTISING  RATE  — $2  per  line,  $20  mini- 
mum per  insertion.  NO  CHARGE  TO  MEMBERS  OF  IOWA 
MEDICAL  SOCIETY.  Copy  deadline  — 1st  of  the  month 
preceding  publication. 


FAMILY  PRACTICE  — Opportunity  to  associate  with  modern,  growing 
primary  care  medical  group  in  eastern  Iowa.  Dynamic  group  of  6 FP's,  2 
Pediatricians,  and  2 Internal  Medicine  physicians.  New  30,000  sq.  ft. 
clinic  located  next  to  community  hospital.  Excellent  fringes  and  corpo- 
rate package.  Call  319/264-3258  collect  or  write  Michael  Sundall,  Musca- 
tine Health  Center,  1514  Mulberry  Avenue,  Muscatine,  Iowa  52761. 


FOR  SALE  — OFFICE  FURNITURE  AND  EQUIPMENT  — Office  furni- 
ture (chrome-vinyl),  equipment  such  as  balance  scales  (3),  exam  tables 
(4),  treatment  table  flat,  baby  exam-scale  metal  cabinet  combination, 
plain  desk,  treatment  tables,  floor  stand  Castle  light,  glassed  storage 
cabinets  for  instruments,  tall  finished  wood  medical  book  cabinets  (2), 
X-ray  viewer  boxes  (2),  Aloe  diathermy,  ultrasound  treatment  unit,  etc. 
Write  Dan  L.  Bray,  M.D.,  Algona,  Iowa  50511  or  call  515/295-2530. 


OB/GYN  — Board  Certified  or  Board  Eligible  to  join  progressive  12 
physician  multispecialty  group  practice.  Advantages  of  rural  setting 
with  metropolitan  practice  style.  25  miles  from  Minneapolis.  Offers 
opportunity  to  develop  OB  section  for  progressive  clinic  with  large 
geographical  referral  area.  New  fully  equipped  practice  facilities  are 
adjacent  to  a modem  110-bed  hospital.  Guaranteed  salary  and  benefits 
schedule  with  buy-in  option  at  2 years.  Send  CV  to:  Dr.  Jon  D.  Wemp- 
ner.  Chief  of  Staff,  Lakeview  Clinic,  Ltd.,  424  State  Hwy  5 West,  Waco- 
nia,  Minnesota  55387  or  telephone  612/442-4461. 


EMERGENCY  ROOM  PHYSICIAN  — For  hospital  emergency  room. 
Full  time  position.  Competitive  salary.  Sartori  Hospital  is  located  in  a 
university  town  of  35,000  and  a metro  area  of  100, 00();  a unique  blend  of 
university  life,  culture,  industry  and  small  town  friendliness.  Contact 
Administrator,  Sartori  Memorial  Hospital,  6th  and  College,  Cedar  Falls, 
Iowa  50613.  319/266-3584. 


GENERAL  SURGERY  RESIDENCY  PROGRAM  DIRECTOR  NEEDED 
— By  210  physician  multispecialty  private  group  practice  in  central 
Wisconsin.  Board  certified  general  surgeon  with  subspecialty  training 
and  interest  in  peripheral  vascular  surgery  plus  strong  academic  in- 
terests are  being  considered.  This  surgeon  would  join  a 7-member 
General  Surgery  Section  with  subspecialty  expertise  and  experience.  A 
clinical  appointment  through  the  University  of  Wisconsin  Medical 
School  is  available  as  are  research  opportunities.  Please  call  Gail  H. 
Williams,  M.D.,  Surgery  Department  Chairman,  or  Sidney  E.  Johnson, 
M.D.,  Medical  Director  collect  at  715/387-5609  and  715/387-5253  respec- 
tively or  send  curriculum  vitae  to:  Gail  H.  Williams,  M.D.,  Chairman, 
Department  of  Surgery,  Marshfield  Clinic,  Marshfield,  Wisconsin 
54449. 


FIRST  CLASS  FACILITY  FOR  SALE  — For  investment  or  use  as  clinic. 
Centrally  located  and  within  minutes  to  ALL  Des  Moines  hospitals. 
Excellent  freeway  ingress/egress,  highly  visible,  accessible  location.  On- 
site parking.  Currently  used  as  first-class  office  facility.  Approximately 
30,000  sq.  ft.  on  4 levels.  Elevator  service,  raised  floor  computer  area, 
employee  lounge  area,  ample  electrical  service  and  well  landscaped 
grounds.  Excellent  for  clinic  or  real  estate  investment.  Contact  Draper 
and  Kramer  of  Iowa,  Inc.,  400  Locust,  Suite  765,  Capital  Square,  Des 
Moines,  Iowa.  Phone  515/285-5505. 


WANTED  — Good,  used  three-channel  EKG  machine,  laryngoscope 
with  adult  blade,  ambu  bag,  and  wheelchair.  Write  Box  410,  Le  Mars, 
Iowa  51031. 


MEDICAL  DIRECTOR  — Opportunity  for  physician  with  experience  in 
medical  group  practice  administration  to  join  established  HMO  in  Madi- 
son, Wisconsin.  Group  Health  serves  29,000  patients  with  its  staff  of  20 
physicians  and  total  staff  of  180.  Excellent  salary  and  benefit  program. 
This  represents  a rewarding  opportunity  to  develop  or  progress  your 
career  in  medical  administration.  Contact  John  Mueller,  Group  Health 
Cooperative,  1 South  Park  Street,  Madison,  Wisconsin  53715.  Phone 
608/251-4156. 


FAMILY  PRACTICE  — Rapidly  expanding  staff  model  HMO  in  Madi- 
son, Wisconsin,  has  opportunities  for  additional  family  practice  physi- 
cians. Competitive  salary  with  excellent  benefits  and  attractive  practice 
setting.  GHC  is  an  established,  rapidly  growing  HMO  serving  29,000 
patients.  Current  staff  totals  180  employees,  including  20  physicians. 
Contact  John  Mueller,  Group  Health  Cooperative,  1 South  Park  Street, 
Madison,  Wisconsin  53715.  Phone  608/251-4156. 


OB/GYN  — Group  Health  Cooperative  has  1984  opening  for  Board 
Certified/Eligible  obstetrician  and  gynecologist.  GHC  is  an  established, 
rapidly  expanding  HMO.  Staff  enjoy  a stable  salary  plus  excellent  ben- 
efit program  including  5-6  weeks  of  time  off  plus  $3,000  CME  funding. 
Madison  is  a city  of  200,000  population;  University  of  Wisconsin;  and  4 
lakes.  Contact  John  Mueller,  Group  Health  Cooperative,  1 South  Park 
Street,  Madison,  Wisconsin  53715.  Phone  608/251-4156. 


GENERAL  SURGEON  — Board  certified  or  Board  eligible.  To  join 
eight-member  family  practice  medical  center.  Have  full-time  radiolo- 
gist. Major  specialties  consult  on  regular  basis.  Located  at  International 
Falls  in  northern  Minnesota.  Near  Voyageurs  National  Park.  Year 
around  outdoor  recreation  abounds.  Served  by  major  airline.  Popula- 
tion, 20,000.  Send  curriculum  vitae  to  Dr.  James  R.  Schuft,  Falls  Medical 
Center,  Shorewood  Drive,  International  Falls,  Minnesota  56649. 


FAMILY  PRACTICE  — INDUSTRIAL  MEDICINE  — A balanced  prac- 
tice awaits  you  in  beautiful  S.E.  Wisconsin.  Associate  needed  to  share 
this  rapidly  growing  practice.  Contact  Westmound  Clinics,  683  West- 
mound,  Waukesha,  Wisconsin  53186.  414/549-9100. 


GENERAL  SURGEON,  OB/GYN  and  INTERNAL  MEDICINE  SPE- 
CIALISTS — To  join  seven-doctor  family  practice  clinic  in  Cloquet, 
Minnesota,  a community  of  12,000  (30,000  service  area)  located  20  min- 
utes from  Duluth-Superior.  Clinic  facility  is  located  one  block  from 
modern,  well  equipped  77-bed  hospital.  Cloquet  enjoys  a stable  econ- 
omy (forest  products).  Additionally,  our  community  is  noted  for  its 
excellent  school  system.  First  year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and  study  time.  Contact  John 
Turonie,  Administrator,  Raiter  Clinic,  Ltd.,  417  Skyline  Blvd.,  Cloquet, 
Minnesota  55720.  Telephone  218/879-1271. 


FAMILY  PRACTITIONER  POSITION  — available  in  rural  setting.  20 
minutes  from  Des  Moines.  Busy  clinic  with  young  Board  Certified 
Family  Practitioners.  Write  Box  238,  Indianola,  Iowa  50125. 


FAMILY  PRACTICE  POSITION  — Join  group  of  6 M.D.'s  in  south 
central  Iowa  town  of  11,000.  Clinic  located  adjacent  to  77-bed  hospital. 
Excellent  working  hours  with  limited  call  schedule.  Good  salary  and 
fringe  benefits.  Call  collect  515/673-6762  or  write  Business  Manager,  1225 
C Avenue  East,  Oskaloosa,  Iowa  52577. 


NEEDED  FOR  THREE  IOWA  LOCATIONS  — Emergency  Room  and 
Neighborhood  Clinic  physicians  needed  for  three  Iowa  locations.  Com- 
pensation $70,000-5100,000  annually.  Contact  Central  Iowa  Medical, 
P.C.,  P.  O.  Box  65574,  West  Des  Moines,  Iowa  50265  or  call  515/223-9378. 


FAMILY  PRACTITIONER  WANTED  — BC/BE  sought  to  join  8-member 
multi-specialty  group.  Salary  guarantee  with  partnership  possibility 
after  first  year.  Contact  John  McDermott,  Mgr.,  The  Davenport  Clinic, 
1820  W.  Third  Street,  Davenport,  Iowa  52802.  319/326-1661. 


FOR  SALE  — OFFICE  EQUIPMENT  — GOOD  AS  NEW  — 2 exam 
tables,  hemoglobinometer,  hemocytometer,  Robert  Shaw  Pediatric  Bag 
& Mask  Kit,  disposable  laryngoscope,  goose  neck  lamp,  Olympic 
papoose  board  and  two  stools,  adult  scale  with  height  rod.  Phone  515/ 
961-2546  or  write  P.  O.  Box  238,  Indianola,  Iowa  50125. 
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ALLERGY 


RICHARD  L.  COOLEY,  M.D. 

PARK  CLINIC 
MASON  CITY  50401 
515/421-5677 

PEDIATRIC  ALLERGISTS,  P.C. 

GEORGE  G.  CAUDILL,  M.D. 

VEUKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 

CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  --  ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MDINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS’ 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-86766 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

943  19TH 
DES  MOINES  50311 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


GYNECOLOGY 


UNE  A.  REEVES,  M.D.,  P.C. 

MEDICAL  ARTS  CENTER,  SUITE  355 
2055  KIMBALL  AVENUE 
WATERLOO  50702 
319/291-2000 

PRACTICE  LIMITED  TO  GYNECOLOGY 
REPRODUCTIVE  ENDOCRINOLOGY 
AND  INFERTILITY 


HEMATOLOGY-ONCOLOGY 


JASJEET  SANGHA,  M.D. 

3118  BROCKWAY  ROAD 
WATERLOO  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
DANIEL  H.  GERVICH,  M.D. 

INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


PULMONARY  MEDICINE,  P.C. 
STEVEN  K.  ZORN,  M.D. 
GREGORY  HICKLIN,  M.D. 
4060  WESTOWN  PKWY. 
WEST  DES  MOINES  50265 
515/225-8452 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
ROGER  T.  LUI,  M.D. 

STEVEN  G.  BERRY,  M.D. 

DONALD  L.  BURROWS,  M.D. 

PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQU1,  M.D. 

NEWBORN  SPECIALIST,  P.C. 
421  LAUREL 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES,  M.D., 
STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 
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OPHTHALMOLOGY 


WOLFE  CLINIC.  P.C. 

OTIS  D.  WOLFE,  M.D.,  RUSSELL  H.  WAH,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL R.  WIDNER,  M.D., 
GILBERT  W.  HARRIS,  M.D.,  JAMES  A.  OAVISON,  M.O. 
309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 

OPHTHALMIC  ASSOCIATES,  P.C. 

ARTHUR  C.  WISE,  M.D.,  ROBERT  0.  WHINERY, 

M.D.,  STEPHEN  H.  WOLKEN,  M.O. 

ROBERT  B.  GOFFSTEIN,  M.O. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 

NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D., 

MICHAEL  L.  LONG,  M.O. 

U.  JOHN  BERZINS,  M.O. 

BRADLEY  L.  ISAAK,  M.O. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1481 
MASON  CITY  50401 
515/423-8861 

GENE  E.  MEGER,  M.O. 

ROBERT  R.  KELLER,  M.O. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE,  M.D., 
GERALD  J.  COLLINS,  M.D.,  JAMES  E.  SPODEN,  M.D. 
310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 

ROBERT  T.  BROWN,  M.D., 

EUGENE  PETERSON.  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 

OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

939  OFFICE  PARK  RD.,  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC.  P.C. 

MICHAEL  W.  HILL.  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

EAR,  NOSE  AND  THROAT  SURGERY, 

HEAD  AND  NECK  SURGERY,  FACIAL 
PLASTIC  SURGERY 

PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

ROBERT  G.  SMITS,  M.D..  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D., 
GERALD  W.  HOWE.  M.D., 

JAMES  J.  PUHL,  M.D., 

EDWARD  A.  DYKSTRA,  M.D., 
MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  UBORATORY 

C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY,  M.D., 
A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-2590 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

UBORATORY  OF  CLINICAL  MEDICINE 
DRLYN  ENGELSTAD,  M.D., 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 

MICROBIOLOGY.  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 

CLINICAL  UBORATORIES 

D.  W.  POWERS,  M.O.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.O. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 

CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

A.  SUZANNE  MORSTAD,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION  CENTER 
IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 
432  EAST  BLOOMINGTON 
IOWA  CITY  52240 
319/338-7941 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA.  SUITE  116 
DES  MOINES  50316 
515  265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SER- 
VICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 

SAHERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 

2928  HAMILTON  BLVD. 

SIOUX  CITY  51104 
712/277-2379 

PSYCHIATRIC  THERAPY  — ALL  AGES 

JUN  ARNOLD,  M.D.,  F.A.P.A. 

412  TENTH  AVENUE.  BOX  5036 
CORALVILLE  52241 
319  351^196 

THERAPY  — ALL  AGES 
COUPLE  COUNSELING 

ASSOCIATES  FOR  PSYCHIATRY  P.C. 

WM.  J.  MOERSHEL,  M.D.; 

CHAS.  G.  WELLSO,  M.D.; 

EDICK  HARTUNIAN,  M.D.; 

S.  ORTEGA.  M.D.; 

FRANCIS  A.  VASQUEZ,  M.D. 

717  A AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319  364-0116 

Telephone  answered  day  or  night 
ADULT  AND  CHILD  PSYCHIATRY 
MARRIAGE  AND  FAMILY  COUNSELING 
PSYCHOLOGICAL  TESTING 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515  266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 

A.  B.  GRUNOBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MDINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

RUSTIC  SURGERY  INSTITUTE.  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515  225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  RUSTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCUUR  RUSTIC  SURGERY 

SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


UROLOGY 


A.  W.  WOODWARD,  M.D. 

3116  BRDCKWAY  RD. 

WATERLOO  50702 
319  236-3435 

PRACTICE  LIMITED  TO  UROLOGY 
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IN  THE 


PUBLIC  INTEREST 


Children  Are  People,  Too 

The  physicians  and  social  worker  were  wor- 
ried. Two-week-old  Janey  was  too  fragile 
and  thin.  They  worried  she  wouldn't  make  it. 
Janey's  parents,  developmentally  delayed 
adults,  had  trouble  telling  time  and  didn't 
know  when  to  feed  her. 

This  story  has  a happy  ending,  according  to 
Linda  Rae  Hardwig,  a case  social  worker  for 
the  Iowa  Department  of  Human  Services 
(DHS). 

"We  involved  a homemaker  and  increased 
services  to  Janey's  home,"  she  noted.  "I  went 
back  6 months  later  on  a referral  that  turned 
out  to  be  nothing  and  I found  a fiesty,  bounc- 
ing 6-month-old." 

Hardwig  says  success  stories  like  Janey's  are 
more  common  today  thanks  to  the  increased 
role  physicians  and  the  general  public  are  play- 
ing in  neglect  and  abuse  identification.  This 
success  story  demonstrates  how  social  services 
really  can  make  a difference. 

"Physicians  and  other  professionals  are 
more  educated  about  the  clues  of  abuse," 
Hardwig  indicates.  "Physicians  and  concerned 
citizens  are  able  to  point  out,  for  instance, 
when  a child  may  be  sexually  acting  out.  More 
often  than  not,  there's  no  physical  evidence  of 
abuse.  Physicians  and  the  public  need  to  be 
aware  of  behavioral  clues." 

Hardwig  feels  recent  changes  in  child  abuse 
reporting  have  been  positive.  Not  only  have 
physicians  become  "mandatory  reporters," 
the  general  public  is  more  conscious  of  its  re- 
sponsibility. Hardwig  said  this  responsiveness 
has  inundated  the  DHS  and  almost  doubled 
the  referrals  in  recent  years. 

"It's  not  unusual  for  abusing  parents  to  say, 
'Where  were  you  20  years  ago  when  I was 
getting  abused?"'  Hardwig  says.  "I  have  to 


Linda  Rae  Hardwig  has  been  employed  in  the  Child  Protective  Inves- 
tigation Unit  of  the  State  Department  of  Human  Services  since  1975. 


explain  to  them  there  just  were  not  the  laws 
then  as  there  are  now." 

"Most  of  the  time  our  cases  simply  involve 
educating  people  about  limits  in  discipline," 
she  adds.  "This  means  a lot  of  parents  are  just 
doing  what  their  parents  did." 

The  increasing  awareness  in  child  and  sex- 
ual abuse  has  inspired  many  prevention  pro- 
grams to  help  the  abused  child  and  parent.  In 
Des  Moines,  for  example,  there  are  the  Parent 
Aid  Program,  the  Homemaker  Service  and  the 
Greater  Des  Moines  Child  Abuse  and  Neglect 
Council,  to  name  several. 

There  are  still  changes  Hardwig  would  like 
to  see  to  make  lives  of  abused  children  easier. 

First,  Hardwig  suggests  parenting  classes. 
These  classes  could  teach  young  people  about 
abuse  laws  and  abuse  alternatives  before  they 
have  children.  Secondly,  Hardwig  hopes  for  a 
more  stable  economy. 

"Unemployed  parents  often  abuse  their  chil- 
dren," Hardwig  says.  "They  are  frustrated  and 
lash  out  at  those  most  vulnerable,  their  own 
children." 

And,  lastly,  Hardwig  supports  less  violence 
in  popular  sources,  such  as  television,  books, 
etc. 

Although  most  abusing  parents  resist  initial 
help,  these  same  individuals  usually  love  their 
children. 

"Parents  and  social  workers  have  the  same 
end  in  mind  for  a child,"  Hardwig  notes.  "Both 
groups  want  the  child  raised  to  be  a good 
citizen." 

"The  important  thing  to  remember,"  Hard- 
wig concludes,  "is  that  children  are  persons, 
too.  They  need  to  be  loved  and  they  absolutely 
need  physical  touching,  the  hugging  kind." 
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FOR  THE  PREDIQABIUTY 
CONFIRMED  BY  EXPERIENCE 

DALMAHE® 

flurozepom  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset' " 

• More  total  sleep  time"’ 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights' " 

• Patients  usually  awake  rested  and  refreshed'" 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy' " 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy. 


DALMAHEs 

flurozepom  HCI/Poche 

References:  1.  Kales  J et  al:  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971  2.  Kales  A et  al:  Clin  Phar- 
macol Ther  78:356-363.  Sep  1975  3.  Kales  A et  al: 

Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32:761-768.  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Geriatr  Soc 
27:541-546,  Dec  1979.  6.  Kales  A,  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl.  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amrein  R et  al:  Drugs  Exp  Clin 
Res  9(1):85-99,  1983  10.  Monti  JM  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
etal:  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
etal:  Pharmacology  26 ^2^ -137,  1983 


DALMANE«  <& 

tiurazepam  HCI/Roche 

Before  prescribing,  piease  consuit  compiete 
product  information,  a summary  of  which  foiiows: 
indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam  HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommend^  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness,  staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn. upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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ABOUT  THE  COVER  — Physician  members  of  the 
Iowa  Medical  Society  have  a range  of  important 
benefits  tailored  to  their  special  needs.  These 
various  benefit  programs  are  monitored  pri- 
marily by  the  IMS  Committee  on  Member  Ser- 
vices. You  will  find  a four-page  supplement 
included  with  this  issue  of  IOWA  MEDICINE  that 
contains  highlights  on  the  member  benefit 
programs  which  are  available. 
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PRESIDENT'S 

PRIVILEGE 


THE  ETHICS  OF  LESS  CARE 


WHEN  LESS  is  given,  who  makes  the  deci- 
sion? Who  gets  less  care? 

At  a recent  meeting  of  physicians  of  the  up- 
per midwest,  a panel  tackled  these  and  other 
very  pertinent  questions. 

The  panel  was  moderated  by  John  O.  Simen- 
stad,  M.D.,  chairman  of  the  Committee  on 
Medicine  and  Religion  of  the  State  Medical 
Society  of  Wisconsin.  Panelists  were  a physi- 
cian, a hospital  administrator,  a theologian  and 
a legislator. 

The  panel  discussion  was  based  on  a booklet 
prepared  by  this  committee  of  the  State  Medi- 
cal Society  of  Wisconsin  entitled  The  Ethics  of 
Less  Care.  The  booklet  contains  concrete  exam- 
ples of  the  clinical  situations  which  physicians 
face  daily,  such  as  should  an  84-year-old  man, 
who  is  active  but  has  some  heart  problems, 
have  a total  hip  replacement? 

Several  of  these  situations  were  discussed, 
as  well  as  what  is  meant  by  quality  health  care. 
The  larger  question  of  how  much  of  our  re- 
sources society  is  willing  or  able  to  spend  on 
health  care  was  discussed. 

If  society  must  look  at  limiting  services,  how 
can  this  best  be  done? 


It  was  agreed  that  not  everyone  gets  the 
same  care.  Anthony  Eden,  a staunch  supporter 
of  the  British  medical  system,  came  to  the 
United  States  when  he  needed  serious  gall- 
bladder surgery. 

The  pamphlet  The  Ethics  of  Less  Care  is  avail- 
able from  the  State  Medical  Society  of  Wiscon- 
sin. I recommend  it  to  you  along  with  The  Pain- 
ful Prescription:  Rationing  Health  Care  by  Aaron 
and  Schwartz.  This  is  a thoughtful  examina- 
tion of  the  British  Health  System  which 
accounts  for  5.6%  of  the  gross  national  product 
in  England  compared  with  11%  of  the  GNP  in 
the  U.S.  These  volumes  are  not  enjoyable  read- 
ing, but  they  help  us  understand  the  problems 
we  as  physicians  and  our  society  face  today. 


John  E.  Tyrrell,  M.D. 
President 
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Questions  and  Answers  — 

An  Interview  with  John  L.  Garred,  M.D., 
Chairman,  State  Board  of  Medical  Examiners 


Iowa  Board  of  Medical  Examiners 


The  regular  Questions  and  Answers 
feature  in  IOWA  MEDICINE  is  ex- 
panded this  month  to  furnish  informa- 
tion about  the  State  Board  of  Medical 
Examiners.  This  will  supplement  the 
article  by  Jack  L.  Dodd,  M.D.,  which 
appears  elsewhere.  Dr.  Garred  is  in  the 
private  practice  of  general  medicine  in 
Whiting.  He  is  chairman  of  the  BME 
and  is  in  his  second  term  on  the  board. 


This  issue  of  iowa  medicine  includes  an  arti- 
cle on  the  impaired  physician.  It  is  written 
by  a former  member  of  the  State  Board  of 
Medical  Examiners.  What  is  your  brief  reac- 
tion? 

The  article  on  impaired  physicians  by  Dr. 
Dodd  is  well  written,  accurate,  informative 
and  contains  scientific  data  and  information 
that  would  help  any  board  in  carrying  out  its 
assigned  functions.  It  is  a fine  contribution  to 
the  board,  the  profession  and  the  public  by  a 
former  board  member. 

TABLE  I 

STATE  BOARD  OF  MEDICAL  EXAMINERS 
1983-84  ACTIVITY 


1.  Processed  8,827  permanent  license  renewals. 

2.  Issued  710  new  licenses. 

3.  Issued  210  new  resident  licenses  with  235  renewals. 

4.  Issued  32  new  temporary  licenses  with  6 renewals. 

5.  Certified  42  physician  assistants. 

6.  Processed  284  certifications  and  10,500  verifications  of  current  licen- 
sees. 

7.  Administered  659  exams  for  licensure  to  practice  medicine  and  surgery 
and  osteopathic  medicine  and  surgery. 

8.  Administered  476  EMT  and  paramedic  exams. 

9.  As  of  6/30/84  certified  912  EMT-D,  717  EMT-1,  27  EMT-II  and  494 
paramedics. 

10.  Approved  one  additional  training  program  for  a total  of  12. 


TABLE  II 

STATE  BOARD  OF  MEDICAL  EXAMINERS  LEVEL  OF  ACTIVITY 


1982 


1 . Camplaints  received  up 

28% 

from 

227  to 

290 

2.  Files  closed  were  up 

94% 

from 

143  to 

278 

3.  Backlog  went  up 

4% 

from 

456  to 

476 

4.  Sanctions  went  up 

85% 

from 

47  to 

87 

1983 

1 . Complaints  received  up 

33% 

from 

290  to 

385 

2.  Files  closed  were  up 

53% 

from 

278  to 

425 

3.  Backlog  went  down 

8% 

from 

476  to 

436 

4.  Sanctions  went  up 

15% 

from 

87  to 

100 

1984  Through  September  Board  Meeting 

1 . Complaints  received 

356 

2.  Files  closed 

350 

3.  Backlog 

442 

4.  Sanctions 

81 

The  article  says  the  Iowa  Board  of  Medical 
Examiners  is  an  active  body  — when  com- 
pared to  other  states.  Is  this  accurate?  Can  you 
describe  the  BME  workload  in  terms  of  inves- 
tigational activity? 

The  Iowa  BME  is  an  active  body.  It  consists 
ofSM.D.s,  2D.O.S,  and  2 consumer  members. 
They  meet  monthly  or  more  frequently  de- 
pending on  the  urgency  of  problems.  The 
workload  is  described  in  Table  1 and  Table  II. 

What  about  physician  impairment?  Has  it  in- 
creased in  the  past  5 years  or  so,  or  is  it  just 
being  addressed  more  openly? 

As  reported  to  us,  physician  impairment 
shows  a slight  decrease,  but,  as  your  question 
suggests,  it  is  probably  more  openly  discussed 
and  as  a result  more  physicians  are  now  being 
helped. 

It  appears  an  accepted  premise  that  one  of 
every  8 or  one  of  10,  depending  on  the  source. 
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TABLE  III 

STATE  BOARD  OF  MEDICAL  EXAMINERS  FILE  STATUS 


1978  FILES  ARE  ALL  CLOSED 

1979  ONE  FILE  RE/AAINS  OPEN 

1980  TWO  FILES  REMAIN  OPEN 

1981  15  FILES  REAAAIN  OPEN 

1982  23  FILES  RE/AAIN  OPEN 

1983  142  FILES  REAAAIN  OPEN 

1984  ^ FILES  REAAAIN  OPEN 
442  FILES  REAAAIN  OPEN 


There  are  presently  1 7 licensees  who  are  in  a probationary  status  with  the 
Board  and  7 licensees  who  ore  under  indefinite  suspensions. 

are  "chemically  dependent."  We  are  not  even 
scratching  the  surface  with  regard  to  physician 
population  in  this  state,  which  is  approximate- 
ly ^800  physicians. 

Apparently  when  impairment  is  detected  ear- 
ly and  supervision  is  provided,  there  is  a good 
chance  the  physician  experiencing  problems 
can  be  helped.  Correct? 

I assume  this  question  relates  to  the  im- 
paired physician  who  is  placed  on  probation 

TABLE  IV 

STATE  BOARD  OF  MEDICAL  EXAMINERS 
COMPLAINTS  AND  DISPOSITION 


Discipline; 

Backlog  of  complaints  on  1/1/83 

Number  of  complaints  in  calendar  1983  

Number  of  complaints  closed  in  calendar  1983 

Backlog  of  complaints  on  1/1/84 

Number  of  complaints  opened  to  date  in  1984 
Number  of  complaints  closed  to  date  in  1984 


Backlog  of  complaints  to  date  in  1984  

Disposition  of  Complaints  Closed:  1 983 

Permanent  injunction  prohibiting  the 

practice  of  medicine  1 

Indefinite  suspension  3 

Two  year  suspension  0 

Denial  of  license  3 

Voluntary  surrender  of  license  3 

Two  year  probations  0 

Voluntary  surrender  of  DEA  registration  0 

Five  year  probations  3 

Three  year  probations  1 

$1 ,000  fine  and  restricted  practice  1 

$800  fine  and  restricted  practice  1 

Restricted  practice  1 

Letters  of  warning  83 

Revocation  0 

Duplicate  files  closed  0 

Doctors  deceased  0 

Referred  to  other  agencies  0 

Referred  for  criminal  prosecution  0 

No  action  325 


476 

385 

425 

436 

356 

349 

443 

7984  To  Date 


0 

1 

1 

1 

4 

1 

1 

2 

0 

1 

0 

0 

62 

4 

4 

4 

3 

3 

260 


John  L.  Garred,  AA.D. 


under  surveillance  of  the  Iowa  State  Board  of 
Medical  Examiners.  The  Dodd  article  indicates 
a recovery  rate  of  84%  among  physicians  on 
probation  with  the  Board  of  Medical  Examin- 
ers. The  IMS  Assistance  Program  for  Troubled 
Physicians  is  exploring  ways  to  improve  on 
this  and  help  more. 

Can  you  characterize  your  main  concerns  as 
they  relate  to  assuring  optimal  physician  com- 
petence in  Iowa?  Is  there  anything  that  would 
make  the  BME  job  easier? 

Main  concerns  of  the  BME  are  physician  im- 
pairment, indiscriminate  and  inappropriate 
prescribing,  incompetency,  fraud  and  unethi- 
cal conduct,  the  practice  of  medicine  and 
surgery  without  license,  the  documentation  of 
foreign  education  and  training  and  security  of 
the  FLEX  examination. 

As  for  making  the  job  easier,  disposition  of 
reports  received  from  the  Insurance  Commis- 
sioner could  be  expedited  if  physicians  would 
respond  to  our  form  letter  requesting  informa- 
tion as  to  a malpractice  incident  in  a timely 
fashion. 

A number  of  problems  seen  by  the  Board  of 
Medical  Examiners  could  be  resolved  locally  by 
physicians,  hospitals  and  county  medical 
(Please  turn  to  page  527) 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


''lV 


Roger  L.  Garner,  537  Merle  Hay  Tower,  3800  Merle  Hay  Road,  Des  Moines,  Iowa  50322,  515/276-6202 


Impaired  Physicians: 
An  Iowa  Perspective 


JACK  L.  DODD,  M.D. 
Ames,  Iowa 


A recovery  rate  of  847c  is  reported  in  a 
study  of  impaired  Iowa  physicians  on 
probation  by  the  Board  of  Medical  Ex- 
aminers. Most  of  these  physicians  had 
substance  abuse  problems.  The  author 
served  a 3-year  term  on  the  Iowa  BME. 


That  physicians  suffer  the  same  illnesses 
they  treat  should  not  surprise  any  one. 
However,  the  systematic  study  of  psychiatric 
illness  in  physicians  is  a recent  phenomenon. 
Before  the  1973  landmark  report  of  the  AMA 
Council  on  Mental  Illness  entitled  “The  Sick 
Physician,"^  interest  in  studying  psychiatrical- 
ly  disabled  medical  personnel  was  sporadic 
and  sparse.  The  reasons  for  this  neglect  are  not 
clear;  they  appear  related  to  the  stigmatized 
nature  of  the  illnesses  and  a resistance  to  self- 
examination  in  the  absence  of  public  pressure. 

That  AMA  Council  report  may  have  been 
more  appropriately  titled  “The  Psychiatrically 
Sick  Physician."  It  dealt  with  4 major  recom- 
mendations; 


Dr.  Dodd  is  in  the  private  practice  of  psychiatry  in  Ames,  Iowa.  He 
served  a three-year  term  on  the  Iowa  State  Board  of  Medical  Examiners 
from  1980  to  1983. 


1.  Progressively  more  forceful  confrontation  of 
the  impaired  doctor  by  his  colleagues. 

2.  Alliance  with  the  doctor's  family  to  bring  about 
change. 

3.  Enactment  of  state  law  to  compel  treatment. 

4.  Improved  prevention  with  the  development  of 
educational  programs  all  through  the  medical  train- 
ing process. 

Sick  doctor  laws  are  a major  force  in  society's 
effort  to  deal  with  psychiatric  illness  in  the 
medical  profession  and  the  tragic  conse- 
quences it  can  produce.  While  state  regulatory 
bodies  have  always  governed  the  medical  pro- 
fession, the  more  recent  laws  specifically  ex- 
panded their  powers.  The  new  laws  mandated 
3 requirements  and  one  set  of  protections  that 
affect  impaired  physicians. 

THREE  REQUIREMENTS 

First,  impairment  is  defined  without  the  ne- 
cessity of  malpractice.  For  example,  an  alcohol- 
ic doctor  can  be  declared  impaired  without  evi- 
dence he  has  actually  injured  someone.  The 
advantage  to  society  is  obvious;  the  avoidance 
of  malpractice  is  a benefit  to  the  physician  also. 

Second,  examination  can  be  compelled 
when  prima  facie  evidence  of  impairment  is  dis- 
closed. State  medical  boards  can  designate  the 
examiner  and  the  place  of  examination.  In- 
formation obtained  by  examination  cannot  be 
withheld  from  the  medical  board.  The  doctor 
may,  of  course,  refuse  examination  but  at  the 
peril  of  losing  his  license. 

Third,  treatment  can  be  mandated.  Evidence 
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of  a positive  response  to  treatment  may  be 
required  before  the  doctor  is  relicensed.  More 
often  cooperative  involvement  in  a treatment 
program  is  required  for  a probated  license. 

PROTECTIONS  PROVIDED 

Additionally,  most  sick  doctor  laws  provide 
a set  of  protections  for  the  impaired  physician. 
Investigations  and  hearings  are  private  and  in- 
formation is  released  to  the  public  in  a limited 
fashion.  Evidence  arising  from  the  investiga- 
tion usually  cannot  be  entered  into  a malprac- 
tice or  other  civil  action. 

Florida  was  the  first  state  to  enact  a sick 
doctor  law  in  1969.  Iowa  enacted  its  sick  doctor 
law  in  1974.  All  states  now  have  some  mecha- 
nism for  dealing  with  impaired  physicians. 

The  responsibility  to  mandate  psychiatric 
treatment  has  induced  regulatory  boards  ano 

"Obviously,  if  society  is  going  to  order 
impaired  physicians  into  treatment, 
medical  boards  must  learn  what  treat- 
ments are  effective  and  what  results 
can  be  expected  if  they  are  to  protect 
the  public  and  to  aid  the  impaired." 

the  medical  profession  to  attempt  to  discover 
what  constitutes  effective  treatment.  Obvious- 
ly if  society  is  going  to  order  impaired  physi- 
cians into  treatment,  medical  boards  must 
learn  what  treatments  are  effective  and  what 
results  can  be  expected  if  they  are  to  protect  the 
public  and  to  aid  the  impaired.  The  bold  and 
optimistic  assertion  of  the  law  that  effective 
treatment  be  provided  has  led  to  an  explosion 
of  studies  as  to  what  constitutes  impairments 
and  what  can  repair  them.  These  studies  have 
been  of  3 general  types. 

THREE  TYPES  OF  STUDIES 

First,  investigators  have  made  comparisons 
of  mental  illness  between  physicians  and  lay- 
men. This  is  to  see  if  there  are  characteristics 
that  set  doctors  apart.  The  best  of  these  studies 
have  been  done  prospectively  over  a consider- 
able length  of  time.  Second,  researchers  have 
analyzed  the  treatment  experience  of  certain 
hospitals  that  have  traditionally  treated  physi- 
cians; e.g.,  Mayo  Clinic,  Menninger  Clinic,  De- 
Paul  Rehabilitation  Hospital  in  Milwaukee  and 
Ridge  view  Institute  in  Georgia.  Third,  analy- 
ses have  begun  of  state  populations  of  doctors, 
in  terms  of  the  experience  of  regulatory  boards 
or  designated  treatment  centers.  These  studies 


have  the  advantage  of  working  with  total 
populations  and  allow  the  observations  to  be 
made  in  the  environment  in  which  the  illness 
arises.^®' 

A number  of  interesting  and  useful  observa- 
tions resulting  from  the  following  questions 
have  emerged  from  these  studies:  What  are  the 
peculiar  psychological  characteristics  of  physicians 
in  general  that  predispose  them  to  emotional  illness? 
What  types  of  illnesses  are  the  most  prevalent  among 
physicians?  What  treatments  are  the  most  effective? 
What  type  of  physician  is  at  the  greatest  risk  for 
emotional  impairment? 

Physicians  have  certain  psychological  char- 
acteristics which  separate  them  from  the  lay- 
man and  which  appear  to  predispose  them  to 
emotional  illness.  Walton^  demonstrated  that 
obsessionality  and  willingness  to  defer  grati- 
fication are  common  characteristics  of  physi- 
cians. Introversion  and  neuroticism  are  also 
common  and  correlate  with  success  in  medical 
school.  Physicians  are  more  likely  to  have  feel- 
ings of  inferiority  and  to  have  enjoyed  over- 
protection by  their  parents.^  Vaillant^  discov- 
ered prospectively  that  among  college  gradu- 
ates, those  who  go  into  medicine  report  a larg- 
er percentage  of  unhappy  childhoods  and 
troubled  adolescence.  This  sub-group  has 
more  marital  difficulties,  more  drug  abuse  and 
more  psychiatric  care  than  the  rest  of  their  col- 
legiate cohorts. 

The  psychiatric  impairment  is  present 
throughout  the  physician's  lifestyle: 

1.  10%  of  each  medical  class  was  reported 
lost  through  attrition,  largely  emotional,  in 
1976.^ 

2.  15%  of  sophomore  medical  class  was  re- 
ported to  have  psychiatric  illness  in  1961.^ 

3.  One-half  of  the  medical  school  graduates 
were  described  as  in  need  of  psychotherapy.^ 

4.  One-fourth  of  all  interns  are  depressed  to 
the  point  of  having  suicidal  ruminations.® 

5.  One  out  of  8 doctors  is  reported  to  be 
chemically  dependent.^ 

6.  5%  of  physicians  take  their  lives.  130 

physicians  take  their  lives  each  year.  This  is 
approximately  equal  to  one  average-sized 
graduating  class.  (Medicine  is  a risky  busi- 

ness.) 

Substance  abuse  is  the  most  common  cause 
of  psychiatric  impairment  among  physicians. 
While  the  alcoholism  rate  is  the  same  as  the 
general  population,  the  drug  abuse  rate  in  1964 
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Aftera  nitrate, 
add  ISOPUN^ 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 


ISOPTIN  TABLFTS 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block.  Warnings;  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  is  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported,  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e  g.,  W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D.C. -cardioversion.  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  m some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN. 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyidopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quinidine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumongenic  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk; 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1.7%), 
AV  block:  3rd  degree  (0.8%),  bradycardia:  HR<50/min  (1,1%),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94.5%  in  1,166  patients. 
How  Supplied;  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 
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TRUTH 

When  the  North  Atlantic 
Treaty  Organization  was 
formed  in  1949,  it  was  formed 
for  one  reason.  To  stop  Soviet 
aggression  in  Europe. 

TRUTH 

The  Warsaw  Pact’s  conven- 
tional fighting  capabilities  far 
exceed  that  of  European  NATO 
forces. 

TRUTH 

In  order  to  maintain  peace 
and  freedom  in  Europe,  NATO 
has  effectively  maintained  a 
policy  of  deterrence  with  the 
Soviet  Union. 

TRUTH 

The  past  35  years  of  peace 
have  been  one  of  the  longest 
periods  of  European  peace  in 
recorded  history. 

TRUTH 

The  Soviets  will  not  risk 
war.  Unless  they  are  sure  they 
can  win. 
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was  estimated  to  be  30  to  100  times  that  of  the 
general  population. This  is  a major  occupa- 
tional hazard. 

Chemical  impairment  affects  all  areas  of  the 
physician's  life  but  ironically  it  characteristical- 
ly affects  behavior  in  the  hospital  last.^  This 
peculiarity  no  doubt  occurs  as  an  effort  to 
avoid  scrutiny  and  confrontation.  Physicians 
rarely  seek  treatment  on  their  own  for  chemical 
dependence.  They  usually  respond  with  de- 
nial and  resistance  when  others  confront  them. 
Treatment  is  usually  instituted  only  after  pro- 
longed or  intense  pressure  by  family  or  regula- 
tory bodies. 

TREATMENT  RATE  GOOD 

Despite  the  difficulties  of  detection  and  in- 
stitution of  treatment,  the  prognosis  for  the 
chemically  impaired  physician  is  good  if  he  is 
treated  at  least  2 years  in  a supervised  pro- 
gram. Treatment  most  often  consists  of  at  least 
one  month  of  initial  hospitalization  followed 
by  at  least  2 years  of  follow-up  treatment,  i.e.. 
Alcoholics  Anonymous  or  Narcotics  Anony- 
mous, outpatient  psychotherapy,  and  psycho- 
pharmacology. Over  60%  of  physicians  who 
enter  treatment  are  able  to  return  to  their  prac- 
tice and  remain  abstinent. 

Other  types  of  mental  illnesses  are  generally 
small  among  physicians,  making  up  less  than 
20%  of  the  total.  These  disorders  tend  to  be 
episodic  affective  disorders.  Schizophrenia  has 
a low  prevalence  among  physicians.  Dementia 
is  a problem  in  older  physicians.  These  doctors 
are  usually  not  probated  but  tend  to  surrender 
their  licenses.  Other  types  of  mental  illnesses 
have  a worse  prognosis  than  does  chemical 
dependency. 

Risk  factors  have  been  delineated.  Physi- 
cians from  lower  social  classes  of  origin^^  and 
students  in  the  upper  portion  of  medical  class- 
es are  at  risk.^  Only  5%  of  the  chemically  de- 
pendent physicians  come  from  the  lower  third 
of  their  class.  Physicians  in  primary  care  areas, 
i.e.,  general  and  family  practitioners,  inter- 
nists, pediatricians,  and  obstetricians,  are  at  a 
higher  level  of  risk.^  Students  who  report  an 
unhappy  childhood  or  troubled  adolescence 
prior  to  medical  school,  are  at  risk  for  later 
illness.^  Female  physicians  also  appear  to  be  at 
risk  for  affective  disorders.  They  have  a higher 
suicidal  rate  than  both  women  in  general  and 
female  psychologists.^^ 

In  summary,  while  physicians  suffer  all 


types  of  impairment,  chemical  dependence  on 
central  nervous  system  depressant  drugs  is  the 
major  problem.  While  detection  is  difficult, 
treatment  is  effective  in  nearly  two-thirds  of 
the  cases  allowing  physicians  to  return  to  their 
practices.  Certain  individuals  are  at  high  risk, 
especially  those  who  have  some  manifestation 
of  high  drive. 

SUBJECTS  AND  METHODS 

In  progress  is  an  incidence  study  of  physi- 
cians who  were  under  probation  by  the  Iowa 
Board  of  Medical  Examiners  on  January  1, 
1983.  The  research  was  conducted  while  the 
author  served  a 3-year  appointment  on  the 
Board.  The  research  method  consisted  of  a sys- 
tematic review  of  the  records  of  25  physicians 
on  probation  at  this  date.  Six  of  these  physi- 
cians were  excluded  from  the  study  since  they 


"Physicians  rarely  seek  treatment  on 
their  own  for  chemical  dependence. 
They  usually  respond  with  denial  and 
resistance  when  others  confront 
them. " 


were  placed  on  probation  originally  in  other 
states  and  their  Iowa  probation  was  instituted 
retrospectively.  The  remaining  19  physicians 
were  the  subjects  of  this  study.  All  were  placed 
on  probation  while  practicing  in  Iowa  during 
the  preceding  6 years. 

Evaluation  of  the  probationers'  charts  was 
done  in  a systematic  manner  for  the  following 
information:  demographic,  educational,  and 
marital  history;  type  of  medical  practice;  his- 
tory of  physical  and  mental  illness;  reason  for 
formal  complaint;  probationary  status;  medical 
and  psychiatric  records;  and  length  of  proba- 
tion. A global  rating  as  to  the  patient's  func- 
tioning was  made  as  of  January  1,  1983.  The 
physician  was  considered  improved  if  he  had 
returned  to  his  usual  practice  and  showed  no 
significant  recurrence  of  his  original  com- 
plaint. Assessments  were  made  by  reviewing 
reports  of  the  Board  investigators.  These  re- 
ports included  random  drug  sampling  of  urine 
and  serum,  communications  between  the  sub- 
ject and  the  Board,  required  reports  from  coun- 
selors or  psychotherapists  and  an  annual 
appearance  before  the  Board. 

RESULTS 

Eleven  of  the  19  physicians  were  placed  on 
(Please  turn  to  page  520) 
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probation  for  substance  abuse  either  as  the  sole 
diagnosis  or  associated  with  another  psychiat- 
ric diagnosis  (5  cases).  Only  2 physicians  were 
placed  on  probation  for  mental  illness  alone; 
that  is,  without  evidence  of  substance  abuse. 
Six  physicians  were  placed  on  probation  for 
unethical  behavior  which  included  insurance 
fraud,  sexual  relationships  with  patients,  and 
dispensing  drugs  in  an  unethical  manner.  Two 
of  the  6 were  also  thought  to  have  shown  in- 
competence in  medical  practice.  It  was  appar- 
ent from  a review  of  the  records  of  the  unethi- 
cal group  that  the  majority  would  have  war- 
ranted a psychiatric  diagnosis,  usually  of  a 
character  disorder.  (Those  doctors  dispensing 
drugs  illicitly  were  suspected  of  drug  abuse 
themselves  even  though  this  was  not  proven.) 

All  of  the  probated  physicians  were  white 
males  and  all  but  one  was  born  in  this  country; 
over  half  were  born  in  Iowa  and  trained  at  local 
professional  schools  (the  University  of  Iowa  in 
Iowa  City,  the  College  of  Osteopathic  Medi- 
cine in  Des  Moines  or  Creighton  University  in 
Omaha).  Four  of  the  probated  physicians  were 
osteopaths;  the  rest  were  allopaths.  (Iowa  has 
an  amalgamated  Board  of  Medical  Examiners 
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which  is  responsible  for  MDs,  DOs  and  physi- 
cians assistants.)  Fourteen  of  the  physicians 
were  in  primary  care  practices.  Eighteen  were 
practicing  at  the  time  of  the  study,  16  in  Iowa. 
Only  6 belonged  to  the  Iowa  Medical  Society. 

LEVEL  OF  HOSPITALIZATION 

All  13  of  the  physicians  who  were  probated 
for  mental  illness  had  been  hospitalized  at  least 
once  for  emotional  problems;  8 had  been  re- 
hospitalized. All  these  men  had  been  married 
at  least  once,  seven  were  known  to  have  been 
separated  or  divorced  at  least  once.  Only  4 
were  known  to  have  a significant  physical  ill- 
ness. (It  was  assumed  if  complete  medical  rec- 
ords had  been  available,  this  number  would 
have  been  higher.)  The  average  age  when 
placed  on  probation  was  47  years. 

Of  the  7 variables  for  which  there  are  either 
state  or  national  statistics  available  for  com- 
parison, two  differentiate  at  the  .05  level  of 
confidence.  Physicians  on  probation  are  more 
likely  to  be  from  primary  care  practices  (73% 
vs.  44%).  This  agrees  with  Vaillants  finding 
that  doctors  from  this  group  are  at  risk  for  drug 
or  psychiatric  treatment.  Also,  physicians  on 
probation  are  less  likely  to  be  members  of  their 
state  medical  society  (38%  vs.  90-l-%).  This 
supports  findings  that  physicians  who  are 
chemically  dependent  or  in  other  difficulties 
are  more  apt  to  be  isolated  from  colleagues. 

These  doctors  had  been  on  probation  for  an 
average  of  27  months  (214  years).  The  range 
was  from  1 to  70  months.  All  but  one  physician 
were  in  good  standing  with  the  Board  at  the 
time  of  the  study.  Only  in  one  case  was  there 
thought  to  be  a reoccurrence  of  the  original 
problem.  Thus,  of  the  19  physicians  on  proba- 
tion, 17  were  practicing  and  thought  to  be  free 
of  the  problem  which  placed  them  on  proba- 
tion. (One  of  the  chemically  dependent  physi- 
cians was  thought  to  be  using  alcohol  and  a 
hearing  was  pending.  One  of  the  chronically 
mentally  ill  physicians  had  not  been  able  to 
return  to  full  practice.)  The  recovery  rate  for 
the  chemically  dependent  physicians  was  90% . 
The  recovery  rate  for  the  mentally  ill  without 
chemical  dependency  was  50%,  and  the  recov- 
ery rate  for  the  total  group  was  84%. 

CO/V\MENT 

The  experience  of  the  Iowa  Board  of  Medical 
Examiners  compares  favorably  with  studies  of 
other  groups  of  impaired  physicians.  The 
(Please  turn  to  page  521) 
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majority  of  impaired  physicians  in  this  state 
are  on  probation  for  substance  abuse,  which  is 
true  in  the  other  studies.  Their  prognosis  with 
prolonged  treatment  and  monitoring  is  good. 
Recovery  rates  of  90%  for  the  chemically  im- 
paired physicians,  and  80%  for  all  mentally  ill 
physicians,  are  above  the  levels  reported  by 
the  studies  in  Oregon,  Georgia,  Wisconsin, 
and  at  the  Menninger  Clinic.  The  fact  that  all 
the  physicians  in  the  group  placed  on  proba- 
tion for  unethical  behavior  were  able  to  con- 
tinue a monitored  practice  and  were  in  good 
standing  is  significant.  This  group  is  usually 
excluded  from  studies  of  impaired  physicians 
even  though  they  appear  to  have  many  charac- 
teristics in  common. 

This  Iowa  group  has  been  followed  for  an 
average  of  only  2V4  years  which  is  a shorter 
duration  than  most  of  the  other  studies.  Also 
the  studies  in  Georgia,  Wisconsin  and  at  Men- 
ninger's  were  of  groups  that  included  physi- 
cians often  referred  for  treatment  because  of 
failure  locally,  and  thus  would  have  an  ex- 
pected poorer  outcome.  Nevertheless,  the  90% 
rate  is  a satisfying  finding. 

The  Iowa  program  differs  from  the  programs 
using  other  studies  in  its  reliance  on  a variety 
of  treatment  facilities,  both  in  and  out  of  the 
state.  None  of  the  treatment  facilities  had  a 
direct  connection  with  the  Board  of  Examiners 
nor  the  Iowa  Medical  Society.  Another  major 
difference  is  the  direct  monitoring  of  the  pro- 
bated physician  without  the  use  of  a separate 
psychiatric  component.  (Oregon  has  used  a 
coordinating  psychiatric  consultant.  California 
has  a system  of  committees  of  local  consul- 
tants. New  Jersey  is  the  first  state  to  have  a 
full-time  physician  director  of  its  Impaired 
Physicians  Program.  It  is  funded  primarily 
from  medical  practice  insurers.  Florida  and 
Georgia  have  part-time  directors.) 

The  plan  in  Iowa  has  been  for  the  Board  of 
Medical  Examiners  to  maintain  responsibility 
for  supervision  and  to  delegate  treatment  to 
local  facilities.  One  of  the  drawbacks  to  the 
Iowa  plan  is,  since  the  members  of  the  Board 
volunteer  their  time,  there  are  very  real  limita- 
tions on  the  number  of  impaired  physicians 
who  can  be  adequately  supervised.  The  Iowa 
Board  has  had  a psychiatrist  among  its  mem- 
bers for  the  last  5 years. 

A brief  description  of  the  Iowa  Board  of 
Medical  Examiners  program  for  dealing  with 
impaired  and  unethical  physicians  is  in  order. 


Upon  receiving  a complaint  about  a physician, 
an  investigation  is  begun.  Where  the  com- 
plaint appears  to  have  a serious  nature,  an 
investigator  is  dispatched  to  gather  the  rel- 
evant facts  of  the  matter.  If  the  initial  reports 
indicate  evidence  of  impairment,  a physical 
and  psychiatric  examination  is  usually 
ordered.  This  examination  may  be  conducted 
either  on  an  inpatient  or  outpatient  basis.  It  is 
usually  fixed  at  a site  after  consultation  with 
the  impaired  physician.  The  examination  often 
includes  interviews  with  family  members  and 
work  mates.  If  it  produces  clear  evidence  of 
impairment,  a formal  hearing  is  held.  If  the 
Board  finds  at  a formal  hearing  that  the  physi- 
cian is  indeed  impaired,  his  license  is  revoked 
or  suspended.  To  avoid  losing  his  license  the 
impaired  physician,  before  a formal  hearing  is 
held  and  usually  on  the  advice  of  counsel,  en- 
ters into  an  agreement  with  the  Board  to  accept 
prescribed  treatment  and  monitoring  of  his 
practice  in  return  for  a probated  license.  This 
agreement  customarily  contains  the  following 
stipulations: 

BOARD  STIPULATIONS 

1.  An  agreement  to  enter  inpatient  treat- 
ment for  at  least  a month  if  he  has  not  already 
done  so.  This  initial  period  can  be  extended  if 
thought  to  be  required  by  the  treating  physi- 
cian. 

2.  A pledge  to  abstain  from  alcohol  and  any 
psychoactive  drug  unless  prescribed  by  his 
physician.  The  impaired  physician  must  report 
any  medications  he  is  taking  to  the  Board. 

3.  Submission  of  blood  and  urine  samples 
upon  request  for  screening  for  drugs  or  alco- 
hol. 

4.  The  surrender  of  the  Federal  Controlled 
Substance  Registration  number  and  an  agree- 
ment to  prescribe  controlled  drugs  only  in  a 
hospital  setting  or  under  a colleague's  supervi- 
sion. 

5.  An  agreement  to  attend  Alcoholics 
Anonymous  or  Narcotics  Anonymous  on  a 
regular  basis  and  to  report  attendance  to  the 
Board. 

6.  An  agreement  to  follow-up  in  psychiatric 
treatment  or  counselling  with  an  individual 
deemed  appropriate  by  the  Board. 

7.  Submission  of  quarterly  reports  regarding 
his  progress  and  an  annual  appearance  before 
the  Board.  Probation  usually  lasts  for  five  years 
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and  failure  to  comply  with  any  of  the  stipula- 
tions is  grounds  for  a hearing  which  may  lead 
to  revocation  of  a medical  license. 

If  serious  mental  illness  is  present  in  addi- 
tion to  substance  abuse,  evidence  of  recovery 
is  required  before  a probated  license  is  issued. 
Usually  follow-up  psychiatric  care  and  a moni- 
tored practice  is  also  required. 

While  licenses  are  more  likely  to  be  revoked 
for  unethical  behavior,  offending  physicians 
are  often  treated  in  a manner  similar  to  those 
who  are  thought  to  be  mentally  ill.  Pledges 
must  be  made  to  eliminate  the  offending  prac- 
tice and  close  monitoring  of  the  practice  and 
supervision  is  required.  Psychiatric  supervi- 
sion is  often  required  if  mental  illness  is 
thought  to  have  played  a part  in  the  unethical 
behavior.  Fines  are  often  levied  against  those 
who  have  been  involved  in  fraud.  Where  in- 
competence is  detected,  retraining  and  dem- 
onstration of  proficiency  is  required  before 
probation.  Physicians  are  required  to  enter 
training  programs  or  retake  state  licensing  ex- 
aminations. 

If  the  estimates  that  one-eighth  to  one-tenth 


of  all  physicians  are  substance  abusers,  where 
are  the  other  400  plus  physicians  who  might  be 
expected  to  be  on  probation?  The  Iowa  Board 
of  Medical  Examiners  is  not  an  inactive  one. 
With  19  disciplinary  actions  in  1982,  its  level  of 
activity  was  twice  as  high  as  the  national  aver- 
age. The  Assistance  Program  for  Troubled 
Physicians  of  the  Iowa  Medical  Society  no 
doubt  assists  some  impaired  physicians  before 
they  come  to  the  attention  of  the  Board  of  Ex- 
aminers. Studies  of  the  success  of  these  efforts 
would  be  valuable  in  constructing  a more  com- 
plete picture  of  physician  impairment.  The  real 
answer  to  our  question  is  that  physician  im- 
pairment is  difficult  to  detect.  The  insidious 
nature  of  impairment  and  the  professional  si- 
lence that  surrounds  it  obscures  those  who 
could  be  aided.  Thus,  the  major  hope  for  aid- 
ing the  impaired  physician  continues  to  be  im- 
proved early  detection  and  more  effective  pre- 
vention. 
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Medicine's  New  World: 
Forces  for  Change 


JOHN  W.  OLDS,  M.D. 
Des  Moines,  Iowa 


Outside  forces  are  converging  on 
medical  practitioners  as  never  before. 
Each  is  planting  its  seed  of  change. 
Legislative  actions,  court  rulings,  cost 
containment  pressures  are  all  contrib- 
uting to  the  change  in  the  traditional 
patient-physician  relationship.  The 
author  provides  an  overview  of  to- 
day's landscape  and  concludes  that  we 
will  have  to  forget  the  past  and  deal 
with  the  future. 


Medicine  faces  an  imperative  for  change. 

No  longer  do  patient  and  physician  re- 
late one  on  one  in  an  office  or  hospital.  In  fact, 
they  no  longer  are  patient  and  physician,  but 
are  consumer  and  provider.  Today  we  have  the 
world  of  Medicare,  third  parties,  TEFRA, 
DRGs,  HMOs,  IPAs,  FTC,  DHSS,  JCAH,  UCR, 
PPOs,  non-physician  health  care  providers 
and  numerous  other  individuals,  organiza- 
tions, and  governmental  bodies. 

This  imperative  for  change  results  from  5 
forces  converging  simultaneously  on  the  prac- 
tice of  medicine:  1)  Judicial,  2)  Legislative,  3) 
Marketing,  4)  Competitive,  and  5)  Informational. 
These  forces  derive  primarily  from  the  hereto- 
fore anti-competitive  climate  of  medical  prac- 
tice, and  the  perception  by  individual  citizens. 


Dr.  Olds  is  in  the  private  practice  of  internal  medicine  in  Des  Moines, 
Iowa. 


business  and  government  that  health  care 
costs  are  out  of  control.  What,  then,  must 
change?  First,  the  systems  of  care,  and  next,  as 
a hoped-for  result,  the  costs  of  care.  And  how 
are  these  5 forces  combining  to  dictate  change? 

JUDICIAL  FORCES 

Judicial  forces  impacting  on  medicine  stem 
(a)  from  corporate  liability  decisions  in  re- 
sponse to  a series  of  plaintiffs  actions,  and  (b) 
from  anti-trust  decisions  based  on  Sherman 
Anti-trust,  Clayton,  and  Federal  Trade  Com- 
mission Acts.  Corporate  liability  in  medical 
care  dates  to  the  case  of  Darling  v.  Charleston 
Community  Hospital  in  1965  where  the  court 
held  the  hospital  had  a duty  to  its  patients  to 
oversee  the  competency  of  treatment  provided 
by  the  physicians  practicing  in  the  hospital. 

Several  subsequent  cases  have  recognized 
the  liability  of  the  hospital  to  patients  for  fail- 
ure to  exercise  reasonable  care  in  granting  staff 
privileges  to  independent  physicians.  In  one  of 
these  cases  (Johnson  v.  Misericordia  Commu- 
nity Hospital,  1981),  a verdict  was  rendered 
against  not  only  the  involved  physician,  but 
against  the  hospital  for  granting  orthopedic 
privileges.  No  review  or  investigation  of  the 
physician  was  made  when  he  applied  for  priv- 
ileges and  his  application  was  inaccurate  and 
incomplete.  The  doctor  1)  had  had  staff  priv- 
ileges denied,  restricted,  or  terminated  at 
several  other  hospitals;  2)  had  10  pending  mal- 
practice cases,  and  3)  was  considered  incompe- 
tent by  his  peers.  The  Wisconsin  Supreme 
Court  affirmed  the  decision  and  held:  "A  hos- 
pital owes  a duty  to  its  patients  to  exercise 
reasonable  care  in  the  selection  of  its  medical 
staff  and  in  granting  specialized  privileges. 

. . . The  governing  body  (has  a)  duty  to 
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appoint  only  qualified  physicians  and 
surgeons  to  its  medical  staff  and  periodically 
monitor  and  review  their  competency.” 

A 1982  case  (Elam  v.  College  Park  Hospital) 
involved  a podiatrist  on  a hospital  staff  who 
was  sued  for  negligence.  It  was  asserted  the 
hospital  had  a duty  to  the  patient  not  only  to 
select  staff  physicians  carefully,  but  also  to  re- 
view and  supervise  their  work  and  ensure 
their  competency.  The  court  agreed  stating, 
“The  community  hospital  has  evolved  into  a 
corporate  institution,  assuming  the  role  of  a 
comprehensive  health  center  ultimately  re- 
sponsible for  arranging  and  coordinating  total 
health  care.  The  patient  treated  in  such  a facil- 
ity receives  care  from  a number  of  individuals 
of  varying  capacities  and  is  not  merely  treated 
by  a physician  acting  in  isolation.” 

Anti-trust  cases  date  to  1975  (Goldfarb  v. 
Virginia  State  Bar)  and  conclude  that  fee  sched- 
ules imposed  on  individuals  or  between  cor- 
porations, or  prior  agreements  (conspiracies) 
between  individuals  or  corporations  to  set  fees 
or  limit  competition  are  illegal. 

How  are  these  judicial  forces  interposed  in  a 
hospital  setting?  Through  hospital  and  medical 
staff  bylaws,  as  they  relate  to  staff  privileges 
and  credentialing.  Bylaws  are  legal  docu- 
ments. They  are  subject  to  discovery,  scrutiny 
and  adverse  use  in  malpractice  litigation,  and 
in  cases  brought  by  aggrieved  practitioners 
complaining  of  medical  staff  mistreatment. 
The  bylaws  must  recognize  that  medical  staff 
members  perform  their  functions  at  the  plea- 
sure of  the  governing  board.  In  fact,  the  bylaws 
and  the  medical  staff  organization  are  func- 
tions of  the  governing  board,  subject  to  its 
approval  and  modification.  The  medical  staff 
should  not  be  set  up  as  a separate  entity. 

LEGISLATIVE  FORCES 

Almost  all  recent  legislative  action  is 
directed  not  at  quality,  but  at  cost  contain- 
ment. This  applies  at  both  the  federal  and  state 
levels.  The  primary  legislative  focus  is  on  the 
Medicare  and  Medicaid  programs,  with  a spill 
over  effect  on  the  private  sector.  There  are 
many  reasons  attributed  to  the  push  for  cost 
containment  in  these  governmental  programs. 
For  example,  the  Social  Security  program  had 
46  workers  per  benefit  recipient  when  first  con- 
ceptualized. Currently  there  are  3.5  workers 
per  recipient,  and  by  1990  there  will  be  only 
1.9.  Additional  factors,  such  as  poor  planning 


and  technological  advances,  will  result  in  a 
Social  Security  Trust  Fund  deficit  as  high  as 
$300  billion  by  1995.  The  Reagan  administra- 
tion has  responded  with  a Medicare  freeze  on 
physician  reimbursement  in  1985,  plus  other 
measures  to  save  some  $2  billion. 

The  Medicaid  program  is  no  better  off.  States 
are  running  out  of  money,  reducing  services, 
and  paying  barely  enough  to  cover  overhead, 
if  they  pay  at  all.  Outside  government,  insur- 
ance carriers  and  private  industry  are  applying 
pressure  aimed  at  cost  containment  and  threat- 
ening the  element  of  quality. 

Where,  then,  are  we  now?  What  has  been 
the  result  of  and  response  to  legislative  initia- 
tives for  cost  control?  HMOs  have  long  been 
encouraged  by  the  federal  government.  They 
have  spread  nationally  from  their  few  former 
pockets  of  popularity.  As  alternatives,  IPAs, 
and  more  recently  PPOs,  have  appeared. 
Federally  mandated  PSROs  have  given  way  to 
similar  mandated  PROs.  TEFRA  is  another  re- 
cent protagonist  on  the  stage.  Its  health  cost 
containment  provisions  require  development 
of  prospective  payment  systems  for  Medicare 
reimbursement  to  hospitals,  skilled  nursing 
facilities,  other  providers  and  some  categories 
of  physicians. 

Here,  too,  is  the  DRG  era.  Developed  at  Yale 
University  to  aid  utilization  review,  DRGs 
simply  classify  patients  by  diagnosis.  When 
put  into  effect,  each  hospital  is  receiving  a pre- 
determined flat  payment  based  upon  which  of 
467  DRGs  fits  the  Medicare  patient  at  time  of 
discharge,  no  matter  what  it  actually  cost  the 
hospital  for  that  patient. 

There  are  several  implications: 

For  hospitals: 

• Hospitals  now  are  economically  at  risk,  and 
thus  have  incentive  to  provide  services  costing  less 
than  the  DRG  reimbursement  rate. 

• Each  hospital  is  apt  to  select  a "mission"  and 
provide  those  services  at  which  it  is  most  efficient. 
No  longer  can  a hospital  be  "all  things  to  all  people. " 

• Hospitals  will  begin  to  market  certain  services, 
and  as  a result  "demarket"  other  services. 

• There  will  be  potential  for  cost  shifting  to  pri- 
vate payers. 

• It  will  be  to  the  advantage  of  a hospital  to  have 
the  less  ill  patients  in  each  diagnostic  category 
admitted,  using  fewer  services  and  resources,  yet 
receiving  full  payment  for  that  DRG. 
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For  physicians: 

• Hospitals  will  develop  profiles  on  physicians  to 
identify  procedures  and  tests  used,  lengths  of  stay 
and  relative  costs. 

• Physicians  will  be  closely  7twnitored  by  PROs 
and  possibly  be  subject  to  corrective  action  or  educa- 
tion to  reduce  costs. 

• Decisions  in  the  past  made  by  individual  physi- 
cians may  be  made  collectively  by  doctors  and  ad- 
ministrators. 

• Record  keeping  will  have  to  be  accurate,  cotn- 
plete  and  timely. 

• There  will  be  more  emphasis  placed  on  pre- 
admission studies. 

• There  will  be  encouragement  for  earlier  transfer 
home,  to  a nursing  home,  rehabilitation  center,  or  to 
a step  down  unit. 

• Finally,  the  DRGs  may  in  the  near  future  be 
applied  to  physician  reimbursement . It  is  already 
being  done  by  Blue  Cross/Blue  Shield  in  Kansas,  ai7d 
legislative  effort  is  in  process  to  extend  DRGs  to 
physician  services  in  the  hospital  and  to  all  third 
party  payers! 

Where,  then,  are  we  going?  "With  the  pas- 
sage of  prospective  payment,"  according  to 
Senator  David  Durenberger,  who  chairs  the 
Senate  Finance  Subcommittee  on  Fiealth, 
"some  . . . may  think  the  battle  is  over.  In  fact, 
it  is  just  beginning.  Prospective  payment  can- 
not be  the  final  solution.  It  must  lead  to  some- 
thing else.  . . . These  issues  can  only  be  re- 
solved if  we  take  the  final  step  to  some  form  of 
capitation  or  voucher.  We  must  ultimately  con- 
solidate the  payment  for  all  health  services  — 
ambulatory  and  institutional  — into  a single 
capitated  payment." 

The  Deficit  Reduction  Act  of  1984  is  now 
operative.  By  October  1 physicians  had  to  de- 
cide between  the  status  of  participating  and  non- 
participating. Those  in  the  first  category  agreed 
to  accept  assignment  on  Medicare  patients.  Re- 
gardless of  choice,  physicians  are  subjected  to 
a 15-month  Medicare  fee  freeze. 

Nor  do  legislative  forces  stop  here.  The  Med- 
icare Voucher  Act  of  1983  established  a volun- 
tary system  under  which  Medicare  ben- 
eficiaries would  elect  to  receive  services 
through  a private  health  benefits  plan,  includ- 
ing HMOs,  by  shopping  amongst  competing 
plans,  and  guaranteeing  payment  by  their 
voucher,  rather  than  through  participation  in 
the  present  Medicare  program.  Based  on  dem- 
onstration projects  already  performed,  patient 


days  per  1000  population  can  be  reduced  from 
somewhere  around  4000  to  1800,  and  convert 
the  hospital  insurance  trust  from  a $300  billion 
deficit  to  a $260  billion  surplus  by  1995. 

AAARKETING  FORCES 

Due  to  cost  containment  initiatives,  with 
considerable  legislative  incentive,  it  seems 
likely,  in  the  future,  to  paraphrase  Richard  E. 
YaDeau,  M.D.,  that  "Delivery  of  health  care 
will  be  managed,  with  doctors,  hospitals,  and 
ancillary  providers  organized  into  distinct  eco- 
nomic competitive  units,  serving  enrollees." 
To  be  successful,  these  competitive  units  will 
require  a spirit  of  cooperation  between  trus- 
tees, administration,  and  medical  staffs.  Such 
cooperation  has  been  lacking  on  a widespread 
basis  in  the  past.  Physicians  are  finding  they 
must  make  choices  between  various  marketing 
units,  and  between  competing  hospitals,  and 
they  are  being  asked  to  play  an  active  role  in 
the  organizational  and  marketing  (read  pro- 
motional) aspects  of  these  units.  What  are 
these  units,  or  health  care  delivery  systems? 

1.  Health  Maintenance  Organization 
(HMO).  This  is  a prepaid  capitation  entity 
where  the  physicians  are  salaried;  the  patients 
are  preferably  young  and  healthy  and  locked 
in,  and  the  hospitals  participate  by  offering 
contracts  with  discounts. 

2.  Independent  Practice  Association  (IPA). 
This  is  a physician  organized  and  directed 
program  with  those  participating  agreeing  to 
accept  a percent  of  usual  and  customary 
charges.  It  also  has  a holdback  for  patients  who 
may  be  older  and  have  long  standing  identi- 
fication with  their  physician  and  hospital. 

3.  Health  Care  Organization  (HCO).  This  is 
a subsidiary  corporation  of  a hospital  and  a 
component  of  its  medical  staff.  Primary  physi- 
cians are  capitated,  and  specialists  are  paid  on 
a relative  scale.  Patients  will  be  younger  but 
have  a high  degree  of  identification  with  their 
primary  physician  who  acts  as  gatekeeper.  The 
hospital  has  a defined  population  of  patients. 
There  are  fixed  dollar  payments  per  1000  pa- 
tients served,  regardless  of  services  rendered. 

4.  Preferred  Provider  Organization  (PPO). 
This  is  an  indemnity  insurance  program  in 
which  physicians  are  paid  a discounted  fee  for 
service  provided  under  the  close  scrutiny  of 
peers.  The  unselected  mix  of  patients  in  the 
PPO  has  the  dual  option  of  using  the  PPO  with 
complete  dollar  cov^erage,  or  going  outside  the 
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PPO  with  a 20%/co-pay.  Hospitals  are  selected 
for  cost  effectiveness  and  are  paid  usual  and 
customary  fees,  possibly  discounted. 

5.  Direct  Contracts.  These  are  arranged  be- 
tween insurance  companies  or  government 
programs,  such  as  Medicaid/Medicare,  and 
providers,  such  as  a county  medical  society, 
group  practice,  IPA,  HMO,  clinic  or  hospital. 
The  providers  agree  to  provide  all  medical  care 
at  a predetermined  fixed  rate. 

COMPETITIVE  FORCES 

Economist  Uva  Rhinehart  has  observed, 
“Doctors  have  been  so  busy  watching  out  for 
socialized  medicine,  they  failed  to  see  capitalis- 
tic medicine  move  in.”  The  current  administra- 
tion's basic  philosophical  thrust  is  that  open 
competition  will  eventually  reduce  the  cost  of 
medical  care.  What  other  sources  of  competi- 
tion exist? 

1.  Increased  numbers  of  physicians.  In  15 
years  the  number  of  physicians  graduated 
yearly  doubled  to  18,000,  certainly  outpacing 
the  increase  in  total  population.  In  the  Des 
Moines  telephone  book  of  1973,  327  physicians 
were  listed.  In  1983,  464  were  listed,  an  in- 
crease of  over  40% . 

2.  Health  care  practitioners  other  than 
physicians  (HCPOTP).  In  1910  there  was  one 
HCPTOP  per  physician.  In  1983  there  were  13. 
These  new  competitors  include  podiatrists, 
chiropractors,  naturopaths,  acupuncturists, 
nurse  midwives,  nurse  practitioners,  physi- 
cians assistants,  psychologists  and  others. 
They  compete  not  only  for  outpatients,  but 
with  increasing  frequency  some  are  competing 
for  inpatients  as  well.  Item:  In  Washington, 
D.C.,  a new  law  forbids  hospitals  to  deny  clin- 
ical privileges  or  “any  category  of  staff  mem- 
bership" to  psychologists,  podiatrists,  nurse 
practitioners,  midwives,  or  nurse  anesthetists 
as  a class. 

3.  Advertising.  Due  to  FTC  actions,  and  in- 
terpretations by  The  American  Medical  Asso- 
ciation, we  are  seeing  physicians  using  adver- 
tising increasingly.  Most  ads  on  the  local  level 
so  far  have  been  low  key;  but  not  all.  Will 
physicians,  even  those  who  abhor  the  idea  of 
advertising,  fearing  or  actually  seeing  patient 
numbers  and  personal  income  decline,  be  com- 
pelled to  advertise? 

4.  Surgicenters  and  emergicenters.  Hospi- 
tals, established  clinics,  and  private  entre- 


preneurs have  entered  the  competition  by  set- 
ting up  walk-in  neighborhood  emergency  care 
clinics.  In  the  Des  Moines  area,  there  are  at 
least  10.  Well  over  1,000  such  clinics  will  be 
operating  in  the  United  States  before  the  end  of 
1984.  One  free-standing  surgicenter  already 
exists  in  Des  Moines,  and  a second  has  been 
announced  for  West  Des  Moines. 

5.  Marketing  ploys.  Hospitals,  clinics  and 
entrepreneurs  are  doing  more  than  setting  up 
peripheral  clinics  in  their  efforts  to  remain 
competitive.  They  are  reaching  out  to  their  ser- 
vice areas  with  home  health  services,  con- 
tinuing medical  education  course  offerings, 
administrative  and  technical  assistance  pro- 
grams, and  other  innovations  to  expand  and 
protect  their  referral  bases. 

INFORAAATIONAL  FORCES 

John  Naisbitt  in  Megatrends  notes,  “We  have 
shifted  from  an  industrial  society  to  one  based 
on  the  creation  and  distribution  of  informa- 
tion." Naisbitt  says  the  information  society  is 
an  economic  reality,  not  an  intellectual  abstrac- 
tion. He  predicts  innovations  in  communica- 
tions and  computer  technology  will  accelerate 
the  pace  of  change  by  collapsing  the  “informa- 
tion float,"  or  the  time  lapse  between  sending 
and  receiving  information.  What  are  some  of 
the  informational  forces  likely  to  affect  the 
practice  of  medicine? 

1.  Television  and  the  lay  press.  Public 
awareness  and,  more  importantly,  expecta- 
tions are  constantly  being  changed  and 
molded  by  soap  operas,  medical  drama  shows, 
medical  information  programs,  daily  news 
programs  and  medical  advice  columns,  news 
articles,  and  weekly  reviews  of  medical  litera- 
ture in  newspapers  and  magazines.  Particular- 
ly enticing  to  investigative  reporters  are  areas 
of  controversy,  real  or  imagined,  occurring  in 
or  between  hospitals,  or  between  physicians, 
or  physicians  and  other  health  care  providers. 

2.  The  medical,  or  quasi-medical,  press. 
Although  the  traditional  subscription-only  sci- 
entific journals  remain  an  important  source  of 
information,  they  are  being  challenged  by  the 
dozens  of  unsolicited  throwaways  that  arrive 
monthly.  Some  of  these  have  good  quality  arti- 
cles. 

3.  Continuing  medical  education.  Everyone 
believes  in  it,  but  not  in  how  it  should  be  done. 
Some  states  have  already  rescinded  mandatory 
CME  requirements.  From  the  standpoint  of 
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accredited  CME,  the  previous  rather  loose 
standards  have  been  restructured,  so  future 
programs  qualifying  for  credit  will  be  based  on 
individual  needs.  These  programs  should  have 
clearly  stated  objectives,  and  should  have  a 
means  for  effective  evaluation. 

4.  Computers.  This  technology  is  an  integral 
part  of  the  information  revolution.  Beyond  the 
data  storage  and  manipulation  functions  for 
C.T.  scans,  radionuclide  studies,  cardiac  moni- 
toring, etc.,  what  role  might  computers  have  in 
medical  practice? 

In  continuing  medical  education  computers  can: 
1)  assess  deficiencies  by  self-testing;  2)  list  CME 
courses  available;  3)  give  on-line  computer  based 
instruction;  4)  provide  case  presentations  with 
video-disc  modules,  and  5)  access  bibliographic 
material  via  MEDLINE. 

In  office  management  computers  can:  1)  chart;  2) 
bill/ insurance;  3)  schedule;  4)  recall  patients;  5)  do 
word  processing;  6)  do  practice  profiles;  7)  do 
payroll;  8)  give  patient  instruction;  9)  keep  inven- 
tory, and  10)  do  electronic  correspondence. 

Computers  are  valuable  to  connect  office  and  hos- 
pital. They  can  provide:  1)  patient  census;  2)  radioT 


QUESTIONS  AND  ANSWERS 

(Continued  from  page  515) 


societies.  1 am  thinking  primarily  about  ethical 
conduct,  elderly  physicians  who  should  retire, 
and  troubled  physicians  who  need  to  be 
guided  into  treatment,  after-care  and  AA 
attendance. 

What  are  one  or  two  facts  all  Iowa  physicians 
should  know  about  the  BME? 

Here  is  some  basic  information  probably  not 
well  known.  The  BME  members  are  appointed 
by  the  governor  and  confirmed  by  the  senate; 
the  primary  mission  is  to  protect  the  public. 
The  BME  meets  the  second  Thursday  every 
month.  The  disciplinary  committee  meets  a 
half-day  each  month.  The  BME  conducts  two 
FLEX  exams  per  year  — in  June  and  December. 

The  board  certifies  physician  assistants. 


ogy  studies  and  results;  3)  laboratory  studies  and 
results;  4)  x-ray  and  laboratory  ordering,  and  5) 
pharmacy  ordering. 

SUMAAARY 

These  are  some  of  the  forces  shaping  the 
current  and  future  practice  of  medicine;  judi- 
cial, legislative,  marketing,  competitive,  and  infor- 
mational. They  are  real,  they  are  now,  and  they 
cannot  be  ignored.  How  can  those  who  prac- 
tice medicine  respond,  or  cope,  in  order  to 
survive?  Surely,  in  a competitive  marketplace, 
there  will  be  winners  and  losers. 

There  is  only  one  answer.  Hospitals,  boards 
of  trustees,  and  medical  staffs  must  work 
together  to:  1)  assure  quality  care,  2)  meet  com- 
petition, and  3)  control  costs.  We  must  define 
and  continually  refine  a system  of  care,  paying 
little  attention  to  where  we  have  been,  but  a 
great  deal  of  attention  to  where  we  are  going 
and  how  we  are  going  to  get  there.  The  practice 
of  medicine  is  no  longer  simple  arrangement  of 
patient  and  doctor,  with  the  office  and  hospital 
as  workshops.  It  is  Medicine's  New  World. 


paramedics,  EMTs  and  approves  physician 
assistant  and  advanced  care  training  pro- 
grams. 

The  board  members  expend  an  inordinate 
amount  of  time  administering  assigned  activi- 
ties. A staff  of  14  individuals  provides  support 
and  includes  the  executive  director,  program 
planner,  chief  investigator,  4 investigators,  an 
administrative  assistant  and  5 secretary  and 
clerk  personnel.  This  is  a dedicated  and  effec- 
tive staff  whose  professionalism  is  admirable. 

What  closing  comments  might  you  offer? 

The  Board  of  Medical  Examiners  attempts  to 
resolve  each  problem  with  complete  under- 
standing, reasoned  judgment  and  compas- 
sion. With  respect  to  the  impaired  physicians, 
the  philosophy  of  the  Board  is  rehabilitation 
(when  appropriate).  Our  executive  office  is  lo- 
cated in  Executive  Hills  West,  1209  East  Court 
Avenue,  Des  Moines,  Iowa  (Telephone  515/ 
281-5171) 
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Sometimes  you  have  to  send  your  patients 


Your  patients  have  learned  to  trust  your  judgement.  They  exj^ect  you  to  heal  them, 
’^u  always  have. 

But  there  are  times  when  you  have  to  send  them  away  to  help  them— to  a tertiary 
care  hospital  that  will  care  for  them  as  much  as  you  do. 

The  Abbott  Northwestern  and  Minneapolis  Children’s  Medical  Center  campus  has 
everything  wu  look  for  in  such  a facility;  clinical  excellence,  the  full  range  of  specialties, 
alternative  care  prpgrams  and  competitive  prices. 

We  sei^e  as  ajeferral  center  for  the  entire  region.  Our  perinatal  center  and  oncology 


away  tD  keep  them. 


and  cardiovascular  programs  are  nationally  famous. 

With  all  of  Abbott  Northwestern’s  expert  care,  you  might  expect  high  bills.  But  many 
of  our  costs  have  actually  gone  doam  in  the  last  year.  And  our  innovative  Accommodations 
Center  offers  patients  and  visitors  hotel-like  rooms  at  rates  below  most  budget  hotels— let 
alone  most  hospitals. 

. So  send  your  patients  to  the  physicians  of  Abbott  Northwestern.  They’ll  act  as 

Abbott  Northwestern  Hospital* 


WITH  A GOOD  MATCHUP, 
GROWTH  IS 
THE  HET  RESULT. 

Selecting  the  right  team  to  manage  your 
employee  benefit  fund  is  the  key  to  growth. 

You  want  to  be  certain  your  goals  are  clearly 
understood  and  the  methods  of  reaching 
those  goals  are  compatible  with  your  invest- 
ment philosophy 

At  Bankers  Trust,  our  seasoned  profes- 
sionals have  a winning  record  of  successful 
portfolio  management.  And  we  provide  a 
complete  turnkey  service  package.  We 
handle  all  of  the  custodial  and  reporting 
details  of  fund  administration. 

You  enjoy  a home  court  advantage  when 
you  work  with  us.  Our  service  is  personal- 
ized and  face-to-face,  and  our  fees  are  very 
competitive. 

We  invite  you  to  discuss  your  investment 
goals  with  our  team  of  senior  trust  officers. 

For  an  appointment,  call  245-2800.  Or 
phone  toll-free  from  anywhere  in  Iowa: 

800-362-1688.  Member  FDIC. 
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Marion  E.  Alberts,  M.D. 

COMMENTING 

EDITORIALLY 

LET  THE  SEASON  BE  HAPPY 


The  Holiday  Season  is  a festive  time.  Eat, 
drink  and  be  merry  is  the  clarion  call.  Good 
times  are  the  rule.  We  can  relax  and  set  aside 
the  usual  routine.  Yet,  we  must  keep  a sense  of 
propriety  and  be  responsible  in  our  celebra- 
tions. 

Alcohol  is  a fundamental  element  of  danger 
in  our  culture.  A recent  issue  of  jama  (Vol.  252 
No.  14,  October  12, 1984)  emphasizes  the  prob- 
lems associated  with  the  ingestion  of  alcohol. 
The  commentaries  by  jama  Editor,  George  D. 
Lundberg,  M.D.,  and  others  are  sobering  to 
say  the  least.  The  social  problems  attendant 
with  drinking  are  staggering.  More  must  and 
can  be  done  to  put  a stop  to  the  devastation 
caused  by  alcohol. 

First  and  foremost,  we  must  recognize  the 
problem.  Many  scoff  at  the  programs  de- 
veloped to  identify  alcoholics.  Too  frequently 
the  actual  existence  of  alcoholism  is  unrecog- 
nized or  denied.  Recently,  a series  of  simple 
questions  was  proposed  to  separate  alcoholics 
from  normal  drinkers. 

The  4 test  questions  developed  by  John  A. 
Ewing,  M.D.,  of  the  University  of  North  Caro- 
lina School  of  Medicine,  are  as  follows:  (1) 
Have  you  ever  felt  you  ought  to  cut  down  in 
your  drinking?  (2)  Have  people  annoyed  you 
by  criticizing  your  drinking?  (3)  Have  you  ever 
felt  bad  or  guilty  about  your  drinking?  and  (4) 
Have  you  ever  had  a drink  first  thing  in  the 
morning  to  steady  your  nerves;  an  “eye  open- 
er"? 

Those  giving  an  affirmative  answer  to  2 of 
these  questions  included  all  of  the  acknowl- 
edged alcoholics,  97%  of  the  acknowledged 
heavy  drinkers,  92%  of  those  who  denied  alco- 
holism and  only  4%  of  the  non-alcoholics. 


Answering  3 questions  affirmatively  elimi- 
nates all  the  non-alcoholics,  and  still  points  to 
95%  of  the  alcoholics  and  86%  of  the  heavy 
drinkers.  Dr.  Lundberg  considers  this  ques- 
tionnaire one  of  the  most  cost-effective  screen- 
ing and  diagnostic  tests  available  to  the  physi- 
cian for  any  disease. 

Another  study  in  the  same  issue  of  jama 
addresses  the  problem  of  drinking  and  drug 
abuse  among  adolescents.  Young  people  who 
become  intoxicated  are  at  a significantly  higher 
risk  for  alcohol  and  polydrug  abuse  and 
psychologic  dependency.  John  N.  Stephen- 


"The  social  problems  attendant  with 
drinking  are  staggering.  More  must 
and  can  be  done  to  put  a stop  to  the 
devastation  caused  by  alcohol." 


son,  M.D.,  and  his  colleagues  at  the  University 
of  Wisconsin  School  of  Medicine  suggest  pro- 
visions should  be  made  for  follow-up  assess- 
ment of  the  young  people  entering  hospital 
emergency  departments  while  intoxicated. 

The  most  striking  revelation  in  this  special 
JAMA  issue  was  by  Kimball  I.  Maull,  M.D.,  and 
his  associates  at  the  University  of  Tennessee. 
Their  study  of  56  alcohol-impaired  drivers, 
who  were  injured  seriously  enough  to  require 
hospitalization,  revealed  that  in  32  cases  the 
police  officer  reported  the  driver  had  been 
drinking,  in  52  cases  the  investigating  officer 
believed  the  alcohol-impaired  driver  had 
caused  the  crash,  and  in  33  cases  the  officer 
indicated  charges  would  be  filed. 

However,  convictions  were  attained  for  only 
19  of  the  suspects  (most  for  reckless  driving) 
and  37  were  either  not  charged  or  not  con- 
victed. There  were  no  convictions  for  driving 
under  the  influence  of  alcohol.  This  study 
emphasizes  the  need  for  close  scrutiny  of  our 
society  over  its  attitudes  toward  drunken  driv- 
(Please  turn  to  page  534) 


December  1984  / 531 


Your  Prouty 
Team  Is  Ready 
To  Serve  You 
On  a Moment's 
Notice.  Please 
Contact  Us! 


JOHN  A.  RENO 

BERNIE  LOWE,  JR., 
C.L.U.,  R.H.U. 

RICHARD  J.  KAUTH 

HOWARD  HOGAN, 
C.L.U. 

JENNIFER  DuPEY 
RUTH  CLARE 


Please  Call  or 
Write: 

THE 

PROUTY 

COMPANY 


INSURANCE 
ADMINISTRATORS 
AND  COUNSELORS 

2600  72nd  Street 
Suite  0 

Des  Moines,  Iowa  50322 
Telephone: 
515/278-5580 
800/532-1105 


Celebrating  30  Years 
Of  Dedicated  Service 
To  Iowa  Physicians 


Helping  Iowa  Medical  Society  members  achieve  their  broad  insurance  goals  has 
been  our  objective  for  three  decades.  We’re  proud  of  this  long  association.  Our 
staff  is  anxious  to  hold  the  trust  and  confidence  we  have  built. 

As  IMS  insurance  administrators  and  counselors,  we  are  available  to  assist  in  ob- 
taining the  best  protection,  security  and  income  growth  possible  for  yourself  and 
your  family.  We  have  endorsed  coverages  in  most  areas  of  insurance,  including: 


* Accident/Sickness  Disability  (3  Options) 

* Office  Overhead  Disability 

* Life  Insurance  (Several  Options) 

* Universal  Life 

* Group  Health  Coverage 

* Excess  Major  Medical 

* Accidental  Death/Dismemberment 

* Special  Modified  Permanent  Life 

* Group  Automobile  Coverage 

* Tax  Audit  Insurance 


Thank  you  for  the  opportunity  to  be  of  service 

The  Prouty  Company 


IOWA  MEDICAL  SOCIETY 
INSURANCE  SERVICES 
TAILORED  FOR 
MEMBER  PHYSICIANS 


On  the  following  pages  is  a summary  of  the  insurance  coverages  which 
are  available  from  the  Iowa  Medical  Society.  All  member  physicians  are 
invited  and  encouraged  to  review  this  outline  to  see  if  and  where  any  of 
these  coverages  may  fill  a void  in  or  supplement  an  existing  individual 
insurance  program.  This  suggestion  is  directed  particularly  to  those 
physicians  who  are  new  to  membership  in  the  Society. 

The  Committee  on  Member  Services  of  the  Iowa  Medical  Society  is 
responsible  for  the  periodic  evaluation  of  these  programs  to  determine 
their  value  and  receptivity.  It  is  the  further  duty  of  the  Committee  to 
consider  and  recommend  appropriate  new  coverages. 

Any  questions  or  comments  regarding  these  programs  may  be  directed  to 
the  administrator  as  shown  or  to  the  Headquarters  of  the  Iowa  Medical 
Society,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265  (Tele- 
phone—5 1 5-223- 1401;  In- WATS—  1 -800-422-3070). 


INSURANCE  PLANS  FOR 

1 . PROFESSIONAL  LIABILITY  — COVERAGE:  Medical  malpractice  insurance  protection  up  to  $5  million.  Coverage 
will  be  available  in  both  occurrence  and  claims-made  forms.  Competitive  rates  will  be  provided.  SPECIAL 
FEATURES:  This  is  a joint  program  involving  the  Iowa  Medical  Society  (through  the  Iowa  Physicians  Mutual 
Insurance  Trust)  and  AMACO,  a wholly-owned  subsidiary  of  the  American  Medical  Association.  There  will  be 
extensive  Iowa  physician  involvement  in  application  acceptance,  claims  adjudication  and  risk  management. 
ADMINISTRATOR:  IMS  SERVICES,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265.  INSURANCE  COMPANY: 
American  Medical  Assurance  Company  (AMACO),  Chicago,  Illinois  and  Iowa  Physicians  Mutual  Insurance  Trust. 
ELIGIBILITY  & HOW  TO  APPLY:  All  IMS  members  may  apply.  Applicants  must  meet  underwriting  criteria.  Contact 
IMS  headquarters  for  application  information. 

2.  HOSPITAL/MEDICAL  — COVERAGE:  Three  options  available  — full  benefit  — $100  deductible  — $500 
deductible.  Benefits  available  to  physicians,  their  families  and  employees.  Excellent  benefits  to  cover  both 
hospital  and  medical  services.  SPECIAL  FEATURES:  365-day  Comprehensive  Medical.  365-day  Blue  Shield  UCR. 
Nervous/mental,  drug  addiction,  TB  and  alcoholism.  Optional  dental  benefits  available.  Special  open  enrollment 
each  January  and  February.  ADMINISTRATOR:  The  Prouty  Company,  2600  72nd,  Suite  “0,”  Des  Moines,  Iowa 
50322.  INSURANCE  COMPANY:  Blue  Cross/Blue  Shield,  Des  Moines,  Iowa.  ELIGIBILITY  & HOW  TO  APPLY:  All 
members,  their  families  and  employees.  Apply  to  The  Prouty  Company,  1-515-278-5580,  or  Iowa  toll-free, 
1-800-532-1105. 

3.  INCOME  PROTECTION  ACCIDENT  & SICKNESS  DISABILITY  (Crown  Life)  — COVERAGE:  New  maximum 
benefits  available  up  to  $10,000  per  month.  Definition  of  disability  is  “your  specialty”  for  full  term  of  contract. 
Other  optional  benefits  available  including  “income  replacement,”  residual  disability  (first  in  the  industry),  cost 
of  living  adjustment  rider,  lifetime  sickness  benefits  and  future  increase  option.  SPECIAL  FEATURES:  Policy  is 
guaranteed  renewable/non-cancellable,  meaning  right  of  renewal  and  rates  are  guaranteed  to  age  65.  Policy  is 
conditionally  renewable  between  ages  65  and  72  for  a physician  who  continues  practice.  Waiting  periods  of  30, 
60,  90,  180  or  365daysare  available.  ADMINISTRATORS:  The  Prouty  Company,  2600  72nd  Street,  Suite  “0,”  Des 
Moines,  Iowa  50322.  INSURANCE  COMPANY:  Crown  Life,  Toronto,  Canada.  ELIGIBILITY  & HOW  TO  APPLY:  All  IMS 
members  in  active  practice  who  are  age  60  and  under.  Apply  to  The  Prouty  Company,  1-515-278-5580,  or  Iowa 
toll-free,  1-800-532-1105. 

4.  INCOME  PROTECTION  ACCIDENT  AND  SICKNESS  DISABILITY  (Continental  Insurance)  — COVERAGE: 

New  maximum  benefits  available  up  to  $6,000  monthly.  Benefit  durations  are  up  to  lifetime  for  accident  and  to 
age  65  for  sickness.  Reduced  rates  for  younger  members.  New  improved  definition  of  disability  providing  “your 
specialty”  coverage  for  full  term  of  contract.  Reduced  rates  for  members  under  age  40.  SPECIAL  FEATURES: 
Benefits  begin  the  first  day  of  disability  for  accident  and  the  eighth  day  for  sickness  or  first  day  of  hospital 
confinement  for  sickness.  Optional  plans  available  with  benefits  beginning  the  31st  day,  61st  day,  91st  day,  or 
181st  day  of  disability.  Claims  paid  directly  from  administrator’s  office.  Special  renewal  features  and  conversion 
options  are  automatically  included.  New  improved  residual  disability  rider  is  available.  ADMINISTRATOR:  The 
Prouty  Company,  2600  72nd,  Suite  “0,”  Des  Moines,  Iowa  50322.  INSURANCE  COMPANY:  Commercial  Insurance 
Company,  Newark,  New  Jersey.  ELIGIBILITY  & HOW  TO  APPLY:  New  members  eligible  for  base  amount  of  coverage 
regardless  of  medical  history  if  application  is  made  within  90  days  of  membership.  All  insurable  members  eligible 
anytime  priortoage  56.  The  coverage  continues  to  age  70for  active  members.  Special  conversion  policy  available 
after  age  70.  Apply  to  The  Prouty  Company,  1-515-278-5580,  or  Iowa  toll-free,  1-800-532-1105. 

5.  GROUP  LONG-TERM  DISABILITY  — COVERAGE:  Benefits  ranging  from  $5,000  monthly  to  $25,000  monthly  for 
physicians  and/or  their  employees.  SPECIAL  FEATURES:  Benefits  are  available  on  a “guaranteed  issue”  basis  in 
offices  with  5 or  more  physicians  or  10  or  more  employees.  Optional  benefits  available  which  include  residual 
disability  and  a “pension  accrual”  benefit.  ADMINISTRATOR:  The  Prouty  Company,  2600  72nd,  Suite  “0,”  Des 
Moines,  Iowa  50322.  INSURANCE  COMPANY:  CNA  (Chicago,  Illinois),  Unionmutual,  Portland,  Maine.  ELIGIBILITY 
& HOW  TO  APPLY:  Any  office  where  there  are  2 or  more  physicians  or  1 0 or  more  employees.  Applicants  must  be  age 
65  or  under.  Apply  to  The  Prouty  Company,  1-515-278-5580,  or  Iowa  toll-free,  1-800-532-1105. 


IOWA  MEDICAL  SOCIETY  MEMBERS 

6.  OFFICE  OVERHEAD  EXPENSE  DISABILITY  — COVERAGE:  Available  from  $500  monthly  to  a new  maximum  of 
$6,000  monthly  as  a reimbursement  for  office  expenses  (rent,  employees  salaries,  utilities,  professional  liability 
premiums,  etc.).  SPECIAL  FEATURES:  Benefits  begin  after  a waiting  period  of  15  days  or  30  days  with  benefits 
payable  up  to  24  months.  Premiums  are  tax  deductible.  Special  renewal  features  and  conversion  option  automati- 
cally included.  ADMINISTRATOR:  The  Prouty  Company,  2600  72nd,  Suite  “0,”  Des  Moines,  Iowa  50322. 
INSURANCE  COMPANY:  Commercial  Insurance  Company,  Newark,  New  Jersey.  ELIGIBILITY  AND  HOW  TO  APPLY: 
Applicant  must  be  in  active  practice,  under  age  60,  and  a member  of  the  IMS.  Apply  to  The  Prouty  Company, 
1-515-278-5580,  or  Iowa  toll-free,  1-800-532-1105. 

7.  JUMBO  TERM  LIFE  INSURANCE  — COVERAGE:  Designed  to  provide  jumbo  term  life  insurance.  Minimum 
amount  available  — $50,000  with  no  maximum  limit.  Policy  is  guaranteed  renewable/non-cancellable  — rates 
and  renewability  are  guaranteed.  Special  premium  discount  for  “non-smokers.”  Coverage  available  to  spouse  and 
there  is  a 5 year  rate  “set  back”  for  female  applicants.  SPECIAL  FEATURES:  Benefits  do  not  reduce  with  age.  Policy 
is  renewable  through  age  75  and  full  conversion  available  without  evidence  of  insurability  is  available  for  those 
under  age  65.  High  non-medical  limits  allow  member  physicians  to  purchase  general  amounts  of  term  insurance 
without  medical  exams.  Waiver  of  premium  is  automatically  included.  ADMINISTRATOR:  The  Prouty  Company, 
2600  72nd,  Suite  “0,”  Des  Moines,  Iowa  50322.  INSURANCE  COMPANY:  North  American  Company  for  Life  and 
Health  Insurance,  Chicago,  Illinois.  ELIGIBILITY  & HOWTO  APPLY:  Any  member  underage  65  may  apply.  Coverage 
is  also  available  to  spouses.  Minimum  amount  — $50,000  — no  maximum  amount.  Apply  to  The  Prouty 
Company,  1-515-278-5580,  or  Iowa  toll-free,  1-800-532-1105. 

8.  TERM  LIFE  INSURANCE  — COVERAGE:  Provides  upto  $100,000  in  low  cost  term  life  insurance  in  increments  of 
$25,000.  Policy  is  fully  convertible  after  it  has  been  in  force  one  year.  Benefits  begin  reducing  20%  every  5 years 
beginning  at  age  50.  Plan  is  renewable  to  age  70.  SPECIAL  FEATURES:  Waiver  of  premium  and  full  conversion 
privilege  are  available  after  one  year.  A new  member  under  age  65  may  apply  for  one  unit  of  coverage  with 
guaranteed  issue  if  application  is  made  within  90  days  of  membership.  ADMINISTRATOR:  The  Prouty  Company, 
2600  72nd,  Suite  “0,”  Des  Moines,  Iowa  50322.  INSURANCE  COMPANY:  American  Mutual  Life,  Des  Moines, 
Iowa.  ELIGIBILITY  & HOW  TO  APPLY:  Any  member  under  the  age  65  may  apply.  New  members  may  apply  for  one  year 
of  coverage  if  under  age  65  with  guaranteed  issue  if  done  within  90  days  of  membership.  Apply  to  The  Prouty 
Company,  1-515-278-5580,  or  Iowa  toll-free,  1-800-532-1105. 

9.  UNIVERSAL  LIFE  — COVERAGE:  Allows  the  physician  to  “buy  term  and  invest  the  difference”  under  one  contract. 
Favorable  tax  treatment  of  investment  fund  (currently  tax  deferred).  Premiums  and  face  amount  may  be  adjusted 
upward  and  downward  depending  upon  the  physician’s  circumstances.  SPECIAL  FEATURES:  Modified  underwriting 
allows  a previously  substandard  or  rated  risk  the  possibility  of  standard  life  insurance  (high  non-medical  limits  — 
no  exam  required).  Coverage  is  available  for  spouse  and  children.  Interest  is  credited  to  IMS  members  at  V2% 
higher  than  the  company’s  individual  “Universal  Life”  product.  ADMINISTRATOR:  The  Prouty  Company,  2600 
72nd,  Suite  “0,”  Des  Moines,  Iowa  50322.  INSURANCE  COMPANY:  Alexander  Hamilton  Life  Insurance  Company, 
Farmington,  Michigan.  ELIGIBILITY  & HOW  TO  APPLY:  Any  member  under  age  85,  spouse  and/or  family  member, 
employee  of  member,  employee’s  spouse  and/or  family  member  may  apply.  Amount  of  coverage  provided  at 
insured’s  option  with  minimum  amount  of  $15,000.  Apply  to  the  Prouty  Company,  1-515-278-5580,  or  Iowa 
toll-free,  1-800-532-1105. 

10.  GROUP  PERSONAL  AUTOMOBILE  INSURANCE  — COVERAGE:  Available  to  physicians,  their  families,  and  their 
employees.  Wide  range  of  deductibles  and  coverages  available.  SPECIAL  FEATURES:  Premium  discount  due  to  IMS 
endorsement.  “Guaranteed  Issue”  provision  for  all  physicians  with  valid  drivers  license.  ADMINISTRATOR:  The 
Prouty  Company,  2600  72nd,  Suite  “0,”  Des  Moines,  Iowa  50322.  INSURANCE  COMPANY:  BLC  Insurance 
Company  (Bankers  Life),  Des  Moines,  Iowa.  ELIGIBILITY  & HOWTO  APPLY:  All  members  of  IMS  and  their  employees 
may  apply  who  have  valid  drivers  license.  Apply  to  The  Prouty  Company,  1-515-278-5580,  or  Iowa  toll-free, 
1-800-532-1105. 


1 1 . “TAX-RIGHT”  TAX  AUDIT  INSURANCE  — COVERAGE;  Designed  to  pay  additional  taxes  which  may  become  due 
asa  result  of  an  IRStaxaudit.  Coverage  will  pay  up  to  $100,000  of  additional  taxes  due  and  up  to  $1,000  for  the 
cost  of  legal  expenses.  SPECIAL  FEATURES:  Policy  may  be  purchased  for  current  tax  year  as  well  as  the  2 previous 
tax  years.  The  policy  is  in  an  “occurrence”  form.  ADMINISTRATOR:  The  Prouty  Company,  2600  72nd,  Suite  “0,” 
Des  Moines,  Iowa  50322.  INSURANCE  COMPANY:  Victor  0.  Schinerer  & Company,  Washington,  D.C.  ELIGIBILITY  & 
HOW  TO  APPLY:  The  tax  return  must  be  completed  by  an  attorney  or  CPA.  All  members  of  IMS  are  eligible  to  apply. 
Apply  to  The  Prouty  Company,  1-515-278-5580,  or  Iowa  toll-free,  1-800-532-1105. 

12.  HIGH  LIMITS  OF  AD&D  — COVERAGE;  Accidental  death,  dismemberment  and  loss  of  sight  covered.  Special 
permanent  and  total  disability  feature  available.  Amounts  available  from  $25,000  to  $150,000.  Wife  and  family 
coverage  also  available.  SPECIAL  FEATURES:  24-hour,  world  wide  coverage,  aviation  coverage  as  a passenger. 
365-day  coverage.  Renewable  to  age  70.  No  medical  underwriting.  ADMINISTRATOR:  The  Prouty  Company,  2600 
72nd,  Suite  “0,”  Des  Moines,  Iowa  50322.  INSURANCE  COMPANY:  Insurance  Company  of  North  America, 
Philadelphia,  Pennsylvania.  ELIGIBILITY  & HOW  TO  APPLY:  Any  member  under  age  65,  spouse  and/or  family.  Apply 
to  The  Prouty  Company,  1-515-278-5580,  or  Iowa  toll-free,  1-800-532-1105. 

13.  WORKERS’  COMPENSATION  — COVERAGE:  Provides  Workers’  Compensation  coverage  as  required  by  law. 
Approved  rates  in  effect.  Program  meets  employer’s  obligations  for  occupational  injuries.  SPECIAL  FEATURES:  Has 
a savings  plan  which  returns  money  to  insureds  based  on  experience.  Record  of  dividend  return  is  good. 
ADMINISTRATOR:  Casualty  Reciprocal  Exchange,  Dodson  Insurance  Group,  P.O.  Box  559,  Kansas  City,  Missouri. 
INSURANCE  COMPANY:  Casualty  Reciprocal  Exchange,  Dodson  Insurance  Group,  Kansas  City,  Missouri.  ELIGIBIL- 
ITY & HOW  TO  APPLY:  Any  member  may  apply.  Apply  to  Mr.  Ken  Coulter,  Iowa  representative,  205  8th  Avenue 
South,  Clear  Lake,  Iowa  50428;  telephone  — 515/357-6739. 

14.  RETIREMENT  PLANS  SERVICE  — COVERAGE:  Complete  Pension  Profit-Sharing  and  Keogh  administrative 
services.  SPECIAL  FEATURES:  Plan  design,  annual  administration,  employee  communications,  government  re- 
ports. ADMINISTRATOR:  The  Prouty  Company,  2600  72nd,  Suite  “0,”  Des  Moines,  Iowa  50322.  INSURANCE 
COMPANY:  Fringe  Benefits  Design,  Inc.,  Kansas  City,  Missouri.  ELIGIBILITY  & HOW  TO  APPLY:  Any  member,  PC,  or 
partnership  of  a member.  Apply  to  The  Prouty  Company,  1-515-278-5580,  or  Iowa  toll-free,  1-800-532-1105. 


OTHER  SPECIAL  BENEFITS 

Other  special  member  benefit  programs  are  sponsored  by  the  Iowa  Medical  Society  and  are  available  to  interested 
member  physicians.  In  addition  to  the  insurance  coverages  set  forth  in  the  preceding  list,  the  Iowa  Medical  Society 
has  these  further  benefit  programs  available: 

DEBT  COLLECTION  SERVICE  GOLD  MASTERCARD  PROGRAM 

TRAVEL  PROGRAMS  FINANCIAL  PLANNING  CONSULTATION 

AUTO  RENTAL  DISCOUNTS  COMPUTER  CONSULTATION  (Under  Study) 


Please  contact  IMS  Headquarters  if  you  wish  additional  information  on  the  programs  described  above. 


Richard  M.  Caplan,  M.D. 

OUR  MAN 

IN  EDUCATION 

TO  SEE  CLEARLY 


WHAT  DOES  it  mean  to  see  dearly?  As  is  true 
of  so  many  questions  — espedally  the 
difficult  ones  — the  answer  can  come  at  “dif- 
ferent levels,"  responding  to  different  mean- 
ings in  those  tricky  symbols  we  call  words.  The 
answer  might  disclose  whether  the  ocular  lens 
or  other  refracting  media  are  opaque,  or 
whether  the  mental  interpretation  of  a visual 
stimulus  corresponds  accurately  to  some  exter- 
nal reality  that  reflects  light  toward  the  viewer. 
My  desire  to  see  clearly,  in  this  sense,  leads  me 
to  use  a magnifying  lens  often  when  I examine 
a skin  lesion. 

But  sometimes  the  verb,  to  see,  means  to 
understand,  which  may  involve  mental  con- 
structs totally  unrelated  to  vision.  Here  is  a 
brief  passage  from  a recent  article  by  Dr. 
Thomas  Ferris,  chairman  of  Internal  Medicine 
at  the  University  of  Minnesota.  Please  read  it 
twice,  first  to  apprehend  the  general  meaning, 
and  again  to  decide  what  he  means  the  3 times 
he  uses  the  word  "see." 

"Although  some  specialists  see  only  short-term 
illnesses,  most  specialists  in  internal  medicine  see 
patients  with  chronic  disease.  There  is  nothing  about 
expertise  in  a specialty  that  need  dull  one's  apprecia- 
tion of  a patient's  emotional  problems  and  needs. 
Indeed,  subspecialty  expertise  can  provide  the  confi- 
dence in  caring  for  patients  with  complex  organic 
disease  that  allows  one  to  see  through  the  disease  to 
discover  the  patient." 

If  we  forego  the  widespread  proclivity  to 
echo  the  stereotype  about  the  less-humane- 
and-increasingly-technical-care-given-by- 
subspecialists,  then  we  can  likely  agree  with 
Dr.  Ferris.  Focusing  specifically  on  what  he 
means  by  "see,"  we  see  (notice)  that  the  first 


time  means  "encounter"  or  "battle,"  the 
second  time  means  "attend"  or  "care  for," 
while  the  third  time  ("see  through  the  dis- 
ease") means  "to  understand  more  compre- 
hensively." 

An  artist,  it  is  said,  is  one  who  sees  with 
unusual  clarity  and  helps  the  rest  of  us  im- 
prove our  vision.  (This  is  a modification  of 
Joseph  Conrad's  famous  statement  that  the 
function  of  art  is  to  help  us  see.)  For  example, 
the  novelist/essayist  John  Updike  recently 
wrote,  "I  noticed  a man  about  my  age  with  a 
bald  head  — not  a healthy  luminous  baldness 
but  the  unnatural  gauzy  baldness  that  chem- 
otherapy induces."  Only  after  I read  that  did  I 
make  sense  of  a clinical  detail  I had  seen  many 
times,  but  never  interpreted  fully.  Chemother- 
apeutic drugs,  by  drastically  slowing  growth, 
cause  the  long  hairs  of  the  scalp,  which  spend 
most  of  their  long  lifespan  growing,  to  weaken 
and  break  off.  The  short  (vellus)  hairs  spend 
most  of  the  time  just  resting,  and  therefore 
their  shafts  don't  become  weakened  by  the 
drug's  influence.  (Notice,  also,  the  fresh  im- 
agery Updike  evokes  by  contrasting  "lumi- 
nous" with  "gauzy"  baldness.) 

Sometimes  more  complete  or  multifaceted 
understanding  means  more  penetrating  in- 
sight or  even  a radically  different  awareness. 

For  example,  a recent  article,  in  fun,  offered 
these  definitions: 

Gossip  — someone  who  returns  from  the  beach 
with  a sunburned  tongue. 

Optimistic  — taking  a camera  and  a frying  pan 
on  a fishing  trip. 

The  anonymous  author  of  those  definitions 
referred  to  Ambrose  Bierce's  The  Devil's  Dic- 
tionary (1911)  and  its  definitions  of  "alone"  as 
"being  in  bad  company,"  and  "positive"  as 
"mistaken  at  the  top  of  one's  voice."  The  re- 
minder led  me  to  my  own  copy  of  Bierce, 
where  every  page  displays  the  scintillating 

(Please  turn  to  page  534) 
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awareness  of  one  who  saw  not  as  through  a 
glass  darkly.  For  example: 

Mouse  — an  animal  which  strews  its  path  with 
fainting  women. 

Physician  — one  on  whom  we  set  our  hopes 
when  ill,  and  our  dogs  when  well. 

Grave  — a place  in  which  the  dead  are  laid  to 
await  the  coming  of  the  medical  student. 

Handkerchief  — a small  square  of  silk  or  linen 
. . . serviceable  at  funerals  to  conceal  the  lack  of 
tears. 

Amnesty  — the  state's  magnanimity  to  those 
offenders  whom  it  would  be  too  expensive  to  punish. 

Diplomacy  — the  patriotic  art  of  lying  for  one's 
country. 

Diagnosis  — a physician's  forecast  of  disease  by 
the  patient's  pulse  and  purse. 

Die  — the  singidar  of  "dice. " We  seldom  hear  the 
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word,  because  there  is  a prohibitory  proverb,  "Never 
say  die." 

Intimacy  — a relation  into  which  fools  are  prov- 
identially drawn  for  their  mutual  destruction. 

If  it  strikes  you  that  Bierce  "sees”  as  a cynic, 
you  can  check  your  perception  against  Bierce's 
own  definition:  "A  blackguard  whose  faulty 
vision  sees  things  as  they  are,  not  as  they 
ought  to  be.” 
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ers.  Numerous  factors  are  discussed  in  the  arti- 
cle about  the  reasons  for  failure  to  convict  these 
menaces  to  humanity.  Breakdowns  in  the 
process  of  our  judicial  system  are  prominent. 
There  is  the  matter  of  blood  alcohol  concentra- 
tions determined  by  the  medical  staff.  They  are 
often  inadmissible  as  evidence  to  support 
charges  of  driving  while  under  the  influence  of 
alcohol.  A new  look  is  needed  as  to  the  way  the 
courts  accept  evidence  obtained  by  competent 
sources. 

In  this  holiday  season,  be  mindful  that 
drinking  and  driving  is  a serious  matter; 
emphasize  this  to  those  around  you.  We 
should  do  all  we  can  as  informed  professionals 
to  make  the  streets  and  highways  off-limits  to 
the  drinking  driver.  The  innocent  victims  of 
this  national  disgrace  pay  an  immeasurable 
price.  The  problem  drinker  must  be  identified 
and  rehabilitated.  The  adolescent  who  be- 
comes intoxicated  must  be  recognized  and 
helped  to  avoid  a future  life  marred  by  the 
effects  of  alcohol  and  drugs. 

The  medical  profession  is  in  a unique  posi- 
tion to  initiate  measures  to  turn  the  problem 
around,  to  recognize  and  assist  patients  who 
have  a problem;  and  set  a good  example 
ourselves  regarding  the  use  of  alcohol.  "The 
measure  you  give  is  the  measure  you  will  re- 
ceive with  something  more  besides.”  (Mark 
4:24,  New  English  translation). 

What  a gift  we  have  for  our  patients  and 
friends.  Let  us  do  our  utmost  during  the  holi- 
day season  for  our  fellow  humans.  May  the 
holidays  be  filled  with  good  cheer  and  happi- 
ness, in  the  New  Year,  and  for  years  to  come. 
— M.E.A. 


534  / Iowa  Medicine 


TWO  LITTLE  WORDS 

TAN  MEAN 

A WORLD  OF  DIFFERENCE 
IN  HEALTH  CARE. 
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Those  two  little  words,  “of  Iowa,”  following 
the  nation’s  most  widely  recognized  names  in 
health  care  can  mean  a big  difference  in 
terms  of  the  total  value  our  subscribers 
receive  for  their  health  care  dollar. 

That’s  because  unlike  most  commercial 
carriers,  we’re  involved  in  health  care 
planning  and  cost  containment  on  a local 
basis.  We  are  a part  of  the  fabric  of  health 
care  in  Iowa. 


And  because  we  work  with  lowans,  Iowa 
physicians,  and  Iowa  companies,  we  have  a 
unique  understanding  of  the  state’s  health 
care  needs  and  the  desire  to  obtain  quality 
health  care  affordably. 

Finally,  because  we  cover  more  than 
1 ,000,000  lowans,  we  have  a particular 
interest  in  maintaining  quality  health  care 
at  an  affordable  cost. 

No  wonder  we  say:  “No  one  takes  better 
care  of  lowans  than  we  do.” 

Blue  Cross 
Blue  Shield 

of  Iowa 

636  Grand  Avenue 

Des  Moines,  Iowa  50307 
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DRUG  THERAPY 

REVIEW 

Reynold  Spector,  M.D.,  Editor 

DRUG  AAANAGEMENT  OF 
ADULT  VASCULAR  HEADACHES 
(MIGRAINE  AND  CLUSTER 
HEADACHE): 

Part  II  — Prevention  of  Attacks 


MIGRAINES 

(a)  Identify  possible  trigger  factors.  As  noted 
previously  in  part  I the  identification  of  trigger 
factors  is  crucial  in  the  prevention  of  migraine. 

(b)  Drug  management . The  preventive 
medication  of  choice  usually  is  propranolol. 
The  contraindications  are  those  of  beta  block- 
ing agents  (e.g.,  asthma,  congestive  heart  fail- 
ure, peripheral  vascular  disease,  diabetes, 
hypothyroidism,  etc.). 

Propranolol  effectively  reduces  the  frequen- 
cy of  migraine  attacks.  The  mechanism  of  ac- 
tion of  propranolol  in  migraine  is  not  fully 
understood.  Its  effect  is  not  likely  to  be  ex- 
plained by  peripheral  beta  blockage.  The  drug 
does  interfere  with  serotonin  metabolism  at 
several  levels  and  this  may  prove  to  be  its  prin- 
cipal mechanism  of  action  in  migraine.^  Pro- 
pranolol is  administered  orally  twice  or  3 times 
per  day.  The  dosage  should  be  determined 
individually  (effective  dosages  for  adults  vary 
between  40  and  320  mg  per  day)  by  gradual 
increases,  usually  starting  with  40  to  80  mg  per 
day  in  adults.  Starting  at  a low  dosage  reduces 
the  common  major  side  effects  (fatigue  and 
lethargy).  A trial  with  propranolol  should  be 
continued  for  at  least  2 to  3 months  at  the 


This  information  for  Iowa  physicians  is  furnished  and  sponsored  by  the 
University  of  Iowa  Hospitals  and  Clinics. 


highest  level  of  tolerance,  before  it  is  consid- 
ered a failure.  Improvement  often  does  not 
begin  until  the  third  month  of  therapy.  The 
earliest  signs  of  effectiveness  are  a decrease  in 
the  severity  of  individual  attacks  or  better  re- 
sponsiveness to  symptomatic  medication  dur- 
ing an  acute  attack,  rather  than  an  actual  de- 
crease in  the  frequency  of  episodes.  Discon- 
tinuation should  be  gradual  (over  several  days 
depending  on  the  total  daily  amount). 

The  characteristics  of  the  history  may  man- 
date a different  choice  of  first  medication,  as 
follows; 

1 . Migraine  attacks  triggered  by  tension  or  close- 
ly associated  with  tension  headaches.  The  medica- 
tion of  choice  is  amitriptyline.  This  tricyclic 
antidepressant  reduces  the  frequency  of  mi- 
graine events  independent  of  its  antidepress- 
ant activity.^  It  is  usually  effective  in  dosages 
ranging  from  50  to  100  mg  per  day  given  as  a 
single  dosage  at  bedtime.  Like  propranolol,  the 
mechanism  of  action  of  amitriptyline  is  not  ful- 
ly understood  and  is  probably  multifactorial. 
Interference  with  serotonin  reuptake  may  well 
be  the  cause  for  its  effectiveness  in  migraine, 
since  tricyclic  antidepressants  with  less  sero- 
tonergic activity  do  not  prevent  migraine 
attacks. 

Major  side  effects  are  due  to  anticholinergic 
activity  and  sedation.  The  latter  can  be  over- 
come by  having  the  patient  take  the  medica- 
tion at  night,  not  less  than  8 hours  before  wake 
up  time,  and  by  starting  at  low  dosages  fol- 
lowed by  weekly  increases.  Orthostatic 
hypotension  and  weight  gain  are  2 other  unde- 
sirable side  effects. 

This  medication,  as  with  propranolol, 
should  be  used  for  at  least  2 months,  at  the 
higher  dosage,  before  it  is  considered  ineffec- 
(Please  turn  to  page  538) 
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TRUST  Can  you 

imagine  a world  witliout  it? 


Xrust.  It’s  why  your  patients 
turn  to  you  when  they  need 
help.  It’s  why  both  physicians 
and  patients  turn  to  Peoples 
family  pharmacists  for  their 
prescription  needs. 

Over  75  years  of  caring  and 
quality  service  earned  Peoples 
the  trust  we  work  hard  to  keep. 
And  you  can  trust  Peoples 


generic  drugs  to  be  equal  in 
quality  to  brand  name  drugs  . . . 
saving  your  patients  up  to  50% 
on  their  prescription  bids. 

Of  course,  if  your  patient 
asks  us  to  substitute,  we  first 


PEOPLES  DRUG 


obtain  your  permission  by 
phone.  And  we  keep  the  widest 
stock  of  both  brands  and  gener- 
ics in  every  Peoples  family 
pharmacy. 

You  know  what’s  best. 
That’s  why  your  patients  trust 
you  for  their  health  care.  At 
Peoples,  we’U  try  to  keep  the 
trust  we’ve  eam^. 
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tive.  It  should  not  be  abruptly  discontinued 
(taper  over  several  days). 

2.  Menstrual  migraine.  The  term  refers  to 
those  migraineurs  who  experience  migraine 
attacks  exclusively  in  relation  to  the  menstrual 
period.  Naproxen  and  bellergal  are  first-choice 
medications. 

Naproxen,  a nonsteroidal  anti-inflammatory 
agent  which  interferes  with  prostaglandin 
synthesis,  reduces  the  frequency  of  migraines 
when  used  orally  in  2 or  3 divided  daily  dos- 
ages of  250  mg  each.^  Its  mode  of  action  is 
possibly  related  to  activity  on  prostaglandins. 
It  has  few  side  effects,  the  principal  one  being 
gastric  discomfort.  In  patients  in  whom  the 
menstrual  period  and  headache  attacks  are 


'"Identify  possible  trigger  factors.  As 
noted  previously  in  Part  I the  identi- 
fication of  trigger  factors  is  crucial  in 
the  prevention  of  migraine.” 


regular  and  predictable,  naproxen  can  be  used 
during  the  symptomatic  period  only.  It  should 
be  started  approximately  1 week  before  the 
migraine  “is  due”  and  continued  for  another  3 
to  5 days. 

Bellergal  is  a combination  of  the  vasocon- 
strictor ergotamine  tartrate  (0.3  mg),  the  seda- 
tive phenobarbital  (20  mg),  and  a parasym- 
pathomimetic inhibitor  bellafoline  (0.1  mg). 
Bellergal-S  has  the  same  active  ingredients 
present  but  twofold  greater  amounts.  Bellergal 
can  be  used  orally,  twice  a day,  during  the 
week  preceding  the  migraine  attack  and  dur- 
ing the  following  3 to  5 days.  Contraindica- 
tions are  those  of  its  components.  While  using 
this  medication,  no  additional  ergotamine- 
containing  preparations  should  be  used,  because  of 
the  danger  of  ergotamine  overdosage. 

OTHER  ANTIMIGRAINE  MEDICATIONS 

Methysergide,  an  antagonist  of  the  pe- 
ripheral actions  of  serotonin,  is  one  of  the  old- 
est preventive  medications  for  migraine.  It  is 
unlikely  that  the  peripheral  antiserotonergic 
activity  is  the  mode  of  antimigraine  action.  The 


drug  possibly  acts  as  a serotonin  agonist  at 
presynaptic  autoreceptor  or  postsynaptic  re- 
ceptor level. ^ This  is  an  extremely  effective 
preventive  medication  when  used  orally,  in 
divided  dosages  of  2 to  8 mg  per  day.  Howev- 
er, this  medication  has  serious  complications, 
such  as  retroperitoneal  fibrosis  with  secondary 
ureteral  obstruction  possible,  if  used  con- 
tinuously for  long  periods  of  time.  It  is  neces- 
sary to  interrupt  the  medication  for  4 weeks, 
after  every  6 months  of  continuous  use.  Dur- 
ing the  last  month  the  medication  should  be 
slowly  tapered  rather  than  abruptly  discon- 
tinued. The  preparation  should  not  be  used  in 
patients  with  peripheral  vascular  or  car- 
diovascular disease  and  the  necessity  of  con- 
comitant use  of  ergotamine  for  treatment  of 
acute  attacks  should  be  carefully  considered 
and  kept  to  a minimum. 

Cyproheptadine,  an  antihistaminic  with 
serotonergic  activity,  can  be  used  to  prevent 
migraine.  Its  central  serotonin  agonist  prop- 
erties are  similar  to  those  of  methysergide.^  In 
addition,  it  has  antiplatelet  aggregation  prop- 
erties which  might  play  a role  in  its  effective- 
ness. Although  much  less  effective  than 
methysergide,  cyproheptadine  does  not  have 
the  risk  of  causing  fibrotic  changes.  For  this 
reason,  we  think  it  should  be  used  before  con- 
sidering methysergide.  Cyproheptadine  is 
usually  given  orally  in  3 dosages  of  4 mg  each. 
Some  patients  may  need  higher  dosages,  up  to 
16  or  20  mg  per  day.  Major  side  effects  are 
sedation  and  weight  gain.  Sedation  can  be 
avoided  by  starting  with  only  4 mg  per  day  and 
slowly  increasing  the  daily  amount. 

Monoaminoxidase  inhibitors  were  first  used 
because  they  counteracted  the  low  levels  of 
serotonin  found  during  migraine  attacks.  But 
the  beneficial  effects  of  these  substances  are 
not  correlated  with  increases  in  serotonin 
level. ^ The  cause  for  their  effectiveness  re- 
mains unknown.  Phenelzine  is  the  MAO  in- 
hibitor more  frequently  used  in  migraine. 
Given  orally  in  doses  of  15  mg  3 times  per  day, 
it  can  be  very  effective.  The  main  problem  with 
this  drug  is  the  interaction  with  sympatho- 
mimetic medications  and  with  foods  having  a 
high  tyramine  content  (i.e.,  wines,  cheese,  liv- 
er). Patients  should  have  a full  understanding 
of  the  dietary  and  drug  limitations  before  using 
this  type  of  preparation. 

(Please  turn  to  page  539) 
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Motrin  reduces 

inflammation,  pain 

...and  mice 


New  low  price...major  savings 

The  dramatic  reduction  in  the  price  of  Motrin  Tablets  means  substantial  savings 
from  now  on  for  your  patients  and  for  patients  all  across  the  country  for  whom  Motrin 

Tablets  are  prescribed. 

Motrin  is  priced  lower  than  Clinoril,  Feldene,  or  Naprosyn. 

The  price  of  Motrin  Tablets  to  pharmacies  has  been  reduced  as  much  as  35%. 
Patients  taking  the  average  dosage  should  now  pay  less  for  therapy  with  Motrin  Tablets 
than  for  almost  any  other  nonsteroidal  anti-inflammatory  drug  you 
prescribe... less,  for  example,  than  for  Clinoril,  Feldene,  or  Naprosyn.  And,  of  course, 
all  strengths  of  Motrin  Tablets  continue  to  be  available  by  prescription  only. 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Motrin 

ibuDTofen 


TABLETS 

mg 


Good  medicine...good  value 


The  Upjohn  Company  I 


© 1984  The  Upjohn  Company 


Upjohn 


Kalamazoo,  Michigan  49001 


Motrin"'  Tablets  (ibuprofen) 

Contraindications:  Anaphylactoid  reactions  have  occurred  in  individuals  hypersensitive  to 
Motrin  Tablets  or  with  the  syndrome  of  nasal  polyps,  angioedema  and  bronchospastic  reactivity 
to  aspirin,  iodides,  or  other  nonsteroidal  anti-inflammatory  agents. 

■ Warnings:  Peptic  ulceration  and  Gl  bleeding,  sometimes  severe,  have  been  reported.  Ulceration, 
perforation  and  bleeding  may  end  fatally  An  association  has  not  been  established.  Use  Motrin 
Tablets  under  close  supervision  in  patients  with  a history  of  upper  gastrointestinal  tract  disease, 
after  consulting  ADVERSE  REACTIONS,  In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  try  nonulcerogenic  drugs,  such  as  gold,  \t  Motrin  Tablets  are  used,  observe 
the  patient  closely  for  signs  of  ulcer  perforation  or  Gl  bleeding 

Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  with  papillary  edema  and 
necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  in  humans  treated  with  Motrin  Tablets 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have 
been  reported.  If  these  develop,  discontinue  Motrin  Tablets  and  the  patient  should  have  an 
ophthalmologic  examination,  including  central  visual  fields  and  color  vision  testing, 

Ruid  retention  and  edema  have  been  associated  with  Motrin  Tablets;  use  with  caution  in  patients 
with  a history  of  cardiac  decompensation  or  hypertension.  In  patients  with  renal  impairment, 
reduced  dosage  may  be  necessary.  Prospective  studies  of  Motrin  Tablets  safety  in  patients  with 
chronic  renal  failure  have  not  been  done 

Motrin  Tablets  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  skin  rash, 
weight  gam,  or  edema. 

Patients  on  prolonged  corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin 
Tablets  are  added 

The  antipyretic,  antl-inflammatory  activity  of  Motrin  Tablets  may  mask  inflammation  and  fever. 

As  with  other  nonsteroidal  anti-inflammatory  drugs,  borderline  elevations  of  liver  tests  may 
occur  in  up  to  15%  of  patients.  These  abnormalities  may  progress,  may  remain  essentially 
unchanged,  or  may  be  transient  with  continued  therapy.  Meaningful  elevations  of  SGPT  or  SGOT 
(AST)  occurred  in  controlled  clinical  trials  in  less  than  1%  of  patients.  Severe  hepatic  reactions, 
including  laundice  and  cases  of  fatal  hepatitis,  have  been  reported  with  ibuprofen  as  viiith  other 
nonsteroidal  anti-inflammatory  drugs.  If  liver  disease  develops  or  if  systemic  manifestations 
occur  (e  g.  eosinophilia,  rash,  etc  ),  Motrin  should  be  discontinued. 

Drug  interactions.  Asp/r/n  used  concomitantly  may  decrease  Motrin  blood  levels, 

Coumann:  bleeding  has  been  reported  in  patients  taking  Motrm  and  coumarin. 

Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by  nursing 
mothers. 

Adverse  Reactions:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  of  which  one  or  more  occurred  in  4%  to  16%  of  the  patients. 

Incidence  Greater  than  1%  (but  less  than  3%)— Probable  Causal  Relationsbip 
Gastrointestinal:  Nausea*  epigastric  pain*  heartburn*  diarrhea,  abdominal  distress,  nausea 
and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating 
and  flatulence):  Central  Nervous  System:  Dizziness,*  headache,  nervousness.  Dermatologic: 
Rash*  (including  maculopapular  type),  pruritus:  Special  Senses:  Tinnitus,  Metabolic/Endocrine: 
Decreased  appetite.  Cardiovascular:  Edema,  fluid  retention  (generally  responds  promptly  to 
drug  discontinuation:  see  PRECAUTIONS), 

Incidence  less  than  1%— Probable  Causal  Relationship** 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastrointestinal 
hemorrhage,  melena,  gastritis,  hepatitis,  laundice,  abnormal  liver  function  tests;  Central 
Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence,  aseptic 
meningitis  with  fever  and  coma.  Dermatologic:  Vesiculobullous  eruptions,  urticaria,  erythema 
multiforme,  Stevens-Johnson  syndrome,  alopecia:  Special  Senses:  Hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision)  (see  PRECAU- 
TIONS): Hematologic:  Neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (some- 
times Coombs  positive),  thrombocytopenia  with  or  without  purpura,  eosinophilia,  decreases  in 
hemoglobin  and  hematocrit.  Cardiovascular:  Congestive  heart  failure  in  patients  with  marginal 
cardiac  function,  elevated  blood  pressure,  palpitations:  Allergic:  Syndrome  of  abdominal  pain, 
fever,  chills,  nausea  and  vomiting;  anaphylaxis;  bronchospasm  (see  CONTRAINDICATIONS): 
Renal:  Acute  renal  failure  in  patients  with  pre-existing  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria:  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis. 

Incidence  less  than  1%-Causal  Relationship  Unknown** 

Gastrointestinal:  Pancreatitis,  Central  Nervous  System:  Paresthesias,  hallucinations,  dream 
abnormalities,  pseudotumor  cerebri.  Dermatologic:  Toxic  epidermal  necrolysis,  photoallergic 
skin  reactions:  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic:  Bleeding 
episodes  (eg.,  epistaxis,  menorrhagia),  Metabolic/Endocrine:  Gynecomastia,  hypoglycemic 
reaction.  Cardiovascular:  Arrhythmias  (sinus  tachycardia,  sinus  bradycardia).  Allergic:  Serum 
sickness,  lupus  erythematosus  syndrome,  Henoch-Schonlein  vasculitis.  Renal:  Renal  papillary 
necrosis. 

*Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions  occurring  in 
less  than  3%  of  the  patients  are  unmarked.) 

**Reactions  are  classified  under  Probable  Causal  Relationship  (PCRf  if  there  has  been  one 
positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related  Reactions 
are  classified  under  Causal  Relationship  Unknown"  if  seven  or  more  events  have  been  reported 
but  the  criteria  for  PGR  have  not  been  met. 

Overdosage;  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug  is  acidic 
and  excreted  in  the  urine  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis.  Suggested  dosage  is  300, 
400,  or  600  mg  t.i.d.  or  q.i.d.  Do  not  exceed  2400  mg  per  day  Mild  to  moderate  pain  400  mg 
every  4 to  6 hours  as  necessary. 

Caution:  Federal  law  prohibits  dispensing  without  prescription  med  b 7 S 
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Calcium  channel  blockers  have  recently 
been  added  to  the  migraine  armamentarium 
and  have  promising  results  although  their  use 
should  be  considered  experimental.®  Divided 
dosages  of  either  nifedipine  (30  to  60  mg  per 


"Most  preparations  used  to  prevent 
migraines  can  prevent  cluster 
headaches.  Their  efficiency,  however, 
tends  to  he  less." 


day)  or  verapamil  (up  to  240  mg  per  day)  can 
reduce  the  frequency  of  migraine  attacks.  The 
most  serious  side  effect  is  hypotension. 

CLUSTER  HEADACHES 

Most  preparations  used  to  prevent  mi- 
graines can  prevent  cluster  headaches.  Their 
efficiency,  however,  tends  to  be  less. 
Methysergide  is  an  exception  because  it  is 
usually  effective  in  aborting  a cluster  of  cluster 
headaches. 

In  the  prevention  or  interruption  of  cluster 
headaches,  the  recurrent  cluster  headaches  (those 
clusters  which  occur  occasionally  for  limited 
periods  of  time,  usually  a few  weeks),  should 
be  considered  separately  from  the  chronic  clus- 
ter headaches  (those  which  occur  continuously 
for  months  or  years). 

(a)  Recurrent  Cluster.  Methysergide  is  a use- 
ful medication.  Steroids:  Prednisone  can  ter- 
minate a cluster  period  in  as  rapidly  as  24  hours 
after  initiation  of  therapy.^  It  is  often  given  in 
an  initial  dosage  of  40  to  60  mg  PO  a day  and 
rapidly  tapered  over  a 2- week  period.  The  pre- 
ventive effect  of  steroids  disappears  as  soon  as 
the  drug  is  discontinued;  therefore,  its  useful- 
ness is  limited  to  short-lasting  clusters. 

(b)  Chronic  Cluster.  Lithium  Carbonate,  the 
first  choice  for  chronic  cluster,  can  stop  a clus- 
ter of  headaches  during  the  first  week  of 
medication.^®  It  is  used  orally  and  the  starting 
dosage  is  300  mg  twice  per  day.  Most  patients 
respond  to  this  amount  but  some  may  require 
dosages  of  900  mg  or  rarely  of  1,200  mg  per 
day.  Serum  lithium  levels  should  be  obtained 
prior  to  increasing  the  daily  amount  so  as  not 
to  allow  the  serum  level  to  exceed  1.2  in  mEq/1, 
measured  at  8 hours  after  the  last  intake. 

The  use  of  lithium  carbonate  is  contraindi- 
cated in  patients  with  severe  cardiovascular  or 
renal  disease,  severe  dehydration,  or  in  pa- 


tients on  diuretic  medication.  Otherwise, 
lithium  carbonate  appears  to  be  a safe  medica- 
tion, particularly  given  the  low  dosages  used 
in  the  treatment  of  cluster  headaches.  The 
most  common  side  effects  are  gastrointestinal 
disturbances,  which  can  be  avoided  by  starting 
at  low  dosages  and  gradually  increasing  daily 
intake,  and  initial  occipital  headaches  which 
are  easily  distinguishable  from  the  cluster 
headaches.  Hypothyroidism  may  develop  dur- 
ing prolonged  use. 

(c)  Chronic  Paroxysmal  Hemicrania.  This  is  an 
atypical  form  of  cluster  headache  characterized 
by  a persistent,  vascular  pain  and  by  superim- 
posed jabs  of  neuralgic  pain,  which  can  vary  in 
location.  Women  are  more  affected  than  men. 
This  form  of  clusterlike  headache  is  responsive 
to  indomethacin^^  in  divided  oral  dosages  of  25 
mg  3 times  per  day.  Most  common  side  effects 
are  gastrointestinal. 

USE  OF  ANTIMIGRAINE  AGENTS  IN  PREGNANCY 

Most  of  the  medications  used  in  the  manage- 
ment of  migraine  and  cluster  headaches  are 
not  recommended  during  pregnancy.  Some, 
such  as  ergotamines,  are  absolutely  contraindi- 
cated. The  management  of  pregnant  mi- 
graineurs  should  be  done  in  cooperation  with  a 
gynecologist.  Often,  all  that  is  advisable  is  the 
treatment  of  the  acute  attack,  by  sedation,  us- 
ing phenergan  (50  mg  to  75  mg  IM).  Behavior 
modification  techniques,  for  instance,  progres- 
sive relaxation  or  biofeedback,  always  a useful 
additional  tool,  can  be  extremely  helpful  par- 
ticularly since  migraine  often  improves  during 
pregnancy.  — Hanna  Damasio,  M.D.,  Associ- 
ate Professor,  Department  oe  Neurology. 
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Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvuies'  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 


H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consul!  Ihe  package  lileralure  lor  prescribing 
inlormaiion 

Indications  and  Usage  Ceclor  ’ icetaclor  l illyi  is  mdicaled  in  the 
iieaimeni  oi  me  loiiowing  infections  when  caused  by  susceptible 
strains  of  Ihe  designated  microorganisms 
Lower  resDitaiotv  infections  including  pneumonia  caused  Dy 
Siiepiococcus  pneumoniae  iDiplococcus  pneumoniae)  Haemopo 
ilus  inliuen/ae  and  S pyogenes  igroup  A beta  hemolytic 
streptococci! 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  (he  causative  organism 
to  Cecloi 

Contraindication  Ceclor  >s  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  ol  antibiotics 
Warnings  IN  PENICILLIN  SENSITIVE  PATIENTS  CEPHALO 
SPOfliN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS  ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

Antibiotics  including  Ceclor  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  lo  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad  spectrum  antibiotics  nncluding  macrolides  semisynihetic 
penicillins  and  cephalosporins)  therefore  it  is  imporiani  to 
consider  ns  diagnosis  in  patients  who  develop  diarrhea  m 
association  with  the  use  ol  antibiotics  Such  colitis  may  range  m 
seveniy  from  mild  lo  life  threatening 
Treatment  with  broad  Spectrum  antibiotics  alters  the  normal 
flora  ol  the  colon  and  may  permit  overgrowth  of  closlndia  Studies 
indicate  that  a loiin  produced  by  ClosiiKJium  Oifticile  is  one 
primaiy  cause  ol  antibiotic  associated  coims 
Mild  cases  ol  pseudomembranous  colitis  usually  respond  to 
(hug  discontinuance  alone  in  modeiaie  to  severe  cases  manage 


meni  should  include  sigmoidoscopy  appropriate  baclenologic 
studies  and  fluid  electrolyte  and  protein  supplementation 
When  the  colitis  does  not  improve  alter  the  drug  has  been 
discontinued  or  when  it  is  severe  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C mtficiie  l^het  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - It  an  allergic  reaction  to 
Ceclor*  (cefaclor  Lilly)  occurs  the  drug  should  be  discontinued 
and  it  necessary  Ihe  patient  should  be  treated  with  appropriate 
agents  e g pressor  amines  antihistamines  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgiowih  ol 
nonsuscepfible  organisms  Careful  observation  of  the  patient  is 
essential  it  supermfecuon  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat 
meni  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross  matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  m Coombs  testing  ol 
newborns  whose  mothers  have  receiv^  cephalosporin  antibiotics 
before  pariuriiion  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  admimsiered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  sale  dosage  may  be  lower  than  that  usually  recommended 
As  a result  ol  administration  of  Ceclor  a false  positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehlmg  s solutions  and  also  with  Clmiiesl  * 
tablets  but  not  with  Tes  Tape*  iGlucose  Enzymatic  Test  Strip 
USP  Liilyi 

Broad  spectrum  antibiotics  should  be  prescribed  with  caution  m 
individuals  with  a history  of  gastrointestinal  disease  particularly 
colitis 

Usage  in  Pregnancy  Pregnancy  Category  B Reproduction 
studies  have  been  performed  m mice  and  rats  at  doses  up  to  T? 
limes  the  human  do^  and  m leneis  given  three  times  it^  manmum 


human  dose  and  have  revealed  no  evidence  of  impaired  leriiliiy 
or  harm  to  the  fetus  due  to  Ceclor ' cefaclor  Lillyi  There  are 
however  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  aie  not  always 
predictive  of  human  response  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  tollowma  administration  ol  sinole  500  mg  doses 
Average  levels  were  0 18  0 20  0 ?T  and  0 lb  mcg/mi  at  two 
three  tour  and  five  hours  respectively  Trace  amounts  were 
delected  at  one  hour  The  eilect  on  nursing  infants  is  not  known 
Caution  should  be  eiercised  when  Ceclor  is*  administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  ot  this  product  for 
use  in  mlants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  ate  listed  below 
Gastroiniestinai  symc^oms  occur  m about  2 5 percent  ol 
patients  and  include  diarrhea  i T m 70i 
Symptoms  ot  pseudomembranous  coltds  may  appear  either 
during  or  alter  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  m about  i 5 
percent  ol  patients  and  include  moibilitorm  eruptions  iT  m 100> 
Pruritus  urticaria  and  positive  Coombs  tests  each  occunn  less 
than } in  200  patients  Cases  of  serum  sickness  like  reactions 
erythema  mulhforme  or  the  above  skm  mamtesiations  accompanied 
by  arthritis- arthralgia  and  frequently  fever  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  loliowing  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  xcur  a lew 
days  after  miiiation  of  therapy  and  subside  wiihm  a tew  days 
after  cessation  ot  therapy  No  serious  sequelae  have  been  reponed 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
ol  the  Syndrome 

Cases  ol  anaphyians  have  been  reported  halt  ol  which  have 


XCurred  m patients  with  a history  of  penicillin  allergy 

Other  etiects  considered  related  to  therapy  included 
eosmophilia  d in  50  palienisi  and  genual  pruritus  or  vagmitis 
(less  than  l m TOO  patientsi 

Causal  Relationship  Uncertain  Tiansiiory  abnormalities  m 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  ot  uncertain  etiology  they  are  listed  beinw  to  serve  as 
alerting  mtormaiion  tor  the  physician 

Hepatic  Slight  elevations  m SOOT  SGPT  or  alkaline 
phosphatase  values  l m 40< 

Hematopoietic  Transient  iluctuations  m leukocyte  count 
predominantly  lymphocytosis  occurring  in  mlants  and  young 
children  <1  in  40i 

Renal  Slight  elevations  m BUN  or  serum  creatinine  less  than 
1 m 500i  or  aonoimai  urinalysis  <less  than  t in  200- 

06W828 


Note  Ceclor*  xelacloi  Liiiyi is conitamdicaied inpatients 
with  known  allergy  lo  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin  allergic  patients 
Penicillin  is  the  usual  drug  ol  choice  m the  iieatmeni  and 
prevention  of  streptxxcai  mfeciions  including  the  piophyians 
ot  rheumatic  fever  See  prescribing  mfoimafion 
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NUTRITIONAL  CONSIDERATIONS 
OF  OSTEOPOROSIS 


Each  year  1.3  million  fractures  in  people  45 
and  older  are  attributed  to  osteoporosis.^ 
Osteoporosis  is  a disease  of  the  skeleton  char- 
acterized by  a loss  of  bone  volume  and  density 
and  1 or  more  fractures.^ 

BONE  METABOLISM  THEORY 

Bone  remodeling,  or  the  destruction  and  re- 
construction of  bone  tissue,  is  a continuous 
process.  Total  bone  volume  includes  bone  cavi- 
ties under  construction  as  well  as  mineralized 
bone  tissue.^  The  normal  skeleton  may  include 
some  bone  tissue  which  is  not  fully  calcified. 
This  is  especially  true  during  periods  of  rapid 
growth. 

The  cause  of  age-related  osteoporosis  con- 
tinues to  evade  investigators,  as  does  a univer- 
sally accepted  therapy  for  osteoporosis,  in- 
cluding nutrition  management.  Therefore  the 
recommendations  about  prevention  and  diet 
therapy  in  this  newsletter  are  conservative  and 
do  not  reflect  treatments  which  may  be  meet- 
ing some  current  experimental  success. 

OSTEOPOROSIS  AND  AGING 

Osteoporosis  may  be  drug  induced  or  re- 
lated to  a disease  like  cancer,  hyperparathy- 
roidism, and  alcoholism."^  It  may  be  age- 
related,  caused  by  the  physiologic  changes  of 
aging.  The  disease  represents  a culmination  of 
years  of  either  increased  bone  loss  or  de- 
creased bone  reconstruction.  The  result  is  a net 
bone  loss  which  causes  structural  failure  or 
fracture.  Researchers  have  found  that  age  re- 
lated bone  loss  starts  in  Americans  in  their  late 
30's  or  40's.^ 

Cross  cultural  studies  show  that  this  trend  is 


international  and  occurs  in  both  sexes  in  con- 
junction with  different  lifestyles.^  Bone  loss 
has  been  shown  to  be  twice  as  great  in  females 
as  in  males. ^ The  loss  accelerates  dramatically 
with  menopause.^  Decreased  estrogen  pro- 
duction is  probably  the  critical  factor  in  meno- 
pause causing  increased  bone  loss.^  Estrogen 
replacement  therapy  has  been  used  to  delay  or 
slow  down  bone  loss.^‘^^ 

Not  all  women  who  lose  bone  rapidly  after 
menopause  develop  osteoporosis.  This  sug- 
gests the  untested  hypothesis,  achieving  a 
large  bone  mass,  is  an  important  factor  in  the 
decreased  occurrence  of  fractures. 

RISK  FACTORS  FOR  LOW  BONE  MASS  BEFORE  /W\TURITY 
Heredity 

Race  and  sex  are  known  to  play  a significant 
role  in  skeletal  volume  and  density.  Blacks 
have  greater  bone  density  than  whites^^' 
and  men  have  denser  skeletons  than 
women. Thinner  women  lose  more  bone 
than  heavy  women.  Whether  this  is  genetic  or 
associated  with  body  composition  is  not 
known.  Tall  stature  has  also  been  associated 
with  decreased  bone  loss.^  Larger  bone  masses 
are  associated  with  lower  fracture  rates.  Lac- 
tase deficiency  in  white  women  has  been 
associated  with  osteoporosis,  but  tliis  may  be 
due  to  a low  milk  and  calcium  intake. Indi- 
vidual genetic  differences  undoubtedly  play  a 
significant  role  as  well. 

Physical  Activity 

Total  body  calcium,  1 indicator  of  bone 
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mass,  has  been  shown  to  be  higher  in 
athletes. But  the  opposite  effect,  de- 
creased bone  mineral  content,  has  also  been 
shown  in  sports  women  who  were  not 
menstruating.^^  While  the  preventive  benefit 
of  higher  than  normal  activity  remains  to  be 
proven,  researchers  have  clearly  shown  that 
greatly  reduced  physical  activity  does  cause  a 


"A  decline  in  estrogen  levels  whether 
due  to  menopause  or  removal  of  the 
ovaries  causes  an  increase  in  hone 
turnover.  An  accompanying  change  in 
bone  cell  metabolism  causes  less  bone 
to  be  replaced.^^  As  bone  metabolism 
changes  with  age  and  with  menopause, 
so  does  calcium  metabolism." 


fall  in  bone  mass.  For  example,  extended  bed 
rest  is  associated  with  decreased  bone  mineral 
content,^°  as  is  weightlessness  in  space. 

Diet  in  Childhood  and  Young  Adulthood 

The  relationship  between  diet  during 
growth  and  osteoporosis  is  not  well  defined. 
Dietary  allowances  for  numerous  nutrients, 
especially  calcium  and  Vitamin  D,  have  been 
established  to  assure  that  bone  growth  and 
development  will  be  adequate  to  prevent  bone 
weakness  during  childhood  and  young  adult- 
hood. However,  whether  these  allowances 
will  provide  for  sufficient  volume  and  mass  to 
prevent  osteoporosis  in  later  life  is  not  known. 

Calcium  Consumption 

Epidemiologic  research  relating  calcium  in- 
take to  bone  mass  and  fracture  rate  in  40  year 
old  Americans  and  older  has  produced  con- 
flicting results.  In  some,  high  calcium  intake 
has  been  associated  with  higher  bone  mass 
and  lower  fracture  rate  in  both  males  and 
females. Other  epidemiologic  researchers 
have  not  found  calcium  intake  to  be  related  to 
bone  mass.®  One  complicating  factor  in  inter- 
preting research  on  calcium  is  that  Vitamin  D 
intake  may  also  be  manipulated,  thus  con- 
founding interpretation  of  the  results. 


Dietary  Protein 

High  levels  of  dietary  protein  in  young 
males  cause  increased  urinary  excretion  and 
may  play  a role  in  the  development  of 
osteoporosis  in  later  life.^^'  See  the  nutrition- 
al recommendations  for  protein  at  the  end  of 
this  article. 

Phosphorus,  the  Unsupported  Theory 

Because  calcium  and  phosphorus  can  com- 
bine to  form  an  insoluble  compound,  some 
researchers  have  said  high  dietary  phosphorus 
to  calcium  ratios  may  interfere  with  calcium 
absorption.  A recent  study  of  free-living  males 
from  age  34  to  71  years,  who  had  phosphorus 
to  calcium  ratios  as  high  as  2.7/1,  does  not 
support  this  theory. A strictly  controlled 
metabolic  unit  study  of  men  from  38  to  65  years 
old,  also  failed  to  show  a decrease  in  calcium 
absorption  with  diets  containing  2000  mg  per 
day  of  phosphorus.  Calcium  intakes  in  this 
study  ranged  from  200  to  2700  mg  per  day.^® 
The  balance  study  also  found  that  higher  phos- 
phorus intakes  resulted  in  a significant  de- 
crease of  urinary  calcium  during  all  calcium 
intakes. 

RISK  FACTORS  FOR  LOW  BONE  AAASS 
AT  AAATURITY  AND  LATER 

A decline  in  estrogen  levels  whether  due  to 
menopause  or  removal  of  the  ovaries  causes  an 
increase  in  bone  turnover.  An  accompanying 
change  in  bone  cell  metabolism  causes  less 
bone  to  be  replaced. As  bone  metabolism 
changes  with  age  and  with  menopause,  so 
does  calcium  metabolism.  Calcium  metabolism 
and  bone  metabolism  are  closely  related,  but 
whether  osteoporosis  results  from  an  age- 
related  disorder  in  calcium  metabolism  or  a 
calcium  deficit  is  a subject  of  ongoing  debate. 

Researchers  have  documented  alterations  in 
calcium  metabolism  with  age  in  4 major  areas; 
calcium  absorption,  calcium  excretion  and  the 
fate  of  calcium  which  is  retained,  i.e.  bone 
mass  and  volume.  The  fourth  area  is  balance, 
i.e.  the  difference  between  calcium  intake  and 
calcium  excretion. 

Calcium  Absorption 

Efficiency  of  calcium  absorption  decreases 
with  age  and  to  an  even  greater  extent,  with 
menopause.^®'  Decreased  absorption  seems 
offset  in  normal  individuals  by  high  calcium 
intakes. This  relationship  is  not  found  in  peo- 
ple with  osteoporosis.^^ 
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Calcium  Excretion 

Calcium  excretion  increases  with  meno- 
pause, presumably  because  estrogen  de- 
creases.These  age-related  changes  are 
accompanied  in  women,  ages  25  to  65,  by  a 
relatively  low  calcium  intake  of  581-687  mg.^® 
This  compares  poorly  to  the  Recommended 
Dietary  Allowance  (RDA)  of  800  mg  suggested 
by  The  National  Academy  of  Sciences. 

Calcium  Consumption 

When  postmenopausal  women  are  treated 
with  either  estrogen  or  a daily  calcium  supple- 
ment of  800  mg  or  1.04  g,  the  decrease  in  bone 
mass  and  area  is  smaller  than  the  loss  in  un- 
treated postmenopausal  women. If  more 
calcium  is  ingested,  more  calcium  is  retained 
by  the  body.^^  Low  calcium  intakes  mean  larg- 
er calcium  losses.  It  appears  that  greater  than 
average  calcium  intakes  by  young  adult 
women  may  delay  calcium  loss  and  bone  loss. 
The  National  Institutes  of  Health  recom- 
mended that  calcium  intake  should  be  equal  to 
at  least  1 to  1 .5  grams,  either  from  supplements 
or  food  sources. Whether  this  results  in  de- 
creased osteoporosis  is  not  yet  known. 

Vitamin  D 

Vitamin  D is  essential  for  calcium  absorp- 
tion. However  intakes  over  the  current  daily 
recommended  level  of  200 1.U.  for  women  over 
age  23  have  not  been  shown  to  alter  the  rate  of 
bone  loss.^  An  alteration  in  Vitamin  D metabo- 
lism or  unrecognized  Vitamin  D deficiency 
may  contribute  to  osteoporosis  in  the  elderly 
since  vitamin  D helps  the  body  to  absorb  cal- 
cium in  the  intestine.  Vitamin  D also  mobilizes 
calcium  from  the  bone  when  plasma  calcium 
levels  drop. 

Pregnancy  and  Lactation 

The  effect  of  pregnancy  and  lactation  on 
bone  volume  and  density  in  later  life  is  conflict- 
ing. Chan  et  al  found  lactation  is  associated 
with  decreased  density  in  women  18  years  or 
younger. Lamke  found  a small  increase  in 
bone  mineral  content  during  both  pregnancy 
and  lactation.^®  And  Goldsmith  reported  a 
greater  proportion  of  women  with  poorly 
mineralized  bone  among  women  who  had 
lactated.^^  However,  Goldsmith  found  that  re- 
lationship did  not  hold  if  a woman  had  used 
oral  contraceptives  at  any  time. 


Aluminum  Containing  Antacids 

Aluminum  containing  antacids  have  been 
shown  to  decrease  calcium  balance.  The  effect 
is  most  pronounced  when  low  levels  of  cal- 
cium and  larger  doses  (240  ml,  or  450  ml  per 
day)  of  antacid  are  consumed.  When  800  mg  of 
calcium  and  small  doses  of  antacid  (90  ml  per 
day)  were  consumed,  significant  decreases  in 
calcium  balance  did  not  occur.  The  authors  of  1 
study  tested  Maalox,  Gelusil,  Mylanta  and 
Amphojel  and  concluded  that  long-term  use  of 
aluminum  containing  antacids  may  contribute 
to  skeletal  demineralization.  Other  nonpre- 
scription aluminum  containing  antacids  which 
were  not  part  of  the  study  are  Di-Gel,  Rolaids, 
Gaviscon,  Delcid,  DeWitt's  Antacid,  Kudrox, 
Nephrox,  Camalox,  Kolantyl,  Magnatril,  and 
WinGel.  These  aluminum  containing  antacids 
may  have  a similar  effect. 

NUTRITIONAL  RECOA^MENDATIONS 

Although  the  causal  relationship  between 
skeletal  volume  and  mass  and  osteoporosis  re- 
mains to  be  finally  proven,  the  most  promising 
avenue  for  preventing  osteoporosis  seems  to 
be  to  accumulate  as  much  bone  tissue  as  possi- 
ble before  age  and  menopause  related  loss 
starts.  The  current  body  of  research  does  not 
support  dietary  recommendations  beyond 
those  for  general  health  maintenance  during 
growth  and  development  (RDA's).  However, 
pay  close  attention  to  research  being  con- 
ducted on  calcium  balance  in  women  as  they 
approach  and  go  through  menopause.  Recom- 
mended levels  exceeding  1 gram  of  calcium  per 
day  may  be  forthcoming.  For  guidance  regard- 
ing protein  consumption  for  preventing 
osteoporosis,  the  RDA  is  recommended.  The 
RDA  is  based  on  protein  requirements  for 
health  and  growth  rather  than  blanket  percen- 
tage estimates  which  vary  with  energy  intake. 
For  example,  the  RDA  for  protein  for  a mod- 
erately active,  130  pound,  35  year  old  woman  is 
44  grams.  The  protein  recommendation  for  the 
same  woman  would  be  75  grams  if  her  allow- 
ance was  based  on  15%  of  a 2000  calorie  per  day 
diet. 

A weight-bearing  exercise  program,  such  as 
bicycling,  running  or  walking  may  help  to  pre- 
vent osteoporosis,  especially  if  started  before 
menopause. 

REFERENCES 

The  references  noted  in  this  paper  are  available  by  contacting  the  State 
Dept  of  Public  Health. 
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Anyone  Responsible 
ForA  Half  Million 
Dollars  Shouldift  Have 
ToWorkTwoJobs. 


Making  money  is  a full  time  job. 
Unfortunately,  so  is  managing  it. 

And  most  people  and  companies  are 
far  better  at  getting  rich  than  they  are  at 
staying  that  way. 

Unless  they  hire  us.  Statesman 
Investment  Advisors. 

We  work  for  individuals,  corporations, 
endowment  funds,  pension  funds  and 
associations  with  manageable  assets  of  a 
half  million  dollars  or  more. 

And  well  manage  your  assets  on  a 
fee  basis,  designing  portfolios  that  are 
responsive  both  to  the  market  and  to  your 
gods  and  objectives. 

We  offer  no  products,  no  insurance 
and  receive  no  commissions. 

All  we  have  to  sell  is  a staff  with  35 
years  of  broad  investment  experience  and 
over  $150,000,000  under  management. 

Want  to  make  your  half  million 
whole?  Put  Statesman  Investment 
Advisors  to  work  for  you. 

CaU  515-284-7648. 

REGISTERED  INVESTMENT  ADVISORS 

fflThe  Statesman  Group,  Inc. 

Suite  804  Des  Moines  Building 
Des  Moines,  lA.  50309 
. (515)  284-7648 

Statesman  Investment  Advisors,  inc  . 


October  1984  Morbidity  Report 


Diseose 

Oct. 

1984 

Total 

1984 

to 

Date 

1983 

to 

Date 

Most  Oct.  Cases 
Reported  From 
These  Counties 

Amebiasis 

3 

60 

34 

Clinton,  Sioux 

Brucellosis 

0 

2 

4 

Chickenpox 

104 

6517 

5613 

Scattered 

Campylobacter 

34 

272 

316 

Scattered 

Cytomegalovirus 

1 

11 

11 

Scattered 

Eaton's  Agent 
infection 

2 

33 

107 

Clinton,  Dubuque 

Encephalitis,  viral 
Erythema 
infectiosum 

0 

51 

25 

Gastroenteritis 

(GIV) 

1083 

10587 

10297 

Scattered 

Giardiasis 

56 

327 

254 

Scattered 

Hepatitis,  A 

5 

46 

24 

Scattered 

Hepatitis,  B 

6 

84 

72 

Scattered 

Hepatitis,  Non  A-B 

0 

14 

38 

Hepatitis 

type  unspecified 

0 

9 

12 

Herpes  Simplex 

104 

782 

848 

Herpes  Zoster 

0 

2 

6 

Histoplasmosis 

1 

17 

15 

Polk 

Infectious 

mononucleosis 

14 

120 

157 

Scattered 

Influenza, 

lab  confirmed 

0 

176 

207 

Influenza-like 
illness  (URI) 

2529 

34339 

33409 

Scattered 

Legionellosis 

0 

3 

6 

Malaria 

0 

2 

3 

Meningitis 

aseptic 

5 

54 

136 

Scattered 

bacterial 

8 

99 

135 

Scattered 

meningococcal 

1 

22 

18 

Polk 

Mumps 

1 

23 

44 

Linn 

Pertussis 

2 

12 

6 

Mills,  Scott 

Rabies  in  animals 

10 

134 

182 

Scattered 

Reye  Syndrome 

0 

2 

2 

Rheumatic  Fever 

0 

0 

2 

Rubella 

(German  measles) 

0 

1 

0 

Measles 

0 

0 

0 

Salmonellosis 

19 

206 

300 

Scattered 

Shigellosis 

52 

84 

58 

Dubuque,  Jasper, 

Toxic  Shock 
Syndrome 

1 

13 

14 

Johnsan,  Winn, 
Woodbury 

Des  Moines 

Tuberculosis 
total  ill 

6 

55 

60 

Scattered 

bact.  pos. 

6 

50 

42 

Scattered 

Typhoid  Fever 

0 

0 

0 

Venereal  diseases: 
Gonorrhea 

363 

3701 

3841 

Scattered 

Syphilis 

0 

11 

21 

Other  Non-Reporfob/e  Diseases;  Ascaria  — 1 , Johnson;  Chlamydia  — 2, 
Polk;  Clonorchiasis — 1,  Clinton,  1,  Decatur,  1,  Johnson,  2,  Polk;  Hook- 
worm — 1,  Polk;  Ureaplasma  urealyticum  — 1,  Clinton,  1,  Dubuque. 
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News  About  Colleagues 

ABOUT 

IOWA  PHYSICIANS 

Dr.  Tom  Zimmerman  recently  began  family 
practice  at  the  new  Nevada  McFarland  Clinic. 
A native  of  Sioux  City,  Iowa,  Dr.  Zimmerman 
received  the  M.D.  degree  at  the  University  of 
Nebraska  School  of  Medicine.  . . . Dr.  Daniel 
Hudec  recently  joined  Dr.  E.  J.  DeLashmutt  in 
Fort  Madison.  Dr.  Hudec  received  the  M.D. 
degree  at  Georgetown  University  School  of 
Medicine  in  Washington,  D.  C.;  served  his 
general  surgery  residency  at  Akron  City  Hos- 
pital in  Akron,  Ohio;  and  was  chief  resident  in 
general  surgery  for  one  year  at  Mount  Sinai 
Medical  Center  in  Cleveland,  Ohio.  . . . Dr. 
Prem  K.  G.  Chandran,  member  of  the  Royal 
College  of  Physicians  and  a fellow  of  the  Royal 


College  of  Canadian  Physicians,  recently 
joined  Drs.  C.  T.  Flynn  and  Craig  A.  Shadur 
in  Des  Moines.  Dr.  Chandran  is  a specialist  in 
internal  medicine  and  nephrology.  . . . Dr. 
David  C.  Goering  recently  joined  the  Peoples 
Community  Health  Clinic  in  Waterloo.  Dr. 
Goering  received  the  M.D.  degree  at  the  Uni- 
versity of  Kansas  School  of  Medicine  and  com- 
pleted his  internal  medicine  residency  at  Kan- 
sas University  Medical  Center  in  Kansas  City. 

. . . Drs.  James  T.  Worrell  and  K.  Furumoto 
recently  retired  from  their  medical  practice  in 
Keosauqua.  Dr.  Worrell  received  the  M.D.  de- 
gree at  St.  Louis  University  School  of  Medicine 
and  interned  in  Seattle,  Washington.  Dr.  Furu- 
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IF  YOU  ARE  LOOKING  TO  BRING  DOWN  THE  COST  OF  YOUR 
OFFICE  MEDICAL  SUPPLIES,  WITHOUT  SACRIFICING  OUALITY, 
JUST . . . ASK  FOR 

LET  US  PUT  THE  BUYING  POWER  OF  THE  WORLD’S  LARGEST 
INDEPENDENT  MEDICAL  SUPPLY  BUYING  GROUPTO  WORK  FOR 
YOU. 


Your  rObCO->  dealer  is: 


Hawkeye  Medical  Supply,  Inc. 

HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  lA  52244  (319)  337-3121  IOWA  WATS 

BRANCH  OFFICE:  7212  UNIVERSITY  AVE„  DES  MOINES,  lA  50311  (515)  274-4015  1-800-272-6441 


“After  the  sale  . . . it’s  the  SERVICE  that  counts.  ” 
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Losing  Your  Patience 
Over  Office  Management  Problems? 


MicroAge  Has  Computers  for  Medical  Management! 

MicroAge  is  committed  to  computerized  medical  solutions!  We  have  the  productivity  tools  physicians 
need  to  take  management  worries  off  their  backs:  IBM,  AT&T  Compaq,  Hewlett-Packard  and  Altos.  At 
West  Des  Moines'  MicroAge,  you'll  find  the  medical  know-how  physicians  can  depend  on  for  training, 
service  and  support. 

MicroAge  Takes  Management  Worries  Off  Your  Back! 

• Fast,  accurate  insurance  handling  • Physician  productivity  analysis 

• Tight  control  over  receivables  • Rapid  print-outs  of  statements  and  charges 

• Efficient  patient  scheduling  and  handling  • Comprehensive  accounting  system 

• Safe,  protected  records 

/MicroAge* 

“The  Solution  Store''® 

West  Des  Moines 
2900  University 
(Clock  Tower  Square) 

(515)  224-4005 

FREE  COMPUTER  INFORMATION-FOR  PHYSICIANS  ONLY! 


Please  send  me  more  information  on  how  a computerized  medical  management 
system  will  reduce  labor  costs  and  speed  up  billing,  I understand  this  request  does 


not  obligate  me  in  any  way. 
Name 

Soecialtv 

Office  Address 

City 

State 

Send  to:  MicroAge,  2900  University,  West  Des  Moines  50265 
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moto  received  the  M.D.  degree  at  the  Universi- 
ty of  Texas  and  interned  at  University  Hospi- 
tals in  Iowa  City.  Dr.  Worrell  located  in 
Keosauqua  in  1947  and  Dr.  Furumoto  joined 
him  in  1952. 


Dr.  Hormoz  Rassekh,  Council  Bluffs,  and  Dr. 
Reid  E.  Motley,  Cedar  Rapids,  have  been 
appointed  to  the  Federation  of  State  Medical 
Boards.  Dr.  Rassekh  will  serve  on  the  Profes- 
sional Relations  Committee  and  Dr.  Motley  on 
the  Articles  of  Incorporation  and  Bylaws  Com- 
mittee. Both  physicians  are  members  of  the 
Iowa  State  Board  of  Medical  Examiners.  . . . 
Dr.  Lawrence  C.  O'Toole,  LeMars,  has  re- 
ceived the  LeMars  Sertoma  Service  to  Mankind 
award  for  his  community  service  in  LeMars. 
Dr.  O'Toole  served  on  the  school  board  for  20 
years.  He  was  a member  of  Floyd  Valley  Hos- 
pital medical  staff  46  years.  As  a longtime  team 
physician  for  area  schools.  Dr.  O'Toole  is  the 
recipient  of  a special  award  from  the  Iowa  High 
School  Athletic  Association.  . . . Dr.  Monte 
Skaufle  has  entered  family  practice  in  Durant. 
Dr.  Skaufle  received  the  M.D.  degree  at 
Creighton  University  School  of  Medicine  in 


TIME  SAVING 
PRESCRIPTION 
FOR  MEDICAL 
STAFFS 


PERMA  STAMP"  pre-inked  hand  stamps 
are  the  perfect  time  saving  prescription  for 
all  rriedical  staffs.  They  require  no  stamp 
pad;  cutting  marking  time  in  half.  No  more 
ink  pad  mess  either.  JUST  THOUSANDS  & 
THOUSANDS  OF  CRISP,  CLEAN  IM- 
PRESSIONS. Custom  imprints  to  meet  your 
specific  needs  or  stock  imprints  available. 

Want  it  on  paper,  fast,  readable  time  after 
time ...  try  Perma-Stamp®. 


PEftMA 
TAMP 


IVe're  Iowa's 
Only  Perma  Stamp 
Manufacturer! 


MAKES  BETTER  IMPRESSIONS 


DES  MOINES  STAMP  MFC.  CO. 

Manufacturers  of  Marking  Products  Since  1880 
851  Sixth  Ave.  Box1798  Des  Moines,  Iowa  50306 
Phone:  (515)288-7248 


A PRESCRIPTION  FOR  PHYSICIANS 

Bothered  by: 

* Too  much  paperwork? 

* The  huge  burden  of  office  overhead? 

* Malpractice  insurance  costs? 

* Not  enough  time  for  the  family? 

* No  time  to  keep  current  with  technology  and  new  methods? 

* No  time  or  money  for  professional  development? 

Join  the  Air  Force  Medical  Team,  we’ll  provide  the  following: 

* Competent  and  dedicated  professional  staff. 

* Time  for  patients  and  to  keep  professionally  current. 

* Financial  security,  a generous  retirement  for  those  who  qualify. 

* If  qualified,  unlimited  professional  development. 

* Medical  facilities  all  round  the  world. 

* 30  days  of  vacation  with  pay  each  year. 

* Complete  medical  and  dental  care. 

* Low  cost  life  insurance. 


Want  to  find  out  more?  Contact  MSgt.  Ronald  G.  LeBlanc, 
319/  351-6494.  Call  collect. 


THE  AIR  FORCE 
HEALTH  CARE  TEAM 
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MILLARD  K.  MILLS 
AND  COMPANY 

Specializing  In 

COMPLETE  PRACTICE  SURVEYS 

Personnel  Management 

Public  Relations 

Group  Management 

★ ★★★★★ 

Millard  K.  Mills,  Pres. 
Certified  Professional  Bus.  Consultant 
Member:  Society  of  Professional 
Consultants 
★ ★★★*★ 

Serving  Iowa  Medicine  since  1949 

226  Alta  Vista  Ave. 
Waterloo,  Iowa  50703 
319-232-1197 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN;  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 


Omaha,  Nebraska  and  served  his  family  prac- 
tice residency  in  Davenport. 

DEATHS 

Dr.  George  J.  Pearson,  92,  Burlington,  died 
September  5 at  Bryn  Mawr,  Pennsylvania.  Dr. 
Pearson  received  the  M.D.  degree  at  the  U.  of 
1.  College  of  Medicine  and  practiced  in  Burling- 
ton for  many  years.  He  was  a member  of  the 
Iowa  Academy  of  Ophthalmology;  American 
Academy  of  Ophthalmology  and  Otolaryngo- 
logy; American  College  of  Surgeons  and  Amer- 
ican Society  of  Railway  Surgeons.  Dr.  Pearson 
was  a life  member  of  the  Iowa  Medical  Society. 

Dr.  John  G.  Goggin,  94,  Ossian,  died  October 
6 at  the  Winneshiek  County  Memorial  Hospital 
in  Decorah.  Dr.  Goggin  received  the  M.D.  de- 
gree at  the  University  of  Illinois  School  of 
Medicine  and  interned  at  St.  Elizabeth  Hospi- 
tal in  Chicago.  Dr.  Goggin  began  medical  prac- 
tice in  Ossian  in  1934,  retiring  in  1981.  He  was  a 
life  member  of  the  Iowa  Medical  Society. 
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CLASSIFIED 

ADVERTISING 


CLASSIFIED  ADVERTISING  RATE  — $2  per  line,  $20  mini- 
mum per  insertion.  NO  CHARGE  TO  MEMBERS  OF  IOWA 
MEDICAL  SOCIETY.  Copy  deadline  — 1st  of  the  month 
preceding  publication. 


FIRST  CLASS  FACILITY  FOR  SALE  — For  investment  or  use  as  clinic. 
Centrally  located  and  within  minutes  to  ALL  Des  Moines  hospitals. 
Excellent  freeway  ingress/egress,  highly  visible,  accessible  location.  On- 
site parking.  Currently  used  as  first-class  office  facility.  Approximately 
30,000  sq.  ft.  on  4 levels.  Elevator  service,  raised  floor  computer  area, 
employee  lounge  area,  ample  electrical  service  and  well  landscaped 
grounds.  Excellent  for  clinic  or  real  estate  investment.  Contact  Draper 
and  Kramer  of  Iowa,  Inc.,  400  Locust,  Suite  765,  Capital  Square,  Des 
Moines,  Iowa.  Phone  515/282-5505. 


FOR  SALE  — OFFICE  FURNITURE  AND  EQUIPMENT  — Office  furni- 
ture (chrome-vinyl),  equipment  such  as  balance  scales  (3),  exam  tables 
(4),  treatment  table  flat,  baby  exam-scale  metal  cabinet  combination, 
plain  desk,  treatment  tables,  floor  stand  Castle  light,  glassed  storage 
cabinets  for  instruments,  tall  finished  wood  medical  book  cabinets  (2), 
X-ray  viewer  boxes  (2),  Aloe  diathermy,  ultrasound  treatment  unit,  etc. 
Write  Dan  L.  Bray,  M.D.,  Algona,  Iowa  50511  or  call  515/295-2530. 


EMERGENCY  ROOM  PHYSICIAN  — For  hospital  emergency  room. 
Full  time  position.  Competitive  salary.  Sartori  Hospital  is  located  in  a 
university  town  of  35,000  and  a metro  area  of  100,00(1;  a unique  blend  of 
university  life,  culture,  industry  and  small  town  friendliness.  Contact 
Administrator,  Sartori  Memorial  Hospital,  6th  and  College,  Cedar  Falls, 
Iowa  50613.  319/266-3584. 


GENERAL  SURGERY  RESIDENCY  PROGRAM  DIRECTOR  NEEDED 
— By  210  physician  multispecialty  private  group  practice  in  central 
Wisconsin.  Board  certified  general  surgeon  with  subspecialty  training 
and  interest  in  peripheral  vascular  surgery  plus  strong  academic  in- 
terests are  being  considered.  This  surgeon  would  join  a 7-member 
General  Surgery  Section  with  subspecialty  expertise  and  experience.  A 
clinical  appointment  through  the  University  of  Wisconsin  Medical 
School  is  available  as  are  research  opportunities.  Please  call  Gail  H. 
Williams,  M.D.,  Surgery  Department  Chairman,  or  Sidney  E.  Johnson, 
M.D.,  Medical  Director  collect  at  715/387-5609  and  715/387-5253  respec- 
tively or  send  curriculum  vitae  to:  Gail  H.  Williams,  M.D.,  Chairman, 
Department  of  Surgery,  Marshfield  Clinic,  Marshfield,  Wisconsin 
54449. 


GENERAL  SURGEON,  OB/GYN  and  INTERNAL  MEDICINE  SPE- 
CIALISTS — To  join  seven-doctor  family  practice  clinic  in  Cloquet, 
Minnesota,  a community  of  12,000  (30,000  service  area)  located  20  min- 
utes from  Duluth-Superior.  Clinic  facility  is  located  one  block  from 
modem,  well  equipped  77-bed  hospital.  Cloquet  enjoys  a stable  econ- 
omy (forest  products).  Additionally,  our  community  is  noted  for  its 
excellent  school  system.  First  year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and  study  time.  Contact  John 
Turonie,  Administrator,  Raiter  Clinic,  Ltd.,  417  Skyline  Blvd.,  Cloquet, 
Minnesota  55720.  Telephone  218/879-1271. 


WANTED  — GOOD  USED  MEDICAL  EQUIPMENT/FURNITURE  — 
For  family  practice  office.  Send  list  and  prices,  or  call  Richard  A.  Young, 
M.D.,  Community  Family  Practice  Clinic,  P.C.,  P.O.  Box  271,  Clarion, 
Iowa  50525.  Phone  515/532-2836. 


FOR  SALE  — COLONOSCOPE,  ACMI  T915  65  CM.  — Like  new,  fac- 
tory rebuilt  complete  with  light-air  source,  teaching  attachment,  biopsy 
fcps,  snares,  case,  teaching  tapes,  etc.  Cost  new  $5,800.  Retiring.  $2,500 
for  quick  sale.  Call  319/557-7000  or  557-9428  (nights). 


FOR  SALE  — WA  Halogen  Light  set,  pocket  size,  with  oto  and  ophtho 
heads,  etc.  Transformer  #79111,  recharger  and  batteries,  plus  carrying 
case.  All  excellent  condition.  Complete  for  $200.  Also  B and  L binocular 
scope  (black)  with  mech.  stage,  triple  auto-focus  lenses  (10  x,  43  x,  and 
97  X oil),  3 sets  of  interchangeable  objective  (5x,  lOx),  substage  lamp, 
wood  carrying  case,  cover,  etc.  Excellent  condition.  Complete,  $500  plus 
shipping.  Also  Ampex  portable  tape  deck,  reel  to  reel  with  sound  head 
only.  Amplifier  and  several  music  reels  included.  A good  setup  to  “do 
your  own"  background  music.  Best  offer  over  $100.  plus  transportation. 
Contact  Scott  Linge,  M.D.,  1511  Matterhorn  Drive,  N.E.,  Cedar  Rapids, 
Iowa  52402.  319/363-9767. 


FAMILY  PRACTICE  — CEDAR  RAPIDS  — Excellent  working  hours 
with  limited  call  schedule.  Join  established  Primary  Care  Center.  Con- 
tact Jill  at  319/396-2000  or  write  Medicenter  West,  2215  Westdale  Drive, 
S.W.,  Cedar  Rapids,  Iowa  52404. 


MEDICAL  DIRECTOR  — Opportunity  for  physician  with  experience  in 
medical  group  practice  administration  to  join  established  HMO  in  Madi- 
son, Wisconsin.  Group  Health  serves  29,000  patients  with  its  staff  of  20 
physicians  and  total  staff  of  180.  Excellent  salary  and  benefit  program. 
This  represents  a rewarding  opportunity  to  develop  or  progress  your 
career  in  medical  administration.  Contact  John  Mueller,  Group  Health 
Cooperative,  1 South  Park  Street,  Madison,  Wisconsin  53715.  Phone 
608/251-4156. 


FAMILY  PRACTICE  — Rapidly  expanding  staff  model  HMO  in  Madi- 
son, Wisconsin,  has  opportunities  for  additional  family  practice  physi- 
cians. Competitive  salary  with  excellent  benefits  and  attractive  practice 
setting.  GHC  is  an  established,  rapidly  growing  HMO  serving  29,000 
patients.  Current  staff  totals  180  employees,  including  20  physicians. 
Contact  John  Mueller,  Group  Health  Cooperative,  1 South  Park  Street, 
Madison,  Wisconsin  53715.  Phone  608/251-4156. 


OB/GYN  — Group  Health  Cooperative  has  1984  opening  for  Board 
Certified/Eligible  obstetrician  and  gynecologist.  GHC  is  an  established, 
rapidly  expanding  HMO.  Staff  enjoy  a stable  salary  plus  excellent  ben- 
efit program  including  5-6  weeks  of  time  off  plus  $3,000  CME  funding. 
Madison  is  a city  of  200,000  population;  University  of  Wisconsin;  and  4 
lakes.  Contact  John  Mueller,  Group  Health  Cooperative,  1 South  Park 
Street,  Madison,  Wisconsin  53715.  Phone  608/251-4156. 


GENERAL  SURGEON  — Board  certified  or  Board  eligible.  To  join 
eight-member  family  practice  medical  center.  Have  full-time  radiolo- 
gist. Major  specialties  consult  on  regular  basis.  Located  at  International 
Falls  in  northern  Minnesota.  Near  Voyageurs  National  Park.  Year 
around  outdoor  recreation  abounds.  Served  by  major  airline.  Popula- 
tion, 20,000.  Send  curriculum  vitae  to  Dr.  James  R.  Schuft,  Falls  Medical 
Center,  Shorewood  Drive,  International  Falls,  Minnesota  56649. 


FAMILY  PRACTICE  — INDUSTRIAL  MEDICINE  — A balanced  prac- 
tice awaits  you  in  beautiful  S.E.  Wisconsin.  Associate  needed  to  share 
this  rapidly  growing  practice.  Contact  Westmound  Clinics,  683  West- 
mound,  Waukesha,  Wisconsin  53186.  414/549-9100. 


FOR  SALE  — OFFICE  EQUIPMENT  — GOOD  AS  NEW  — 2 exam 
tables,  hemoglobinometer,  hemocytometer,  Robert  Shaw  Pediatric  Bag 
& Mask  Kit,  disposable  laryngoscope,  goose  neck  lamp,  Olympic 
papoose  board  and  two  stools,  adult  scale  with  height  rod.  Phone  515/ 
961-2546  or  write  P.  O.  Box  238,  Indianola,  Iowa  50125. 


FAMILY  PRACTITIONER  WANTED  — BC/BE  sought  to  join  8-member 
multi-specialty  group.  Salary  guarantee  with  partnership  possibility 
after  first  year.  Contact  John  McDermott,  Mgr.,  The  Davenport  Clinic, 
1820  W.  Third  Street,  Davenport,  Iowa  52802.  319/326-1661. 
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515/283-1578 

Iowa  IN-WATS  800/362-2590 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D., 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 

MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 

CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 

CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

A.  SUZANNE  MORSTAD,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION  CENTER 
IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 

432  EAST  BLDOMINGTON 
IOWA  CITY  52240 
319/338-7941 

CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SER- 
VICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


SAHERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 
2928  HAMILTON  BLVD. 

SIOUX  CITY  51104 
712/277-2379 

PSYCHIATRIC  THERAPY  — ALL  AGES 

JEAN  ARNOLD,  M.D.,  F.A.P.A. 

412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY  — ALL  AGES 
COUPLE  COUNSELING 

ASSOCIATES  FOR  PSYCHIATRY  P.C. 

WM.  J.  MOERSHEL,  M.D.; 

CHAS.  G.  WELLSO,  M.D.; 

EDICK  HARTUNIAN,  M.D.; 

S.  ORTEGA,  M.D.; 

FRANCIS  A.  VASQUEZ,  M.D. 

717  A. AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/364-0116 

Telephone  answered  day  or  night 

ADULT  AND  CHILD  PSYCHIATRY 
MARRIAGE  AND  FAMILY  COUNSELING 
PSYCHOLOGICAL  TESTING 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC.  RECONSTRUCTIVE  AND 
HAND  SURGERY 

A.  B.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

526  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 

MICROVASCULAR  PLASTIC  SURGERY 

SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/244-6239 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 


UROLOGY 


A.  W.  WOODWARD,  M.D. 

3116  BROCKWAY  RD. 

WATERLOD  50702 
319/236-3435 

PRACTICE  LIMITED  TO  UROLOGY 
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A Monthly  Commentary 

IN  THE 


PUBLIC  INTEREST 


Rural  Iowa: 

Diagnosis  Uncertain 

PLEASE  CHOOSE  the  word  you  think  best  de- 
scribes the  present  and  future  of  health 
care  delivery  in  rural  Iowa:  uncertain,  changing, 
declining,  olmy;  all,  some  or  none  of  the  preceding. 

Whichever  answer  you  pick,  one  of  these  or 
another,  please  recognize  our  goal  here,  more 
importantly,  is  to  stimulate  your  interest.  What 
do  you  see  ahead  for  rural  lowans  in  need  of 
health  care  services? 

This  hard  question  has  been  addressed 
many  times  by  many  thoughtful  citizens.  This 
fall  there's  been  further  opportunity  for  com- 
ment. The  Health  Policy  Corporation  of  Iowa 
(HPCI),  together  with  the  Iowa  State  Associa- 
tion of  Counties,  the  State  Departments  of 
Health  and  Human  Services  and  area  organiza- 
tions, has  conducted  four  regional  forums  to 
help  community  leaders  from  rural  Iowa  ana- 
lyze their  circumstances  and  look  at  the  op- 
tions. These  sessions  have  been  in  Spencer, 
Red  Oak,  Mt.  Pleasant  and  Calmar;  each  has 
been  attended  by  at  least  100  persons. 

So  you  were  there  as  a rural  Iowa  resident. 
You  heard  that  we  had  150  acute  care  hospitals 
in  the  state  20  years  ago.  Then  you  were  told 
there  are  131  such  hospitals  now.  Does  this 
mean  there  will  be  fewer  stiU  when  1985  ends? 

A main  reference  point  at  the  HPCI  meetings 
was  a 100-page  report  called  Delivery  of  Health 
Care  Services  in  Rural  Iowa.  The  report  was  pre- 
pared by  Donald  W.  Cordes,  now  a consultant 
after  many  years  in  hospital  administration. 

The  Cordes  report  is  an  informational  aid  to 
help  rural  community  leaders  evaluate  cir- 
cumstances, consider  options  and  decide  how 
best  to  assure  health  care  services  for  their 
citizens.  The  changing  nature  of  Iowa  health 
care  delivery  — particularly  hospital  use  — is 
emphasized  in  the  report.  Here  is  an  excerpt: 
Occupancy  of  Iowa  hospitals  is  dropping  rapidly. 


A 1977  survey  of  94  hospitals  with  fewer  than  150 
beds  reported  an  average  daily  census  of  35.2  pa- 
tients. In  1982,  a similar  survey  found  103  hospitals 
reporting  an  average  of  27.9  patients.  This  repre- 
sents a 21%  reduction  in  hospital  utilization  over 
the  five  year  period.  The  1983  occupancy  figures 
showed  a further  reduction  of  2%  over  1982.  Addi- 
tionally, hospital  occupancy  has  been  reported  to 
have  dropped  dramatically  since  1984. 

These  findings  identify  the  problem  clearly. 
Where  the  number  of  patients  is  low  and  get- 
ting lower,  the  spreading  of  fixed  costs  across 
this  diminished  population  can  only  go  so  far. 

Other  factors  cited  in  the  Cordes  report  add 
uncertainty  to  the  Iowa  rural  health  care  deliv- 
ery equation.  These  include  (1)  the  high  per- 
cent of  elderly  residents  in  rural  areas;  (2)  the 
pressure  and  action  by  government  and  others 
to  alter  and  constrict  payments  to  providers; 
(3)  the  mandates  imposed  to  assure  that  admis- 
sions to  hospitals  and  other  health  care  facili- 
ties are  appropriate,  and  (4)  the  increasing 
acceptance  by  physicians  of  the  need  to 
emphasize  outpatient/ambulatory  care. 

The  impact  of  governmental  and  other  edicts 
on  small  and  rural  hospitals,  in  communities 
where  there  is  only  one  such  facility,  is  tending 
to  be  different  from  the  impact  on  larger  hos- 
pitals in  metropolitan  areas. 

The  Cordes  report  offers  ideas:  Petition  lo- 
cal government  for  increased  tax  support. 
Merge  or  establish  relationships  with  adjacent 
facilities  to  achieve  greater  efficiency  and  econ- 
omy. Expand  the  hospital  mission  to  create  a 
broad-based  community  health  resource  with 
greater  service  and  revenue  producing  capabil- 
ity. 

The  times,  they  are  complex.  The  condi- 
tions, they  are  difficult.  The  quality,  maintain 
and  enhance  it;  this  we  must. 
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COMPLETE 
LABORATORY  , , 
DOCUMENTATION' EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDIQABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMAHE® 

flurozepom  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset* " 

• More  total  sleep  time*  *’ 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights'" 

• Patients  usually  awake  rested  and  refreshed'" 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy' ’■**’  *' 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy. 


DALMAHEs 

flurozepom  HCI/Poche 

References:  1.  Kales  J eta/:  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971  2.  Kales  A eta/:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A ef  a/: 

Clin  Pharmacol  Ther  79:576-583.  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32  781-788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Geriatr  Soc 
27:541-546,  Dec  1979.  6.  Kales  A,  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983  7.  Greenblatl  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  7/ier  27:355-361, 
Mar  1977.  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amrein  R et  al:  Drugs  Exp  Clin 
Res  9(1):85-99,  1983  10.  Monti  JM:  Methods  Find  Exp 
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etal:  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
etal:  Pharmacology  26:t2t-t37.  1983. 


OALMANE»  <E 

flurazepam  HCI/Roche 

Before  prescribing,  piease  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommend^  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and 
or  afaxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness. staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation.  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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See  preceding  page  for  references  and  summary  of  produa  information. 
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